[image: image1.jpg]WARIST NorTH SHORE

I3 S
7 3
®7p5 H081QUE Y

Founded 1888




Please complete this form and return it to the College Office.
	NAME:     
	D.O.B:      

	DOCTOR’S NAME:      
	Doctor’s Phone No:      

	DOCTOR’S ADDRESS:      
	

	MOTHER’S PHONE CONTACT:      
	

	FATHER’S PHONE CONTACT:      
	

	MEDICARE NO:      
	PRIVATE COVER:      


MEDICAL HISTORY

	Condition
	YES
	NO
	Details

	a) Heart problems (i.e. murmur, disease)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	b) Respiratory Problems (eg. asthma)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	c) Drug Reactions (eg. penicillin allergy)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	d) Blood Pressure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	e) Epilepsy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	f) Travel Sickness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	g) Phobias
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	h) Recent Illness (please state details)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	i) Drugs required (please state details)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	j) Operations (please state details)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


	k) Eye Sight Problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	l) Hearing Difficulties
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	m) Diabetes 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	n) Other (please state details)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Allergies/Medical Alert::
	Please specify any allergies/medical alerts relating to your son. 

(eg. Allergies to nuts, fish/crustacean, latex, penicillin, insect stings, etc; asthma management, etc.

My child has been hospitalised with a severe allergic reaction          Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

My child has been prescribed an Epi Pen        Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Immunisations:
	Please tick Yes or No to indicate if student is immunised against the following:

	Polio

Yes  FORMCHECKBOX 
  No   FORMCHECKBOX 

	Measles/Mumps

Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

	Diphtheria/Tetanus

Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

	Rubella

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Whooping Cough

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Meningococcal

Yes  FORMCHECKBOX 
No  FORMCHECKBOX 


	Dispensing Panadol:
	 FORMCHECKBOX 
  I consent to my son receiving Panadol from Sick Bay

 FORMCHECKBOX 
  I DO NOT consent to my son receiving Panadol from Sick Bay.




	List any medication which your child is taking regularly.

	     

	List any diseases, surgery or disorders, or recurring illnesses.

	     

	Please add any other medical information which may be helpful.

	     


	REQUEST FOR COLLEGE STAFF TO DISPENSE MEDICINE

	I request that the College Staff dispense medication to my son on a regular basis:      

	Name of Medication:      

	Purpose of Medication:      

	Prescribing Doctor:      

	Frequency of Medication:      


	MEDICAL DECLARATION, CONSENT AND AUTHORITY

I/We hereby –

(a) consent to the school, by its servants or agents, seeking such medical or dental advice on behalf of my son as it sees fit in the event of accident or illness and in the opinion of an attending medical or dental practitioner or medical officer my son requires medical or dental attention or treatment including but not limited to the administration of anaesthetic, blood transfusion or the performance of any surgical operation, to such medical or dental practitioner or medical officers giving such attention or treatment.

(b) certify that the consent which I have given in paragraph (a) is valid at all times while my son is in the custody of the school including but not limited to such times as my son is at school, is present at school camps or is attending or participating in a work experience program, work placement, outing, excursion or function.

(c) give my permission to the College authorities to call an ambulance and/or doctor in the event of an accident or illness and where immediate contact is not possible with either parent, and I agree to pay whatever costs may be incurred by this action.

SIGNATURE OF MOTHER/GUARDIAN:     ____________________________________________________________

SIGNATURE OF FATHER/GUARDIAN:       ____________________________________________________________



MEDICAL INFORMATION








