MEDICAL QUESTIONNAIRE

SOUTHBOROUGH PRIMARY SCHOOL 

Pupil’s Name 


……………………………………………………………………………………………………..

Parent’s Name and Initials 
……………………………………………………………………………………………………..

Home Address


………………………………………………………………………………………………………

…………………………………………………………………………………………………….Telephone No. ………………………………

Name and Address of Family Doctor ……………………………………………………………………………………………

……………………………………………………………………………………………………..Telephone No. ……………………………..

Has your child had any of the following:-

Asthma or Bronchitis 






YES/NO

Heart condition 






YES/NO

Fits, fainting or blackouts 





YES/NO

Severe headaches






YES/NO

Diabetes







YES/NO

Allergies to any known drugs or medication 



YES/NO

Any other allergies e.g. material, food, insect bites etc. 

YES/NO

Other diagnosis, illness or disability 




YES/NO

Any recent contact with contagious diseases and infections 

YES/NO

If the answer to any of these questions is YES please give details on a separate sheet which should be firmly attached. 

Please outline any special dietary requirements your child may require, due to allergies or for Religious reasons on a separate sheet, which should be firmly attached.

Please specify what type of pain/flu relief your child may be given if necessary

……………………………………………………………………………………………….       ( you will need to provide this).

Any necessary medication should be clearly labelled with child’s name and dosage. 

Immunisation Status

Please give the date of your child’s last Tetanus injection …………………………………………………

Is your child receiving medical treatment of any kind from either your 

Family Doctor or Hospital?






YES/NO

Has your child been given specific medical advice to follow in emergencies
YES/NO

If the answer to either of these questions is YES please give the details on a separate sheet  (including dosage of any medicines/tablets).

I will inform the Group Leader/Head Teacher as soon as possible of any changes in the medical or other circumstances between now and the commencement of the journey.

Declaration

I agree to my son/daughter receiving medication as instructed and any emergency dental, medical or surgical treatment, including anaesthetic or blood transfusion, as considered necessary by the medical authorities present.  I understand the extent and limitations of the insurance cover provided.

Signed ………………………………………………………..Parent/Guardian

Date……………………………………………………………

