
Medical Information Form 
 

Pupil Information 

Full name  
Gender Male  /  Female Date of Birth  ____/_____/_________ 

 
Doctor Information  

Name of Doctor  

Name of Medical 

practice and address 
 

Telephone  number                                        
 

Medical history (please include details of any illnesses or injuries) 

 

 

Details of Allergies ( including food allergies or medication e.g. penicillin) 

 

 

 

 

 
 
 

Details of regular medication e.g. inhaler (Please give details) 
 

 

 

 

 

 

 

 

 

Any additional information 

 

 

 

 

 

 

 

Parent/Carer’s signature……………………………………………………Date information supplied……………… 
 

 

 

For Office use only :  SIMS updated………………………… 



 

 

 

 

 


