Health Summary – Child (up to 15 years)
Date ……………………..




                  GP ………………………..

1. PERSONAL DETAILS

Surname ……………………………….                  Sex …………………………………….

Forename(s) ……………………………     
   Date of Birth …………………………..

Home Telephone No. ………………….

   Mother’s surname  …………………….

2. CHILD’S MEDICAL HISTORY

Birth Weight …………………………..

Problems with Pregnancy/Birth? …………………………………………………………….

Please list all serious or chronic illnesses, operations or disabilities (please continue on a separate sheet

if necessary)

Year





Problem
………………………………………….
…………………………………………………….

………………………………………….
…………………………………………………….

Has this child or any of their relatives ever suffered from any of the following medical conditions?

If so, please give details of the relationship and date of onset.

	
	Child’s History/Onset
	Relatives’ History/Onset

	Heart Disease
	
	

	Stroke
	
	

	Diabetes
	
	

	Asthma/Hay Fever/

Eczema/Allergies
	
	

	Cancer
	
	

	Epilepsy
	
	

	Mental Illness
	
	

	Hypothyroidism
	
	


3. FAMILY HISTORY

If parent(s) and/or sibling(s) of this child have died, please state:

Relationship



    Age Died


Cause of Death
……………………………….....
    …………


……...………………………..

………………………………….
    …………


……………………………….

.....................................................
    …………


……………………………….

                                                                                                               Please turn over…….. /

4. DRUGS & MEDICINES

Is this child taking any medicines or undergoing any treatment?


Yes/No

If yes, please give details below (please use separate sheet if necessary)

Name of Medicine


Dose



How often taken?

...............................................

…………………………..
………………………….

……………………………...

…………………………..
………………………….

………………………………
…………………………..
………………………….

………………………………
…………………………..
………………………….

Are there any drugs or medicines that have upset this child in any way?

Yes/No

If yes, please give details below (please use separate sheet if necessary)

Name of Medicine


Reaction

……………………………...

…………………………………………………………

...............................................

…………………………………………………………

5. IMMUNIZATIONS

Has this child had the following immunizations?  If so, please give the requested details:-

Diptheria/Pertussis (Whooping Cough)/Tetanus (Triple)
1st
Y/N
When? ….……….









2nd
Y/N
When? …………..









3rd
Y/N
When? …………..

Meningitis C






1st
Y/N
When? …………..









2nd
Y/N
When? …………..









3rd
Y/N
When? …………..

Polio







1st
Y/N
When? …………..









2nd
Y/N
When? …………..









3rd
Y/N
When? …………..

Hib







1st
Y/N
When? …………..









2nd
Y/N
When? …………..









3rd
Y/N
When? …………..

MMR (Measles/Mumps/Rubella)



1st
Y/N
When? …………..

Pre-School Booster (Dip/Tet/Polio)



1st
Y/N
When? …………..

BCG (Tuberculosis)





1st
Y/N
When? …………..


Next of Kin (name, address and tel. no.)……………………………………………………..

Name of School Patient Attends ………………………………………………………………

Do you care for someone who, as a result of a physical/mental illness cannot look after themselves?   Yes/No - if yes, for whom do you care? ..……………………………………………………………………………….

If yes - May we have your permission to forward your details to Carers Bucks? (information available at reception)…………………………………………………………………Yes/No
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