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Play Centers, Inc. / Play and Learn 
“Your First Choice for Quality Child Care and Education” 

in Anne Arundel County, Baltimore City, 

and Baltimore County 

MEDICAL ALERT FORM 

Child’s Name: ______________________________     Center: _____________________ 

 
Staff awareness of allergies and other health concerns is imperative to the  

prevention/treatment of certain types of reactions.  In order for this information to be readily 

available, Play Centers is requesting that you complete, sign, and return this form with your 

registration materials. 

 

  A few examples of allergies/health concerns are as follows:   

   •   Insect bites or stings 

   •   Foods (i.e. milk, chocolate, etc.) 

   •   Medications (i.e. penicillin) 

   •   Asthma 

   •   Diabetes 

   •   Seizures 

 
To the best of my knowledge, my child does not have any allergies and is not prone to 

any medical condition(s).  (Please sign and date this form.) 

 
My child does have an allergy and/or is prone to a medical condition(s). 

(Please complete the section below, then sign and date this form.)  
 

____________________________ is allergic to/prone to _____________________________ 
  (child’s name)             (condition) 

 

Some signs/symptoms may include: ______________________________________________________ 

 

Specific instructions for staff, should a reaction occur, are as follows: 

 1. ________________________________________________________________________________ 

 2. ________________________________________________________________________________ 

 3. ________________________________________________________________________________ 

 4. ________________________________________________________________________________ 

 

The staff will not dispense medication (over the counter or prescription) without written  

authorization from the parent.  Consult the Director for specifics.  Play Centers will never 

give the first dose of any medication.  If at all possible, please schedule maintenance  

dosages of medication at all times other than during program hours. 
 

Parent’s  

Signature: _______________________________________________  Date: ________________________ 


