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            Loydence Academy

                        MEDICAL INFORMATION FORM

	 Name of Student:
	Male:                          Female:

	Student Registration Number:
	Date of Birth (dd/mm/yy):

	Nationality:
	Who does student live with? (e.g. both parents, father etc)

	Father’s/Guardian’s Name:
	Mother’s Name:

	Home Address:
	Home Address:

	Mobile:
	Mobile:

	Home Telephone:
	Home Telephone:

	Work Telephone:
	Work Telephone:

	Emergency Contact Numbers: 1)                                                          2)

	Names and classes of siblings also studying in Loydence Academy

1)                                                              2)                                                                3)

	
Does your child usually wear glasses? Yes          No
	Does your child suffer from allergies?  Yes           No 

	
	If yes, which allergies? __________________________

	Does the student have any health conditions?   Yes           No                 If yes please explain below: _______________________________________________________________________________________

	Does your child need to take regular medication?  Yes            No                 If yes please give details below: ____________________________________________________________________________________________ 

	Has your child ever had:
	Yes
	No
	Date of Infection

	Asthma
	
	
	

	Chicken Pox
	
	
	

	Measles
	
	
	

	Mumps
	
	
	

	Rubella (German Measles)
	
	
	

	Scarlet Fever
	
	
	

	Tonsillitis
	
	
	

	Tuberculosis
	
	
	

	Whooping Cough
	
	
	

	Any other health conditions?

	Name of Doctor:
	Medical Facility:
	Telephone No:


You must also attach a copy of the immunization card or Qatari Health Record  
I give my permission for emergency measures to be initiated in case of an accident or sudden illness with the understanding that I will be immediately notified.

I agree that paracetamol or aspirin maybe administered to my child if deemed necessary
I conform that the information supplied in this application form is true and accurate.

Signature: _________________________________   Date: ____________________________
Full Name: ________________________________    Relationship to Child: ________________          









Please attach 


a recent colour photograph











