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STUDENT MEDICAL RECORD 2019 - 2020 

 
1. Student Information  

 

Student’s Name ______________________________________________ Grade: ______  

                                       First name                  Middle name                   Family name  

 

[  ] Male [  ] Female      Date of Birth: ________________ Home Telephone_____________  

                                                                              Month / Day / Year  

 

Home Address: ___________________________________________________________  

                                      House number                                          Street                                              P.O. Box  

 

Student’s​ ​Doctor _________________________________________________________  

                                            Name                                                 Address                                          Telephone  

 

Student’s​ ​Dentist _________________________________________________________  

                                           Name                                                 Address                                          Telephone  

 

2. Student Medical History  

 

PARENTS ARE TO COMPLETE​ BOTH​ SIDES OF THIS FORM AND SIGN IN THE SPACE 

PROVIDED.  

PLEASE ASK YOUR CHILD’S DOCTOR TO COMPLETE THE ATTACHED MEDICAL CERTIFICATE. 

Thank you.  
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Has your child had normal growth and development?        [  ] Yes      [  ] No  

 

Has your child (if female) commenced menstruation?       [  ] Yes      [  ] No ____________ 

                                                                                                                                                                    Approximate Date  

 

Has your child had any operations? [  ] Yes  [   ] No  (​If yes, please list operations and dates below)  

 

     __________________________________________           _________________  

                                         Summary of Operation                                                                     Date  

    ___________________________________________          _________________  

                                         Summary of Operation                                                                     Date  

   ____________________________________________         _________________ 

                                         Summary of Operation                                                                     Date  

 

3. Student’s Immunization History  

 

 

4. Student’s Family Medical History  

 

If there is a family history of any of the following, please indicate with an X. 

 

5. Parent/Guardian Authorization 

  

I HEREBY AUTHORIZE CONSENT IN THE EVENT OF A MEDICAL EMERGENCY OR                       

TREATMENT THAT MAY BE DEEMED NECESSARY DURING THE COURSE OF A                     

SCHOOL DAY.  

 

 

            _____________________________________          ___________________   

                                   Parent’s/Guardian’s Signature                                                               Date 
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MEDICAL FORM 2019 - 2020 

 

Name of the child: _____________________________________________  

Date of Birth       :______________________________  

 

1. Are you satisfied that the child has:  

 

➢ Reasonable eyesight?  

      [ ] Yes [ ] No If NO, please comment _______________________________  

➢ Normal Hearing?  

      [ ] Yes [ ] No If NO, please comment _______________________________  

➢ Normal To nsils?  

      [ ] Yes [ ] No If NO, please comment _______________________________  

➢ Teeth in reasonable condition?  

      [ ] Yes [ ] No If NO, please comment _______________________________  

➢ Normal Heart and Chest sounds?  

      [ ] Yes [ ] No If NO, please comment _______________________________  

 

2. Is there a history of fits, worms or anaemia? 

[ ] Yes [ ] No If YES, please comment _________________________________  

 

3. Does the child have any allergic condition?  

[ ] Yes [ ] No If YES, please comment _________________________________  

 

4. Is there a relevant family history of illness?  

[ ] Yes [ ] No If YES, please comment _________________________________  

 

5. Is there any reason why this child should not take part in Physical Education                           

classes, sports or swimming lessons?  

[ ] Yes [ ] No If YES, please comment _________________________________  

 

6. Are the immunizations up to date? (D.P.T., Polio, etc)  

[ ] Yes [ ] No If YES, please comment _________________________________  

 

7. Following your examination, do you feel this child is in a reasonable state of                           

health?  

[ ] Yes [ ] No If NO, please comment __________________________________  

 

 

 

   ___________________________        ___________________        ___________  

                          Name of Doctor                                         Signature of Doctor                             Date  

 

 

Students Medical Form to be completed by a Doctor 
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