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Child’s Name:__________________________________DOB:____/____/____ Age:_______

Name of Parent or Legal Guardian:_____________________________________________

Home Address:______________________________________________________________

City:_____________________________ State:_______________ Zip:__________________

Telephone: (            )___________________ Email:_________________________________

BAMBINICREATIVI

Medicine Authorization Form

Medical Summary 

1

List any diagnosis or health concern (asthma, diabetes, chronic illness, seizures, 
etc.):______________________________________________________________________

__________________________________________________________________________

If your child does suffer from asthma, diabetes or other any chronic illness, you will 
be required to fill out a Medical Action Plan.

Has the child ever had a severe reaction to anything (penicillin, bee stings, etc.)?

__________________________________________________________________________

Please list all of the child’s severe food allergies: ______________________________

__________________________________________________________________________

If, yes, please explain including whether the child needs an Epi-pen at school.

__________________________________________________________________________

List any current or prescribed medications and dosages:

__________________________________________________________________________

List any past hospitalizations, surgeries or injuries (ear infections, placement of 
tubes, tonsillectomies, etc.):_________________________________________________

__________________________________________________________________________

Please list any family medical history that might be important for the school to 
know:_____________________________________________________________________

List any speech/ language or motor development concerns that you or the parents 
have:_____________________________________________________________________

Other Comments:__________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

Parent Signature:_____________________________  Date:_____/_____/______
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* Must provide a copy of current doctor’s immunization records
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BAMBINICREATIVI

* Must provide a copy of current doctor’s immunization records

Medical Summary (to be filled out by your pediatrician)

2
Please check if abnormal and comment:

____ Skin:________________________ | _____ Mouth & Dental:____________________

____ Eyes:________________________ | _____ Ears:_____________________________

____ Lymphatic:___________________ | _____ Orthopedic:_______________________

____ Genitalia Hernia:______________ | _____ Abdomen:________________________

____ Chest:_______________________ | _____ Heart:____________________________


Significant findings and physician’s recommendations to parents and teachers:

__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________

Other Comments:__________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

Recommendations for Physical Education:________ Full Program _______Restricted

If marked Restricted, please explain:__________________________________________

__________________________________________________________________________


Doctor’s Signature:____________________________ M.D.  Date:_____/_____/______


***Please mail in completed Medical Authorization and Current Immunization 

Records*** to:    Bambini Creativi 
	 	                      400 East 135th Street

                            Kansas City, MO 64145

	                       Email to: brianne@bambinicreativi.com

                           Phone:  (816) 941. 7529  or ( PLAY)
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Medicine Authorization (Continued)
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Asthma & Allergy Action Plan
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BAMBINICREATIVI

EMERGENCY CONTACT #1 NAME:_________________________________________ RELATIONSHIP:____________________________ PHONE:_____________________


EMERGENCY CONTACT #2 NAME:_________________________________________ RELATIONSHIP:____________________________ PHONE:_____________________

PROGRAM SCHEDULE:


M   T   W  TH  F        HALF 0R FULL

2026-2027


