
Student Name:  ___________________________________ Grade:  _________  DOB:  _____________ 
                             Last, First, MI 
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Our Lady of Mt. Carmel School 
 

Special Needs Information Sheet 
 
Parent/Guardian:  _____________________________________________________________ 
 
Address:  ______________________________________  Home Phone: ________________ 
                Street 
 
               _______________________________________    Cell Phone:  _________________ 
           City, State, Zip Code 
 
Emergency Contact:  __________________________________________________________ 
   Name    Relationship  Phone 
 
Primary Physician:  __________________________________  Phone:  __________________ 
 
Other Physician:  ____________________________________  Phone:  __________________ 
 
ALLERGIES:  _______________________________________________________________ 
  List ALL allergies to food & medication, etc. 
____________________________________________________________________________ 
 
DIET:  ______________________________________________________________________ 
 Please address any dietary restrictions or special hydration needs 
 
 
DIAGNOSIS/PAST PROCEDURES: 
 
 
 
 
 
PROCEDURES TO BE COMPLETED AT SCHOOL: 
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DAILY MEDICATIONS: 
 
Name of Medication                  Dosage & Frequency         Possible Side Effects 
 
________________________     ________________________   ________________________  
 
________________________     ________________________   ________________________  
 
________________________     ________________________   ________________________  
 
 
EMERGENCY PLAN: 
Emergency action is necessary when the student has symptoms such as:  __________________ 
 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
 
 
 
 
 
COMMENTS/SPECIAL INSTRUCTIONS: 
 
 
 
 
 
 
 
______________________________________________ ______________________________ 
Parent Signature      Date 
 
______________________________________________ ______________________________ 
Physician Signature      Date 


