
STUDENT HEAL TH RECORD 

NAME 

Last First Middle 

SEX AGE DATE OF BIRTH NATIONALITY -- -- -------- ------

PERMANENT ADDRESS -----------------------

PARENT OR GUARDIAN----------------------

TEL. NO/S. --------

Alternate person to be notified in case of emergency ____________ _ 
TEL. NO/S. --------

In case of emergency, may the school authorities take your child to the nearest hospital? 
YES NO ---

MEDICAL HISTORY: Check diseases your child had: 

Allergy (specify) Hepatitis (specify) 
Bleeding Tendencies Hypertension 
Bronchial Asthma Kidney Disease 
Chicken Pox Measles 
Convulsive Disorder Mumps 

Diabetes Psychoneurosis 

Epilepsy Tuberculosis 

Heart Disorder (specify) Others (specify) 

NOTE: For NEW STUDENTS, please attach Immunization Record 



IMMUNIZATION RECORD: Please check 

IMMUNIZATION #1 #2 #3 #4 
DTaP- Diptheria & Tetanus toxoids & accelular Pertusis 

· Hib- Haemophilus influenzae type B 
IPV- Inactivated Poliovirus Vaccine 
PCV- Pneumococcal Conjugate Vaccine 
Hepatitis A 
Hepatitis B 
MMR - Measles, Mumps, Rubella 
Varicella I Chicken pox 

May any of the following medicines be given as the physical needs indicate? 

Medicine Yes No Medicine Yes No Medicine Yes No 
Paracetamol Mef. Acid Antiallergy 

Decongestant Ibuprofen Antacid 
Cough Prep. Buscopan Hydrite 

Ventolin Bona mine lmodium 

Other special instructions/health concerns: (Please specify) 

Name of Doctor to be notified: ----------------------
Address: ------------------------------
Te I. No/s. ---------------------------

Name Gr. & Section 

Sib Ii ng/s in school: --------------

Parent's Name & Signature _______________ · Date _____ _ 
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