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The information given on this form will be confidential. It is required to give the school knowledge of your 
child’s medical status in the event of any illness or accident occuring at school. 

 

1. Student’s Name:       

2. Date of birth:       

   

3. Contact Details: Father:  Mother: 

 Name:              

 Cellphone:              

 Landline:              

     

4. Clinic to be contacted in case of emergency: 

 Name of the clinic:       

 Landline:       

 Doctor’s Name:       

 Doctor’s Phone: Landline:       Cell:       

      

5. Person to contact if parents are not available: 

 Name:       

 Phone: Landline:       Cell:       

      

6. Please specify vaccinations received by your child: 

 Type of Vaccination: Date:  Type of Vaccination: Date: 

 BCG        Measles, Mumps, Rubella (MMR)       

 Polio        Hepatitis       

 Diphteria, Pertusis, Tetanus (DPT)        Meningitis       

 Other:        Other:       
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7. Does your child has any allergies? 

 No  Yes   If yes please provide details below 

       

       

  

8. Has your child ever had a serious illness, hospitalization and / or surgery? 

 No  Yes   If yes please provide details below 

       

       

  

9. Does your child have any chronic or continuing medical problems? 

 No  Yes   If yes please provide details below 

       

       

  

10. Is your child on long-term medication? 

 No  Yes   If yes please provide details below 

       

       

  

11. Are there any of the medicines listed below which you would not want your child to be given should the 
need arise at school? If yes please tick the box(es). 
 

 Paracetamol  Antihistamine cream  Throat lozenges  

 Antiseptic Cream  Antihistamine tablets  Cough Medicine  

 Eye drops  Antihistamine Injection    

12. Please inform the school of any changes in your child’s health status. The school cannot be held 
responsible for acting on information, which has not been updated. 

13. I give permission for qualified representatives of the school or external medical personnel to administer 
medical treatment to my child should the need arise. 

  

Signed:       Date:       

 


