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CÉDULA MÉDICA INDIVIDUAL
DATOS GENERALES
NOMBRE DEL ALUMNO___________________________________________________________
GRADO_____ GRUPO _____ TELEFONO ___________________ TIPO DE SANGRE______________
ALEGIACO  SI ___ NO ___ TIPO DE ALERGIA _____________________________________________

CÉDULA 
ENFERMEDAD ____________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
TRATAMIENTO____________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
LIMITACIÓN FUNCIONAL ____________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
SE VALIDO LO ANTERIOR MEDIANTE CERTIFICADO MÉDICO  SI ____ NO _____



ELABORÓ_______________________  FIRMA ______________________ FECHA ____________
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