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Check��Yes��or ��No��to��indicate ��if ��you��allow��your ��child ��to��receive ��the��following�� medications ��while ��
participating ��in ��4�æH��programming. ����
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��
Please��list ��any��prescription ��or ��over ��the��counter ��medicat ions��your ��child ��is��currently ��taking. ����This��
information ��is��necessary��if ��your ��child ��is��to��be��treated ��by��a��medical ��professional. �������š�ƒ�•�’�Ž�‡�•�ã�����Ž�ƒ�”�‹�–�‹�•�á��
�˜�‹�–�ƒ�•�‹�•�•�á���‡�–�…�ä�������ˆ���–�Š�‡���ˆ�‘�Ž�Ž�‘�™�‹�•�‰���•�‡�†�‹�…�ƒ�–�‹�‘�•���•�Š�‘�—�Ž�†���„�‡���ƒ�†�•�‹�•�‹�•�–�‡�”�‡�†���†�—�”�‹�•�‰���–�Š�‹�•���‡�˜�‡�•�–�á���…�‘�•�’�Ž�‡�–�‡���–�Š�‡���
�‡�‘�”�‰�‹�ƒ���v�æ����
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