MATSHWANE PRIMARY SCHOOL

Medical Information

Names:

Yes No Date Yes No Date
DPT Asthma
BCG Diabetes
Booster Epilepsy
Measles
Other:
Other:

No Yes If yes, give details
Medication
Bee stings
Grasses

Food

Other:
Has your child had any major operations? If yes, please give details. Yes No
Is your child on any long term medication? If yes, please give details Yes No

Good Poor Date of last test:
Good Poor Date of last test:
Does your child have any dietry requirements? If yes, please give details. Yes No

Name: Telephone:
H)
Address:
W)
Clinic/Hospital C)

Medical Aid:

Medical Aid number:

Signature:

Date:




