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STUDENT HEALTH RECORD

Rosslyn Academy school nurses provide First Aid to students daily.

Monday to Friday from 8:30am – 3:30pm; they are also available 3:30 – 7pm daily for school events or tournaments.
Student’s Name: 






    Birth Date:




     Last

                          First



 YYYY-MM-DD
IMMUNIZATIONS / INOCULATION RECORDS

Please ATTACH a copy of the immunization/vaccination card or records (from birth to date). 
The immunizations may include: 

	IMMUNIZATION
	IMMUNIZATION

	Diphtheria Pertussis Tetanus (DPT)
	HIB (Haemophilus Influenza)

	Measles/Mumps/Rubella (MMR)
	Typhoid

	Polio 
	Pneumococcal

	Chicken Pox
	HPV

	Tetanus 
	Meningitis

	Yellow fever 
	Hepatitis A and B


MEDICINE INFORMATION: Please check any medications that apply:
	Please note that the school nurses will administer the following medication to your child when required.


	FEVER/PAIN RELIEVERS
Paracetamol / Acetaminophen                   Yes □ No  □
Ibuprofen                                                    Yes □ No  □
	ANTIHISTAMINE 

Piriton / Chlorpheniramine                      Yes □ No □
Cetirizine                                                                Yes □ No □

	EYE DROPS
Normal Saline                                             Yes □ No □
	SORE THROAT MEDICATION

Strepsils                                                       Yes □ No □
Throatsils                                             Yes □ No □

	STOMACH PAIN / DISCOMFORT

Antacid                                                       Yes □ No □
Eno                                                     Yes □ No □
	ANTISPASMODIC

Buscopan  (Hyosine Butylbromide)               Yes □ No □


MEDICAL CONDITIONS: Please check any conditions that apply.

Allergies

□
Asthma 

□
Behavior/Emotional 
□ 

Seizures
         
□ 
Ear problems

□
Activity Limits
□
Diabetes
 
□
Blood Disorders
□
Speech Disorders
□
Bowel problems
□ 
Bladder problems
□ 
Eye problems

□ 

Heart problems
□
Meningitis

□ 

Other concerns:

_____________________________________________________
REGULAR MEDICATIONS: Please list any medications your child takes daily or regularly

Name & Dosage: 












***************************************************************************************
I certify that my answers are true and complete to the best of my knowledge.  All questions relating to the student have been accurately and fully answered:

Parent’s Name & Signature: 






Date: 




