Health Form
	Child’s Name           
                                                                                        
	DOB
	Class

	Please help us to help your child by completing the following form and returning it to school so that we can update our records. All information given will be treated as confidential.

	Doctor

	Surgery
	Telephone Number

	Health Visitor

	Clinic
	Telephone Number

	Does your child suffer from :-

	
	Yes / No
	Medication
	When

	Asthma

	
	
	
	

	Eczema

	
	
	
	

	Allergy 
Allergic to__________________

	
	
	
	

	Special diet
	
	Needs -

	
	

	Other ____________________

	
	
	
	

	Has your child ever been hospitalized or attended out-patient department?
	
	Details -

	Does your child have a :-

	
	Yes / No
	Details / treatment receiving or received.

	Hearing problem

	
	

	Speech

	
	

	Visual problem
	
	

Does your child need to wear glasses in school?
Is your child colour blind?

	Any other information you feel we should know :-

	




	
	Yes /  No
	

	If my child has an injury I give permission for a plaster to be applied.
	
	

	Parent’s signature




