Student Medical Information Form / Zdravotné informácie o študentovi
Please answer the following questions about your child. This information will help us to keep your child safe, both at school and on trips. / Prosím odpovedzte na nasledovné otázky, týkajúce sa zdravia Vášho dieťaťa. Poskytnuté informácie nám pomôžu zabezpečiť pre Vaše dieťa bezpečie a zdravie v škole aj na výletoch. 
Child’s Name/ Priezvisko a meno dieťaťa: __________________________________________

Year/ Ročník: _________________________________________________________________
Date of Birth/ Dátum narodenia: __________________________________________________
a) Does your child have any medical condition, including asthma or allergies?/ trpí Vaše dieťa zdravotnými problémami, včítane astmy alebo alergií?

YES/NO
See the Individual Medical History below / popíšte jednotlivé zdravotné problémy nižšie:
b) Does your child have any special dietary requirements, including food allergies? / Má Vaše dieťa špeciálnu diétu, alergie na potraviny?
YES/NO

(Details)_______________________________________________________________________________
c) May your child be given medication (e.g. ibuprofen, paralen) in the event of a fever? / Súhlasíte s tým, aby bolo Vášmu dieťatu poskytnutý like (napr. Ibuprofen, Paralen) v prípade horúčky?
YES/NO

(Details)_______________________________________________________________________________

d) Is your child allergic to any medication? / Trpí Vaše dieťa alergiami na lieky?
YES/NO

(Details)_______________________________________________________________________________
e) When did your child last have a tetanus injection? (Date)_________ / Kedy bolo Vaše dieťa naposledy zaočkované proti tetanus? Dátum
Individual Medical History / Detailné informácie o zdravotnom stave
Date of last/ Dátum poslednej:

1. Physical examination/zdravotnej prehliadky __________________

2. Dental examination/ zubnej prehliadky ______________________

3. Eye examination/ kontroly zraku ___________________________

Current medications including dosage / Podávanie liekov v poslednej dobe: _______________________________
Please indicate if your child has experienced any of the following within the last 5 Years/ Označte prosím, či Vaše dieťa malo za posledných 5 rokov:

Health problems allergies/sensitivities/ Zdravotné problémy v dôsledku alergií , precitlivosti 
NO/YES

Rashes or skin problems/ kožné vyrážky






NO/YES

Ear infections / ušnú infekciu







NO/YES

Trouble with hearing / ťažkosti so sluchom






NO/YES

Trouble with eyes or vision / ťažkosti s videním





NO/YES

Seizures (convulsions) or spells / 







NO/YES

Meningitis / meningitídu








NO/YES

Sinusitis 









NO/YES

Pneumonia / zápal pľúc 








NO/YES

Asthma / astma 









NO/YES

Heart problems / srdcové problémy







NO/YES

Bowel problems /  








NO/YES

Slow weight gain /








NO/YES

Anaemia /anémia 








NO/YES

Poisoning or overdose / otrava, alebo predávkovanie liekmi




NO/YES

Serious injury (-ies) / vážne poranenie(a)






NO/YES

Hospitalised / hospitalizácia







NO/YES

Surgery (operation) / operácia







NO/YES

Other illnesses or disorders / iné nemoci a ochorenia





NO/YES

Behind in immunisation / znížená imunita






NO/YES

Please explain any “Yes” answers here and give dates:

Contact Details

Parent/Guardian Phone Number:

Alternative emergency contact Phone Number:

Name of Family Doctor:

Doctor’s Telephone Number:

Declaration

I declare that the information provided above is to the best of my knowledge complete and accurate. I acknowledge that it is my responsibility to inform the school should any of the information change or should there be any change in the medical condition of my child.

I agree to my child receiving any and all medication and medical care in an emergency. I agree to my child receiving any dental, medical or surgical treatment, including anaesthetic or blood transfusion as considered necessary by medical authorities. I agree that any medical expenses incurred by the school will be reimbursed by myself.

Parent’s Signature:

Full name (please print):

Date:
