
HEALTH HISTORY 
 

ALLERGIES: (List all known) 

    
Medication allergies (list)   Describe reaction and management of the reaction: 

_____________________________   __________________________________________________ 

_____________________________   __________________________________________________ 

_____________________________   __________________________________________________ 

 
Food allergies (list) 

_____________________________   __________________________________________________ 

_____________________________   __________________________________________________ 

_____________________________   __________________________________________________ 

 
Other allergies (list) - include insect stings, hay fever, asthma, animal dander, etc. 

_____________________________   __________________________________________________ 

_____________________________  __________________________________________________ 

_____________________________   __________________________________________________ 

 

Describe any dietary restrictions (e.g. dairy products, eggs, gluten free, other) 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

 
Explain any restrictions to activity (e.g. what cannot be done, what adaptations or limitations are 

necessary) 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

Provide additional information about the participant’s behavior and physical, emotional, or mental health 

about which the staff should be aware. 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

 
 
 
 
 



MEDICATION INSTRUCTIONS 
 
 
I give my permission for the Arts of Armenia staff to give or apply the medication(s) 
listed below to my child __________________________________ as follows: 
 

 
1. Name of Medication                                                               2. Times Medication is to be Given 
 
3. Amount (dosage) of Medication Each Time Given                4. Storage of Medication 
 
5. Other Directions, if any 
 
6. Signature of Parent/Guardian 
 
 
1. Name of Medication                                                               2. Times Medication is to be Given 
 
3. Amount (dosage) of Medication Each Time Given                4. Storage of Medication 
 
5. Other Directions, if any 
 
6. Signature of Parent/Guardian 
 
 
Dispensation Chart 
 

Date Time Amount Given By Whom 
 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 


