
NAME 

ST. SCHOLASTICA'S COLLEGE - WESTGROVE 
Ayala Heights, Silang, Cavite 

STUDENT'S HEALTH RECORD UPDATE 

Last First Middle Name 
AGE ____ DATE OF BIRTH--------- N/\TIONALITY _________ INCOMING GRADE __ _ 

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: *-bLO?O TIP'" ---

Bronchial Asthma Measles Bleeding Tendencies Kidney Disease 

Chicken Pox Hypertension Convulsive Disorder Mumps 

Diabetes Psychoneurosis Epilepsy Tuberculosis 

Heart Disorder (specify) Allergy (specify)+ 

Hepatitis (specify) Others (specify) 

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

Medicine Yes No Medicine Yes No Medicine Yes No Medicine Yes No 

Paracetamol Mef. Acid Antacid Ventolin 

Decongestant Ibuprofen Bon amine Hydrite 

Cough Prep. Buscopan lmodium Antiallergy 

Other special instructions/health concerns: (Please specify) -------------------------

Name of Doctor to be notified:----------------- Contact No. _____________ _ 
Addr~ss ___________________________________________ _ 

P£lrent's Name & Signature-------------------------- Date----------

Clinic Form 2 Rev.No. 01 (04/2015) 
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