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FOREST SCHOOL MEDICAL FORM

Name of child: _______________________________________    Date of Birth: ___________________
It is very important that we know in advance of any medical conditions / allergies / dietary requirements that your child suffers with together with any medication that they need to have access to or to take when in school. Please complete the form below in as much detail as possible.
My child has a medical condition:  YES / NO (Please circle)
 IF YES PLEASE COMPLETE BOXES 1-7.
IF NO PLEASE COMPLETE BOXES 5 TO 7 BELOW. PLEASE PUT A LINE THROUGH THOSE THAT DO NOT APPLY.
	1


	My child suffers from (medical conditions etc): _____________________________________________
_____________________________________________________________________            ______


	2


	My child has an allergy to: ________                                                           ___________________           
Food, medication, pollen, plasters, dust, latex, stings, animals or other (please circle all that apply)

Please detail sources of allergy: ________           _                                         __________________           
_____________________________________________________________________            ______


	3


	My child has asthma and uses an inhaler/s     YES    NO  (please circle) 
If YES please answer the following:
· specific medication required: i.e. Salbutamol etc.  _____________________                ______
· when to administer medication (symptoms): ________           ___________________           _                                                                                                                               
____                                                                                                                           ____                                        
· how to administer medication (puffs / breaths) : _______________                                  ___                                                    
____                                                                                                                           ____                                        


	4


	My child has been prescribed an Epi pen or similar  YES    NO        (please circle)
My child may suffer anaphylactic shock if he/she comes into contact with:

____________________________________________________________________ (please list)
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	Dietary needs: _                                                                                                                       ___
_                                                                                                                                               __
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	My child has received a tetanus vaccination in the last 5 years:     YES    NO    (please circle)   
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	Any further information:




The information supplied is correct to the best of my knowledge. Please update the school office with any changes as soon as possible.
Signed ____________________________________ Parent / Guardian 
Date: ____________________
‘Every Child Counts, Every Moment Matters’











