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	Essential Medical Information

Confidential


Please complete and return this form.

	Child’s Full Name
	
	Year Group
	

	Child’s NHS Number
	
	Date of Birth          /              /   

	
	
	BOY  [    ]                    GIRL   [    ]

	Preferred Name 
	
	

	Does your child suffer from any of the following?

	Eczema
	YES [  ]     NO [  ]
	Asthma
	YES [  ]     NO [  ]

	Migraine
	YES [  ]     NO [  ]
	Epilepsy
	YES [  ]     NO [  ]

	Diabetes
	YES [  ]     NO [  ]
	Sight Problems
	YES [  ]     NO [  ]

	Allergies
	YES [  ]     NO [  ]
	Hay Fever
	YES [  ]     NO [  ]

	Any other health conditions or concerns.
	YES [  ]     NO [  ]
	Please state below:


	

	Medication prescribed
(Give details)


	

	Dosage

	

	Special Storage requirements 

	

	Does your child currently have medication in the school? Please specify  

	

	DOCTOR

	Please give the name and address of your child’s doctor

	NAME
	
	TELEPHONE
	

	ADDRESS


	

	Has the doctor put any restrictions on physical activities (e.g. swimming, PE)?
	YES [  ]     NO [  ]

	If YES, give details:



	Is your child allergic to plasters?
	YES [  ]     NO [  ]

	Are there any restrictions on any particular food?
	YES [  ]     NO [  ]

	If YES, give details:




