Chand Bagh School

MEDICAL QUESTIONAIRE
Boy’s Name (IN BLOCK LETTERS)

Date of Birth: (DD-MM-YY)
Blood Group (if known)


Name & Phone # of Family Physician 


Emergency Telephone #


VACCINATION RECORD
	Diphtheria
	Yes/No
	___________
	Hepatitis B
	Yes/No
	___________

	Polio
	Yes/No
	___________
	Meningitis
	Yes/No
	___________

	T.B
	Yes/No
	___________
	Measles, Mumps, Rubella
	Yes/No
	___________

	Pertussis
	Yes/No
	___________
	Others
	Yes/No
	___________


MEDICAL HISTORY

Any allergies (food, medicine, etc)
Any chronic illness/disability (Asthma, Diabetes, mental illness, Epilepsy, etc.)

Any Operations

Any physical deformity affecting personality

Any dietary problems/requirements

Any sleep disorder

Any behaviour disturbance, e.g. Bed wetting, thumb sucking, snoring, nail biting, breath holding, temper, undue thirst, nervousness, aggressive behaviour, hesitation, speech problems, etc

Any learning problems

(To be filled in by Parents/Guardians)

FAMILY HISTORY

	
	Age
	Condition of Health

	Father
	
	

	Mother
	
	

	Siblings
	
	

	
	
	

	
	
	


The occurrence within the family of any of the following conditions (Please tick the relevant): 
	
	Diabetes
	
	Heart Problems
	
	High Blood Pressure
	
	Stroke

	
	Kidney Disease
	
	Tuberculosis
	
	Cancer
	
	Arthritis

	
	Anaemia
	
	Epilepsy
	
	Migraine
	
	Illness


Any other Information 

_________________________

Signature of Parents/Guardian
