GONERBY HILL FOOT CHURCH OF ENGLAND PRIMARY SCHOOL

MEDICAL INFORMATION

Name of child……………………………………………………………Male/Female

GENERAL HEALTH

Does your child suffer from any of the following?

nose bleeds
  FORMCHECKBOX 

high temperature 
 FORMCHECKBOX 

fainting fits

  FORMCHECKBOX 

headaches
  FORMCHECKBOX 

stomach upsets  
 FORMCHECKBOX 

eczema
       

  FORMCHECKBOX 

diabetes
  FORMCHECKBOX 

heart problems
  
 FORMCHECKBOX 

epilepsy
      
  FORMCHECKBOX 

Does your child have asthma?



YES/NO

Does he/she use an inhaler?




YES/NO

Does he/she need to have an inhaler in school?

YES/NO

EYESIGHT



Does your child need to wear glasses?


YES/NO

Has he/she worn glasses previously?



YES/NO

HEARING

Does your child hear clearly?




YES/NO

Is he/she prone to ear infection (glue ear etc.)?

YES/NO

Has he/she had grommets?




YES/NO

Does he/she have any hearing impairment?


YES/NO

If yes, please give details


SPEECH

Does your child have any problems with speech?

YES/NO

Does he/she have speech therapy?



YES/NO

Has he/she had speech therapy in the past?


YES/NO

ALLERGIES

Does your child have any of the following allergies?

food additives  FORMCHECKBOX 

food colourings  FORMCHECKBOX 


nuts  FORMCHECKBOX 

plasters  FORMCHECKBOX 

Does he/she have any other allergies?  If so, please give details

MOBILITY

Does your child have any problems which may affect 

his/her mobility in PE and Games lessons?


YES/NO

If yes, please give details

Details of any medical condition requiring treatment and details of  any such medication


ANY OTHER MEDICAL INFORMATION 

IF ANY OF ABOVE MEDICAL CONDITIONS MAY REQUIRE IMMEDIATE MEDICAL ATTENTION PLEASE SPECIFY TYPE/NATURE HERE


