St. Catherine’s Nursery & Primary School
Medical Form

[bookmark: _GoBack]Child’s Name: _________________   Date of Birth: ____________
Address: ______________________  Doctor’s Name: ___________
               _______________________ Address: _________________
               _______________________                  ________________
Tel No:________________________  Tel No: _________________
Child’s Class:_______________________

Does your child have:

A Major illness e.g. heart condition   Yes/No
Give Details: ____________________________________________ 

A serious health condition e.g. Diabetes, Epilepsy, Asthma Yes/No
Give Details: ____________________________________________ 

Sight/ Hearing Difficulties   Yes/No
Give Details: ____________________________________________ 

Bladder/ Kidney Problems   Yes/No
Give Details: ____________________________________________ 

An allergy e.g. peanuts, plasters, pollen   Yes/No
Give Details: ____________________________________________ 

Does your child attend any therapists e.g. speech, physiotherapy, occupational    Yes/No
Give Details: ____________________________________________ 

Please list any medication: _________________________________________
EMERGENCY CONTACTS:
In an emergency, I can be contacted by phoning the following telephone numbers:

Home: __________________________ Work: _________________________
Mobile: _________________________Relative/ Friend: _________________

In the event of an accident or illness, I consent to my child receiving first aid by a trained practitioner: Yes/ No

Parent/ Guardian’s Signature: _____________________________________
                                            Date: _____________________________________
