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The British School – Muscat

Student Medical Report 

 (To be completed prior to admission)
	Please complete the following details as fully as possible; this information will greatly assist staff when dealing with illness/accidents during school hours.
	
	
For Office Use Only


	
	
	Start Date
	

	
	
	Class
	


	Personal Details

	Name in Full
	

	Date of Birth
	
	Sex: M / F

	Local Address
	Villa:
	Way:
	Area:

	Telephone No
	R:
	O:

	GSM No
	Mother:
	Father:

	
	

	Emergency Contact Details (person to call if we are unable to contact parents)

	Name
	

	Relationship to Child
	

	Telephone No
	R:
	GSM:

	
	
	

	General Practitioner Contact Details (GP, Doctor or Clinic your child is registered with)

	Name
	

	Clinic/Hospital
	

	Telephone No
	

	

	Consent for Treatment

	In the event of your child having any illness or an accidental injury whilst at school we require your permission to administer first aid and emergency treatment, please delete as appropriate and sign the following authorizations.

	

	Permission to administer non-prescriptive medicines such as Paracetamol, Ibuprofen, anti-histamines, throat lozenges
	
	Yes
	
	No

	Permission to administer first aid
	
	Yes
	
	No

	In the event of an emergency, if the parents/guardians cannot be reached, permission to take student to a hospital of the school’s choice if deemed necessary 
	    
	Yes
	
	No

	Signature of parent/guardian (enter name in full if completing form online)

	Date:



	
	

	Known Allergies
	
	Yes
	
	No

	If your child has known allergies please complete the following details:

	Allergen
	Reaction
	Treatment

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	Immunization History
	

	If possible please attach a photocopy of your child’s immunization record, if you do not have these available then please complete the following details: 

	
	Dose 1

(mm/yy)
	Dose 2

(mm/yy)
	Dose 3

(mm/yy)
	Dose 4

(mm/yy)
	Booster

(mm/yy)

	Polio (OPV)
	
	
	
	
	

	DPT
	
	
	
	
	

	MMR
	
	
	
	
	

	HIB
	
	
	
	
	

	

	Please provide details of any other immunizations given:

	Immunization
	Date Given
	Immunization
	Date Given
	Immunization
	Date Given

	BCG/TB
	
	TYPHOID
	
	HEP A
	

	RUBELLA
	
	YELLOW FEVER
	
	HEP B
	

	
	
	
	
	
	

	Health History

	

	Height (cm)
	Weight (kg)
	Blood Group (if known) 

	
	
	

	Please indicate (by ticking the applicable box – if completing online replace box with tick symbol) whether your child has experienced any of the following health problems; if you answer yes to any question please provide full details in the space below, also please add any additional information that you feel is relevant. 

	(
	Chicken pox
	(
	Asthma
	(
	Visual problems

	(
	Measles
	(
	Eczema / Skin problems
	(
	Ear / Hearing problems

	(
	Mumps
	(
	Diabetes
	(
	Heart problems

	(
	Rubella
	(
	Convulsions / Epilepsy
	(
	Kidney problems

	(
	Tuberculosis
	(
	Hospitalization
	(
	Orthopedic problems

	(
	Whooping cough
	(
	Speech difficulties
	(
	Regular medication*

	(
	Malaria
	(
	Learning difficulties
	(
	Unable to participate in all school curricular activities including sports/PE

	Further details:

* If your child requires medication to be given during school hours or needs to have a spare asthma inhaler to be kept in the school clinic for routine/emergency use please contact our School Nurse 
























































