	
[image: image1.png]f® Cheshire West
@ and Chester




	MEDICAL QUESTIONNAIRE

(To be completed by the Child’s Parent)

All information is dealt with in accordance with the provisions of the Data Protection Act 2018

	CHILD’S  NAME:
	
	Gender:
	

	Date of Birth:
	
	Parent phone Number: 
	
	

	ADDRESS:
	

	

	
	POST CODE:
	

	SCHOOL:
	

	OTHER EMPLOYMENT:
	Please give details of any other employment your child has:

	

	MEDICAL:   Please give full details in your replies to these questions.  It is not necessary to state past problems.  Does your child suffer from any of the following? Please indicate answers with ( and if “yes” please give details at 11, below.

	1.
	Any restriction of normal physical activity?
	Yes
	No

	2.
	Permanent skin allergies or eczema? (not occasional rashes)
	Yes
	No

	3.
	Asthma attacks or chest complaints?
	Yes
	No

	4.
	Heart Disease and/or shortness of breath?
	Yes
	No

	5.
	(a)   Deafness, discharging ears?
	Yes
	No

	
	(b)   Does he/she wear a hearing aid?
	Yes
	No

	6.
	Severe visual problems not corrected by glasses/contact lenses?
	Yes
	No

	7.
	Diabetes?
	Yes
	No

	8.
	Any fits or fainting attacks?
	Yes
	No

	9.
	Any other health problems? If yes please give details
	Yes
	No

	10.
	Is your child receiving regular treatment for any condition?
	Yes                     
	No

	11.  

	

	

	

	12.
	Is your child attending Hospital Out Patients for any reason?

If “yes” please give details.
	Yes
	No

	
	Condition:

	
	

	
	Hospital:

	
	Consultant:

	(Your child may be required to have a medical examination by the School Medical Officer)

 Parent: (Print name) ………….…………………  Signature: ………………………………………….                   

Email address: …………………………………………………………………………. 
Date: …..………………………………………..
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