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Name of Student:
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Age  Sex___ Date of Birth Nationality Religion
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Name of Father Occupation
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Name of Mother Occupation
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Address
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Person to notify in case of emergency Tel No.
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FAMILY MEDICAL HISTORY
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CANCER TUBERCULOSIS
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HEART DISEASE ASTHMA
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HIGH BLOOD BLEEDING TENDENCIES
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DIABETES Health Problem
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Personal History (Has your child suffered from any of the following? If yes, please provide details.)

Disease 7 /% Yes # | No % | Disease i 7 Yes # | No % | Disease i /& Yes# | No %
BAGHER) K i %
Allergy(pls. specify) Chickenpox Pneumonia
40 R AR AR
Asthma Measles Thyroid Gland
& e FRRR K 98 T I
Anemia Mumps Seizures/Epilepsy
o ] A8 3% SR TR A
Bleeding problem Hepatitis Heart Disease
Py Bk LEHLTR
Behavioral/Develop- Primary Recurrent
mental Problem Complex Indigestion
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Hearing problem Typhoid Fever Kidney Disease
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Speech problem

Ear Discharge

Dengue Fever
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Diabetes Fainting Fracture
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Tonsilitis Chronic Skin Mental Health
Problem Problem
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Previous operations/Hospitalization (if any):
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Other medical needs of your child (if any):

K (of)

OTHER IMPORTANT INFORMATION WE SHOULD KNOW:
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May the School Physician and /or Nurse administer treatment if the need arise?
__Yes &__No & Remark(s)
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If emergency treatment is necessary, may the school authorities take your child to the nearest hospital?
_ Yes & __No % Remark(s) (3%):
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- If there should be restrictions in physical activity, please provide a medical certificate from your child’s

physician and advise the teacher in writing.
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- Should there be a need to give a special medication to your child, please send the medicine/s with

written instructions regarding dose and time to be given.
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Signature of Parent/Guardian over Printed Name




