Phone: 49693720
49693703
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L HQ{
PUBLIC SCHOOL

Elizabeth street Tighes Hill 2297

Fax: 49612334

MEDICAL INFORMATION FORM

to be completed for excursions/out-of-school activities

Dear Parents and Carers,
Please complete the following information/questions and return to your child’s class teacher.

StUAENE NAM: ... e ee e e e ee e eeeaneenns DOB .

Phone Numbers: HOme: ..........ocooooeeeeeieeeeeeeeeeeeeeeeeens MODbile: ...

*Emergency Contact & Relationship to Child.................cooo e

Contact Numbers: HOme .........ccoooveeeeeeeeeeeeeeeeee e, WOrK.....oooeeeeeeeeeeeeeeeeeeee Mobile.......cooeeeeeeeeeeeeeeeeen,

**Emergency Contact & Relationship to Child..............c.coooiiiiie ittt

Contact Numbers: Home .........cccoovvvveveviieverieeeee e WOrK.....oooveeeiiieeeeeieeeeene, Mobile.......cooceveveviiiiieeeeee,

***Emergency Contact & Relationship to child...................c.ccooiii e e

Contact Numbers: Home .........ccoocvvvvvvvicvivnee e, WOrK.....oooovveevee e Mobile.........coevvviviiirieieenn

Private Health Care FUNA/IMEmMDBEr NUMDEE: ........ooieeiieeiereeceieecserseessseseesaesssesssssssessesssassssssssssesssasssssssessssnasen

MEDICAL CONDITIONS (Does your child have any medical conditions, including asthma?)

IMMUNISATION: Has your child had a complete Tetanus immunisation? Yes No Date: ......c.eeeeennne.

TABLETS AND MEDICINES:

Is your child taking any tablets, medicine and/or herbal medication? Yes No

NG OF IMIEAICATION/'S vttt ettt et eee e et et e s ete st eesseeeaeeaseeate sreeesaen sresasaeass st aessenseesasaenneesreeessensreensseneesnens



MEDICATION DETAILS (please complete if your child will require medication during the excursion period)

i\ =Te [ToF | I oo T Vo I o o PSR SO R TU TSR
TYPE Of MEAICAtION/NGMIE ..ovieeeee ettt sttt ae s te e et et s aeeteseeabes e s saeebenes et st arseteses seessasesaesenseteseennnnes

DOSage: MOINING ...uocieieiere ettt dAY e NIgNT oo,

Sl |V [T T Tor=Y I ol o Yo L1 T o OO USRS
TYPE Of MEAICAtION/NGMIE ..ottt sttt et st e et et s etesa s s besaessaeebeesses st srsetesen seessasesaesansetessnnnnes

DOSage: MOINING ...uocieieeere ettt dAY e NIgNT oo

ALLERGIES (Drugs, Bites/Stings, eg. Bees, Food, Other)

My child has an allergy to:

Penicillin Y/N Insect Sting  Y/N (type .....cceuue.... ) Shellfish Y/N

Peanuts Y/N Other nuts  Y/N Latex Y/N

Other (PIEASE SPECITY) cueiiieieeee ettt ettt e e e teeteetestestesteste st saestesee e e e s sas e e sessessensessessasaeneas

My child has been hospitalised with a severe allergic reaction. Yes No

[T Y@S, WNEN @NU WRY? .ot sttt e e e e s et et ettt es et ee e s e e eaeeneaseaseereaneaseeseareasesseseese sens

Special Dietary Requirements (for medical reasons)

Are there any other details we need to know about your child? eg. travel sickness, bedwetting (overnight

excursions), nose bleeds, fears of certain situations (darkness, storms, dogs, etc)

*In the event of an accident or illness, all efforts will be made to contact parents/guardians or emergency contacts listed
above to liase and seek direction for required medical treatment. In the case of an emergency, where it is impracticable or
impossible to communicate with me, | understand the teacher in charge will liase with medical professionals to seek

appropriate medical or surgical treatment as may be deemed necessary to assist my child.

|:| | give permission for my child to receive medical treatment in case of emergency.

|:| I do not give permission for my child to receive medical treatment in case of emergency.

|:| I give permission for my child to have paracetamol and /or travel sickness medication, as per the
recommended dosage labelled on the medication, if required while on the excursion.

**If my child requires prescription or non-prescription medication, | agree to provide the school with this
medication clearly labelled with my child’s name and dosage, together with any written instructions that may

have been provided by my child’s doctor.

Name of person COMPIELING FOIM ........uuccvieeeeveeceiiieciereete ettt st v eer e re b st

Signed (Parent/Guardian/Carer) Date



