                                              MANNIX STUD 

Please complete the following health questions for your child. This information is confidential and will only be given to Health care professionals to provide emergency treatment should it be required.

SURNAME: 

Forename:                                                                                                            DATE OF BIRTH:

Childhood Illnesses:

Has she/he had the following illnesses? If YES give approximate dates.

                                           DATE                                                                                        DATE

MUMPS                                                                    WHOOPING COUGH

MEASLES                                                                   GERMAN MEASLES (RUBELLA)

CHICKEN POX                                                           GLANDULAR FEVER

RHEUMATIC FEVER

VACCINATIONS:

Has he/she been immunised against any of the following illnesses? Please give full details. Your GP will be able to provide you with dates or send a copy of your vaccination record book.

                   Primary Course                                 Pre School booster                           Final booster

                  (date as a baby)                             (given 4-5years)                                   (given 13-18years)

                                     DATE                                DATE                                                     DATE

  DIPHTHERIA

TETANUS

WHOOPING COUGH 

POLIO

MMR

MENINGITIS C: DATE

Has your child received treatment for any of the following? If so, give details and treatment.

ALLERGIES:

                        FOOD:

                         MEDICATION:

                         OTHER:

Please describe how your child reacts:

IF YOUR CHILD USES AN EPIPEN PLEASE PROVIDE 2 PENS WHICH  ARE IN DATE AND DISCUSS WITH STAFF.

DOES YOUR  CHILD HAVE ANY OF THE FOLLOWING

ASTHMA                                                                                                       YES /NO        

HAYFEVER                                                                                                     YES/NO         

ECZEMA                                                                                                         YES/NO     

BONE/JOINT OR BACK PROBLEMS                                                           YES/NO        

DIABETES                                                                                                       YES/NO          

EPILEPTIC FITS                                                                                              YES /NO         

KIDNEY PROBLEMS/INFECTIONS                                                              YES/NO         

PSYCHOLOGICAL PROBLEMS                                                                    YES/NO           

BLOOD DISORDER/EXSESSIVE BLEEDING                                              YES/NO

TEETH(ORTHODONTIC TREATMENT)                                                      YES/NO

EAR INFECTION/HEARING IMPAIRMENT                                               YES/NO

EYESIGHT(does he/she wear glasses/contact lenses)                         YES/NO

BED WETTING                                                                                              YES/NO

URINE/KIDNEY INFECTION                                                                        YES/NO 

Please give date and details of any surgical operations your child has had?

If your child requires daily medications to be given, please provide these in the original packaging with the pharmacist’s instructions stating the name of the drug, the dose, route of administration, and the frequency of administration clearly typed on the container. The drug information leaflet should be available for staff to read.

NAME OF GP:

ADDRESS:

TELEPHONE:

CONSENT:

I understand that in an emergency every effort will be made to obtain my consent for an anaesthetic or surgical procedure deemed necessary. However if this proves impossible I hereby authorise the owner of Mannix Sudd or any other responsible member of staff to act on my behalf

NAME OF PARENT/LEGAL GAURDIAN (please print)

SIGNATURE:                                                                                                            DATE:

ADDRESS:

TELEPHONE: Home                                                                                          Work

FAX: Home                                                                                                       Work

E-MAIL ADDRESS:

