
Newington College

Student Medical History
Please complete ALL sections of this form.  Your doctor may be able to assist you in supplying some of this information.  
The information supplied on this form is held in confi dence in the School Clinic. Please print. 

Boy’s Family name: _______________________________________ Given name: _______________________________________

Year level in 2006: _________________   House (if allocated): _________________________________________________________

Medicare No. (optional): ����  �����   �  Expiry date: ����  Position on card: �

Private Health Insurance (optional): YES � NO � Provider: _________________ Membership No.: ______________________ 

IMMUNISATION
Current medical opinion is that all children should be immunised against the following diseases.  The school advises all parents 
to check with their family doctor and arrange for any immunisation that has not already been carried out. 
Please supply dates of the most recent innoculations:

Diptheria: ______________________________________________Hepatitis B – 1st:_____________________________________

Measles: _______________________________________________Hepatitis B – 2nd: ____________________________________

Whooping Cough: ________________________________________Hepatitis B – 3rd:_____________________________________

Rubella (German Measles):________________________________Poliomyelitis (Sabin vaccine): ___________________________

Mumps:________________________________________________Tetanus: ____________________________________________

Other vaccinations: __________________________________________________________________________________________

ASTHMA

Has the student been admitted to hospital due to asthma in the last 12 months?                                            YES � NO �
Has he been given oral cortisone type medications for asthma within the past 12 months?
(eg. Prednisolone, Cortisone, Prednisone, Betamethasone, etc.)                                                                         YES � NO �

Has he ever suffered sudden severe asthma attacks requiring hospitalisation?                                                 YES � NO �

Usual medication for maintenance programme: ___________________________________________________________________

Medication and treatment to be used during worsening asthma: _____________________________________________________

___________________________________________________________________________________________________________

List medication and treatment consented to be given during asthma attack.  Contact will be made, if possible, to inform of 
condition before commencing treatment. ________________________________________________________________________

___________________________________________________________________________________________________________

Who usually manages student’s asthma? Specialist’s name: __________________________ Phone no.: ____________________

If known, please complete the following Peak Flow readings: Best __________________________ Critical ___________________

ALLERGIES
Indicate allergic conditions (sinusitis, hay-fever, rashes etc):

1 ________________________________  2_________________________________  3 __________________________________
List known allergens (penicillin, dust, grasses, insect stings, foods & dairy products, anaesthetic, etc):

1 ________________________________  2_________________________________  3 __________________________________
List medications usually administered: 

1 ________________________________  2_________________________________  3 __________________________________

Indicate from the following medications those permitted to be administered specifi cally in the case of allergic reaction: 

�Claratyne �Phenergen �Sudafed

PREVIOUS MAJOR INJURIES & OPERATIONS 
Please give a brief description and an approximate date (eg: “broken right femur – May ’98”): ____________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________



PAST ILLNESSES
Tick those illnesses the boy has had and indicate the year:

�Chicken Pox _____________________ �German Measles _________________ �Rheumatic Fever _________________

�Glandular Fever __________________ �Mumps _________________________ �Measles ________________________

PRESENT CONDITIONS
Tick any conditions the boy currently has and indicate the usual medication or treatment:

�Epilepsy __________________________________________ �Hepatitis __________________________________________

�Head Injuries ______________________________________ �Diabetes __________________________________________

Special needs/Disability/Other: ________________________________________________________________________________

Tick any other general conditions/health considerations:

�Eyesight   �Glasses   �Hearing  �Bed wetting  �Weight 

Other current treatment of which the School should be aware:

___________________________________________________________________________________________________________

Other special needs which may affect the student’s participation in school activities and sport:

___________________________________________________________________________________________________________

MEDICATIONS HELD IN CLINIC
Tick the conditions you consent to be treated:

�Colds   �Bronchitis   �Headaches   �Migraine

Tick the medications you consent to be administered:

�Paracetamol   �Aspirin   �Panadeine   �Sudafed   �Nurofen   

�Imodium   �Mylanta   �Tussinol Cough Elixir   �Senega & Ammonia

OTHER MEDICATIONS 
Please indicate any prescription or non-prescription medications you wish to have held in the ‘PRESCRIPTION’ container in the 
School Clinic (permission to administer the medications will be assumed):

___________________________________________________________________________________________________________

If there are any further health considerations, please use a separate sheet and attach to this form. If you have any enquiries or 
you wish to discuss the information supplied, please contact the Clinic Sister, Sue Horsnell, on 9568 9426. 

CONTACT DETAILS IN CASE OF EMERGENCY OR SERIOUS ILLNESS

Mother/Female Guardian: ____________________________________________________________________________________

Daytime phone: (____)___________________________________ Mobile: ______________________________________________

Evening phone: (____) ___________________________________ Email: _______________________________________________  

Father/Male Guardian: _______________________________________________________________________________________

Daytime phone: (____)___________________________________ Mobile: ______________________________________________

Evening phone: (____) ___________________________________ Email: _______________________________________________

Other (Relative or family friend): ________________________________________________________________________________

Daytime phone: (____)___________________________________ Mobile: ______________________________________________

Evening phone: (____) ___________________________________ Email: _______________________________________________

AUTHORITY FOR MEDICAL TREATMENT
I/We, the undersigned, hereby give consent for administration of medications listed above and any treatment considered 

necessary or desirable by Clinic staff at Newington College for the student named at the top of this form.

I/We agree to the student being referred to local doctors, dentists or physiotherapists as necessary.  In case of medical 

emergency or accident, I/We consent to the student being transferred to the nearest hospital.  I/We give permission for the 

Headmaster, Heads of Campuses or Senior Boarding Master to authorise the use of anaesthetic in an emergency.

Please sign:

Mother/Female Guardian: _____________________________________________________ Date: _________________________

Father/Male Guardian: ________________________________________________________ Date: _________________________  

Your Privacy is important to us. Newington College respects your right to privacy and abides by the National Privacy Principles laid down in the Privacy Amendment 
(Private Sector) Act 2000. The Newington College Privacy Policy is posted on the College web site and is also available on request from the Headmaster’s Secretary.


