
	Pupil Medical Questionnaire


Please complete questions 1-10

1. Pupil’s Name ………………………………………………..	Class ……………………………………………………..

2. Date of Birth ………………………………..

3. Name and address of GP ………………………………..  NHS Number …………………………………………..

			         …………………………………. Telephone Number ………………………………..	
	                                    ………………………………….

4. Who should we contact in a medical emergency?

	Name ………………………………………………………  Relationship to child …………………………….

             Telephone ………………………………………………

5. Does your child have any medical conditions?				Yes/No
     If yes please give details:



6. Does your child have any allergies?					Yes/No
    If yes please give details:



7. Does your child take any medication?					Yes/No
    If yes please give details:



8. Does your child require this medication to be kept in school?		Yes/No
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If a child requires any prescribed medication during the school day, the parent/carer will need to bring this to the school office where they will be required to fill out an ‘administration of medicines consent form’ Please note that this is for prescribed medication that must have a pharmacy label on it. For any other medication i.e. Calpol, the parent/carer will need to come into school to administer the medicine themselves. Any medication found in the possession of a child will be removed and kept in the office for collection by the parent/carer.

8.  Are you happy for your child to receive first aid when in school?            Yes/No

9.  Are you happy for your child to have a plaster applied to an open wound if required?
										 Yes/No

10. Does your child have asthma?						  Yes/No

       If YES, does your child have an inhaler?					   Yes/No

If YES please supply 2 inhalers, clearly labelled with the child’s name, to be kept in school at all times. One inhaler will be kept in the classroom with the other spare inhaler to be kept in the locked medication cabinet in the school office. 

Inhaler suppled for the classroom 						   Yes/No

Inhaler supplied for the school office					                 Yes/No

Please indicate bleow if there are any further details concerning your child’s medical or surgical history that you feel the school should be aware of.






Name of Parent/Guardian ……………………………………………………………………………………………..

Signature of Parent/Guardian ………………………………………………………………… Date ……………											
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