
ST PATRICK CATHOLIC SCHOOL 
SCHOOL-AGE ASSESSMENT & HEALTH FORM 

 &  IMMUNIZATION DECLARATION 

HEALTH STATEMENT/PERMISSION - To be completed by parent. 

__________________________________________________________________________________________ 
Child’s Full Name               Birth Date 

1. Significant illnesses and surgeries child has had (give age at time):
__________________________________________________________________________________________
__________________________________________________________________________________________

2. Special health-related needs (allergies, medications, injuries, etc.). Provide documentation to the office.
__________________________________________________________________________________________
__________________________________________________________________________________________

PHYSICAL ASSESSMENT 

1. Is there any defect of vision, hearing or speech of which the child care program should be aware, or could
compensate by appropriate action?
__________________________________________________________________________________________

2. Is this child subject to any conditions which limit classroom activities or physical education?
__________________________________________________________________________________________
__________________________________________________________________________________________

3. Is this child subject to any condition which may result in an emergency situation?
__________________________________________________________________________________________
__________________________________________________________________________________________

4. Is this child subject to any mental or physical condition for which he/she should remain under periodic
medical observation?
__________________________________________________________________________________________
__________________________________________________________________________________________

5. Other information you would like to share:
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

I give permission for St. Patrick School to seek medical/dental care if neither parents or emergency 
contacts can be reached.

My signature below certifies that immunization information concerning my child has been provided and 
is available in the school file. 

Parent’s Signature________________________________ Date ________________________________ 



Kindergarten Student Information Form 

We would like to know as much as possible about your child in order to guide him/her successfully in school 
life. Would you please answer the following questions. This information will be kept confidential. 

Thank you!  Mrs. Stone and Mrs. Byers 

Child’s Name _________________________________________________         ___________________ 
     Last First Birth Date 

   Child lives with:      Both parents         Mother           Father           Other 

Church our family attends: ________________________________________________________________  

Which preschool did your child previously attend?_____________________________________________ 

Siblings/Ages ____________________________________________________________________________ 

Please list the email and/or phone number you are mostly likely to respond to during the school day if we need 
to communicate with you.  
_______________________________________________________________________________________ 

For newsletters and reminders from us, would you prefer the information in an email or printed copy in your 
child’s folder?   ______________________________________________________________________ 

How will your child be going home after school each day? 
 My child will be picked up by _______________________.       
 My child will be riding the bus.   
 My child will be going to Circle of Care. 
 It will be different some days. Please explain.
 ____________________________________________________________________________ 

Would you be willing to make play-doh for our classroom? 
        (If yes, we will send the recipe and container when needed.) 

List three words to describe your child: 

What are your child’s strengths and interests?

What concerns do you have? 

What goals do you have for your child this year? 

Is there anything else you would like us to know about your child? 



Who’s Who in Kindergarten?

My name is 
and I am in Kindergarten at St. Patrick School.

I was given this name because 

I was born on 

My favorite color is 

My favorite food is  

I like to 

My favorite Bible story is 

I am special because 

Insert

My photo 
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