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e MEDICAL RECORD
Name of Pupil (in BIOCK 1@tters).........c...ooiiiiiii oo
Age & Date of Birth...........ooooiii e,
Name, Address and..............ooooiii oo
Telephone No. of the Parent...............ccc.ooiiiiii e
4. Personal history - Previous illness :
Q) Measles. ......oooomi e Year............................. Month........cccoccoiiii.
b) Chicken POX........coooimiiiiieee Year............................. Month........cccocooiiii
C) MUMPS. ..ot Year........ooooevvvveiiiiann, Month.........cccoooiiie
d) Whooping Cough...............coooiiiiiiiiiii, Year........cooevviveiiiean, Month............................
e) Diphtheria.............ccccooviiiiiiiiii Year........oooevviveiiiian, Month.........cccoooiie
f) Primary CompleXx...........c..cocooviviiviiiiiiiieeiee Year........coooevviveiiiian, Month.........cccoooiie
g) Tonsillitis..........cccoooviiiiiiiiiiiie e Year........oooevviveiiiian, Month.........cccoooiie
h) Other illness or operation................cc...ccceeeeni..n, Year........ooooevvvveiiiian, Month............................
i) Anydrug allergy...............cccoooviiiiiiiiiiii Year........ooooevvvveiiiiann, Month.........cccoooiie

5. a) Family history, in case the
Parents / Brothers / Sisters
have any chronic diseases

b) Whether the student has any disabilities, health problem (congenital / acquired), etc........................
6. Name, Address and................coooiiiii i e
Telephone No. of the family dOCtOr..............ccoiiiii e
7. Details of Vaccinations :
a) Primary Vaccination...............cc..cooooooiiiiiiiii Year........ooooevvvveiiiian, Month............................
b) Re-vaccination............coovviiiiiiiiii Year.......coooeeieiiin Month...........................
c) Triple Antigen & Polio..............cccccooviiiiiiii, Year........oooevviveiiiian, Month............................
d) Booster Dose for Triple Antigen.......................... Year........oooevviveiiiian, Month............................
e) Other Inoculations, If ANY.............c..oooiiiiii e
f) Any special INSTTUCTIONS :.......c..ooiiiiii oo

Declaration : I have not with held any relevant information on the health of my ward.

Date :ococvvveeiiiiiiinn, Signature of the Parent / Guardian

PLEASE NOTE : All information above are required to enable the school to provide the best medical attention
to your child. If the space given in the form is not sufficient, please attach separate sheets and give details.
The school authorities and doctors will be very keen to ensure that all the children maintain good health.



