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Pupil Medical Questionnaire 
Please answer the following questions relating to the health of your child as fully as 
possible. All questionnaires are kept confidential. 
 

Full Pupil Name:  Date of birth:  

NHS Number:    

Parent/Guardian Name:  Telephone Number:  

 

 
Are all childhood vaccines up to date? YES/ NO 
If not, please give details: 

 
Has your child ever received any additional tetanus injections?  YES/ NO 
If so, please give approximate date of most recent: 

 
 

 
 

 
 
 
 
 
 
 
 
 
 

Please tick your answers as appropriate  
 

Does your child have any special dietary requirements?  
PREFERENCES/ALLERGIES/INTOLERANCES 

YES / NO 

Details: 

 

GP Name and Address:  

Telephone Number:  

Has your child ever had any of 
the following illnesses: 

Yes  No 

Influenza   

Measles   

Mumps   

Chicken Pox   

German Measles   

Scarlet Fever   
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Medical History Details Yes No 

Asthma/Breathing Difficulties If yes, please give details: 
 

Yes No 

Allergies (food, medication, 
hayfever, insect stings) 

If yes, please give details: 
 

Yes No 

Eczema/Skin conditions If yes, please give details: 
 

Yes  No 

Diabetes If yes, please give details: Yes  No 

Epilepsy/Seizures If yes, please give details: 
 

Yes No 

Heart conditions If yes, please give details: 
 

Yes No 

Hearing/vision issues If yes, please give details: 
 

Yes No 

Frequent infections/hospital 
admissions 

If yes, please give details: Yes No 

Learning/behavioural difficulties 
(e.g ADHD, Autism) 

If yes, please give details: Yes No 

Does your child have an 
orthodontic appliance? 

If yes, please give details: 
 

Yes  No 

Does your child suffer from 
travel sickness?  

If yes, please give details and provide suitable 
medication: 
 

Yes No 

Does your child have any other 
problem or welfare issue that  
you feel the staff should be 
aware of?   

If yes, please give details: Yes No 

Other medical conditions If yes, please give details: 
 

Yes No 

 
Is your child on any other regular medication not mentioned above?  YES / NO 
Name of medication: 
 
 

Reason/Condition: 

Any prescribed medication that is required to be held in school must be in original 
packaging with name/dosage instructions. 
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First Aid and Medical Emergency Consent 

In order for your child to receive First Aid treatment whilst attending West Hill Park School, or an 
offsite activity under the supervision of West Hill Park staff we need your written consent. 
All first aid treatment is given by a qualified member of staff. 
In the unlikely event of the school being unable to contact you in medical emergency we require 
your permission for the Headmaster or a delegated member of staff to act in ‘Loco Parentis’ and 
to be able to consent to avoid any delay in treatment as recommended by a medical 
professional. 
 
I give consent for my child to receive First Aid treatment in the event of a minor injury or illness. 
If an emergency occurs and when all reasonable efforts to contact me have failed, I authorise 
the school to assume ‘delegated parental responsibility’. I give permission for x-rays, 
medical/dental treatment, blood transfusions, hospitalisation and operation to be performed 
on my child if the school is so advised by appropriately qualified medical/dental personnel. 
 

Parent/Guardian (s): 
Signature: 

Date: 

 
Sharing Information 
At times, it may be appropriate to share medical information given on this form with relevant 
staff at West Hill Park School. It is in your child’s interest that you should give permission to share 
information, which is carried out at the discretion of the medical staff or other appropriate 
members of staff. 
I give consent for my child’s medical information to be shared with relevant staff at West Hill 
Park School. 
 

Parent/Guardian(s): 
Signature: 

Date: 

Important: 
You are advised that West Hill Park School cannot be held responsible for errors or omissions made within this document. 
West Hill Park School claims the right to withdraw a child from school if withheld information comes to light which has a 
negative bearing on the child’s position in school. 
 
Data Protection Information from this form will be processed in accordance with the General Data Protection Regulation 
2018. By ticking here ___ you expressly consent to this data being held and processed by West Hill Park School, in 
accordance with the Act. Our privacy policy is available from our website  www.westhillpark.com 
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Pupil Medical Consent Form 
 
At times it is necessary for the surgery to administer over the counter medications for 
treatment. Due to regulatory requirements, we can only administer non-prescription 
medicines if we are in receipt of a signed permission slip from parents.  
 

Full Pupil Name:  Date of 
Birth: 

 

 

Allergies:  
 

 
 

Please circle your answers as appropriateNB No pupil will be given any time framed medication 

prior to 1300  
 

I hereby consent to the above medications, topical creams and dressings to be given 
and applied as deemed necessary by delegated staff. 

Parent/ 
Guardian 
Signature: 

 Date:  

 
 
 

                                                                                                                                                                  

 

Paracetamol Yes No HypoAllergenic Dressings Yes No 

Ibuprofen Yes No Oral Antihistamine  Yes No 

Antiseptic Cream  Yes No Topical Antihistamine Yes No 

E45 Itch Relief Yes No Halls sugar free lozenges Yes No 


