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Medical & Additional Needs Information Sheet 
Olney Campus

	Student’s Full Name
	Please enter information here
	Date of Birth
	Please enter information here.  DD/MM/YY
	Gender at birth
	Please Select

	Name and Address of Family GP
	Please enter information here
	

	Medical Information
	YES/NO
	If you answer ‘YES’ to any question, please provide further information here:

	Are they taking any regular prescribed medication or under any form of treatment?
	Please Select	Please enter information here
	Do they wear glasses, attend an eye clinic, have any difficulty with reading the whiteboard, near vision or colour vision?
	Please Select	Please enter information here


	Do they have any difficulty with hearing or ear problems?
	Please Select	Please enter information here


	Have they had any serious illness, operation or accident in the last 2 years?
	Please Select	Please enter information here


	Do they have any allergies? 
	Please Select	
Please enter information here

	Have they been prescribed an asthma inhaler?
	Please Select	
Please enter information here

	If prescribed an asthma inhaler.
In the event of my child displaying symptoms of asthma, and if their inhaler is not available or is unusable, I consent for my child to receive salbutamol from an emergency inhaler held by the school for such emergencies.
	Please Select	
Please enter information here

	Do they have any issues with daytime toileting?
	Please Select	
Please enter information here

	Do they have any other medical conditions?
	Please Select	Please enter information here


	If my child urgently requires medical treatment during an out of school activity, and it is not possible to contact me, I agree that the teacher in charge is authorised to give treatment consent on my behalf.
	Please Select	
Please enter information here

	Would you like a phone call back with a Health Co-ordinator to discuss medical needs in more detail?
	Please Select	Please enter information here


	Additional Needs Information
	
	

	Do they have any additional needs? 

	Please Select	Please enter information here


	Would you like a phone call back from the SENDCo to discuss their additional needs in more detail? 
	Please Select	Please enter information here


	Completed by

	Name (Parent/Guardian)
	Please enter information here
	Date
	Please enter information here.  DD/MM/YY
	Preferred Contact Number
	Please enter information here




Please return this form via e-mail to the Health Co-ordinator at Olney – Lindsey.Humphries@Ous.e-act.org.uk
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