
ALUMNO/A: ............................................................................................................................................................................................................................................................................    CURSO: ................................................

PADRE: .......................................................................................................................................................................................................................      TELÉFONO: ...................................................................
MADRE: .....................................................................................................................................................................................................................      TELÉFONO: ...................................................................

ALERGIAS: (medicamentosas, alimenticias, intolerancias, estacionales, otras...).
.................................................................................................................................................................................................................................................................................................................................................................................................................
................................................................................................................................................................................................................................................................................................................................................................................................................
.................................................................................................................................................................................................................................................................................................................................................................................................................
..................................................................................................................................................................................................................................................................................................................................................................................................................
.................................................................................................................................................................................................................................................................................................................................................................................................................
ADJUNTA INFORME MÉDICO:             SI            NO

ENFERMEDAD/ES ACTUALES: (Diabetes, Asma, Crisis epilépticas, otras...).
.................................................................................................................................................................................................................................................................................................................................................................................................................
.................................................................................................................................................................................................................................................................................................................................................................................................................
.................................................................................................................................................................................................................................................................................................................................................................................................................
..................................................................................................................................................................................................................................................................................................................................................................................................................
ADJUNTA INFORME MÉDICO:             SI            NO

TRATAMIENTO SEGÚN INFORME MÉDICO: 
.................................................................................................................................................................................................................................................................................................................................................................................................................
.................................................................................................................................................................................................................................................................................................................................................................................................................
.................................................................................................................................................................................................................................................................................................................................................................................................................
.................................................................................................................................................................................................................................................................................................................................................................................................................
..................................................................................................................................................................................................................................................................................................................................................................................................................

CUESTIONARIO DE SALUD

OBSERVACIONES: 
.................................................................................................................................................................................................................................................................................................................................................................................................................
.................................................................................................................................................................................................................................................................................................................................................................................................................
.................................................................................................................................................................................................................................................................................................................................................................................................................
.................................................................................................................................................................................................................................................................................................................................................................................................................
..................................................................................................................................................................................................................................................................................................................................................................................................................

Fdo.: 

D/Dª........................................................................................................                                       En Majadahonda a ................... de ................................................ de 20.............


