MEDICAL FORM (PART I)
2009/2010
IT IS IMPERATIVE FOR THE STUDENT’S WELFARE THAT THIS SECTION OF THE APPLICATION FORM BE COMPLETED THOROUGHLY

1.  Name of Student:______________________________________________________    2.  M      F



       (FIRST)

         (FATHER)

        (FAMILY) 

3.  Class upon admission: _______________ Academic Year: ______________ 4.  Age: _________

5.  Home Telephone: _____________________________ Business Telephone:_________________

     Mobile Number (s): Mother: ______________________ Father: __________________________

6.  In case of an emergency and if the school is unable to contact the parents, please notify:

Name:______________________________________ Relationship to Student:_________________

Home Telephone: ____________________________ Business Telephone: ____________________

Mobile Number (s):_________________________________________________________________

7.  Does the student suffer from one or more of the following?  If so, please give details:

	
	Yes
	No
	Please Give Details

	Chest Asthma
	
	
	

	Food Allergies
	
	
	

	Drug Allergies
	
	
	

	Diabetes
	
	
	

	Past history of surgery
	
	
	

	Convulsions due to high fever
	
	
	

	Thyroid Problem
	
	
	

	Epistaxis (Nose Bleeding) 
	
	
	

	Hay Fever (Pollen)
	
	
	

	Bees Allergy
	
	
	

	Other, please give details:
	
	
	

	
	
	
	


MEDICAL FORM (PART II)

2009/2010
8.  Is your child taking any specific medication on a regular basis? If so, please give details:

    _________________________________________________________________________________

_________________________________________________________________________________

9. Is there any reason why your child cannot participate in the full Physical Education      
       program? If yes, please state reason(s):

    _________________________________________________________________________________

_________________________________________________________________________________

10.  Name of Pediatrician:________ ____________________Telephone: ______________________

11. Name of Hospital in case of emergency: _____________________________________________
· Please contact the school clinic if you have any other concerns.  Please do not forget to attach any/all relevant medical records or forms to this application form.

· Please note that the school nurse will not administer any medical care to your child without your express permission. If any such action is necessary, the school nurse will contact you directly first.

I hereby give permission to the school clinic to administer all necessary check ups, first aid, non-prescriptive medications and to act in casualties and emergencies including admittance to hospital in case of emergency. 

Signature of Parent/ Guardian: _____________________________ Date:_________________
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