CONFIDENTIAL


Medical Information

Please complete the details below and return to the school office by return.

	Pupil’s Full Name
	Date of Birth

	
	

	Gender
	

	Doctor’s Surgery
	Name of Doctor

	
	

	Surgery Address
	Surgery Telephone No.

	
	

	Medical Conditions
	

	Please list any Medical conditions
	

	Medical History
	

	Please tell us about any relevant medical history or problems
	

	Medicines
	

	Please tell us about any medicines your child takes regularly
	

	Allergies
	Is your child allergic to plasters? YES/NO


	Please give details of any allergies which are treated by medicine
	

	Sight
	Does your child wear glasses?  YES/NO



	Please give details of any problems with sight
	

	Hearing
	

	Please give details of any problems with hearing
	


I understand that I need to keep the School informed of any changes to my child’s health that may affect their schooling

Signed Parent/Guardian ………………………………………….. Date ……………….
