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HEALTHCARE QUESTIONNAIRE
 

In order to keep our medical records up-to-date, we are asking all parents/carers to complete and return this form to school, as soon as possible.  Please return it even if there are no health concerns.  Many thanks. 
It is important that all children with medical conditions are supported to make sure that they are able to access their education.  Some children with medical conditions may need care or medication to manage their health condition and to keep them well during the school day.  By completing and returning the questionnaire, we will be able to assess your child’s health needs and make arrangements to support them, if necessary.  In order to ensure that any medical needs are appropriately met in school, we may need to discuss your child’s health with the School Nursing Service, or another health professional who is involved in your child’s care.
 
Child’s name:      ______________________________________________	Date of Birth:  ____________________
 
Home Address:  ____________________________________________________________________________________

 _________________________________________________________________________________________________
	Does your child have a medical condition/health concern?  Please include asthma and any food allergies.   YES   No   
 
If YES please give details:
  

	Does your child have a medical condition/health concern that needs to be managed during  the                    YES   No   
School day?
 
If YES please give details:
  

	Does your child take medication during the school day?  Please include inhalers, even if only used                YES   No   
occasionally.
 
If YES please give details:
  

	Does your child have a Health Care Plan that should be followed in a medical emergency?                              YES   No   
If your child uses an inhaler at any time in school, you will be contacted about completing 
a Health Care Plan.
 
If YES please give details:
 



The above information is, to the best of my knowledge, accurate at the time of writing and I give consent to the school to discuss this information with the School Nursing Service or other health professionals who are involved in my child’s care.
 
Parent/Carer’s signature:  ____________________________________  Print Name:  ____________________________
 
Date:  ______________________________________________________	Contact No:  _____________________
 
Please remember to return this form even if there are no health concerns.  
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HEALTHCARE QUESTIONNAIRE FOR-NEWCENERANTS APPENDIX |
Please complete the questionnaire below and return it to school
It is important that all children with medical conditions are supported to make sure that they are able to access
their education. Some children with medical conditions may need care or medication to manage their health
condition and to keep them well during the school day. Could you please complete the questionnaire below and
return it to school as soon as possible so that we are able to assess your child’s health needs and make
arrangements to support them if necessary. In order to ensure that any medical needs are appropriately met in
school we may need to discuss your child’s health with the School Nursing service or another health professional
who is involved in your child’s care.
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YES NO

If YES please give details

Does your child have a medical condition/health concern that needs to be managed during the school day?

YES NO

If YES please give details
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YES NO

If YES please give details

Does your child have a health care plan that should be followed in a medical emergency?
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YES NO

If YES please give details

The above information is, to the best of my knowledge, accurate at the time of writing and | give consent to the
school to discuss this information with the School Nursing service or other health professionals who are involved
in my child’s care.

Signature(s) Print Name
[Parent/ Carer with parental responsibility]

Date Contact number
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