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Grosvenor School

                                                                                                                                                            Edwalton

                                                                                                                                                         Nottingham

                                                                                                                                                          NG12 4BS                                                                                                                                         Tel : 0115 9231184

   Headmaster:CGJ Oldershaw                                                                                            Fax: 0115 9235184

                                                                                    E-mail: office@grosvenor school.co.uk                                                                                            
General Medical Questionnaire

(Please complete this form in full)

CHILD’S NAME ………………………………………....DATE OF BIRTH……………

Parent(s)/Guardian(s) Surname………………………………Forename…………..




        Surname………………………………Forename…………..

Address………………………………………………………………………………...

………………………………………………………………………………………….

Home Telephone Number ……………………………………………………………

Mother (or Guardian) ……………………………………………work/daytime no.




       …………………………………………….mobile no.

Father (or Guardian) …………………………………………….work/daytime no.




      ……………………………………………..mobile no.

Other Numbers for Emergencies

Name…………………………………………………Telephone No………………………………..

Name…………………………………………………Telephone No………………………………..

MEDICAL CONDITIONS

Please give details of any medical condition that affects your son/daughter (eg Asthma, Diabetes, Allergies) including information about any recent operations or injuries.

Specify type of medication and dosage if needed.

…………………………………………………………………………………………………………

…………………………………………………………………………………………………………

IF YOUR SON/DAUGHTER SUFFERS FROM ASTHMA PLEASE COMPLETE THE ATTACHED ASTHMA FORM ALSO.











Continued overleaf…….

HAS YOUR CHILD BEEN VACCINATED AGAINST TETANUS?  


YES / NO

DOES YOUR CHILD HAVE:- 

SIGHT PROBLEMS?




YES / NO

If yes please detail……………………………………………………………………………………..

HEARING PROBLEMS?




YES / NO

If yes please detail……………………………………………………………………………………….

SPECIAL DIETARY NEEDS (Religious / Medical)?
YES / NO

If yes please detail………………………………………………………………………………………..

DRUG ALLERGIES?




YES / NO

If yes please detail ………………………………………………………………………………………..

VERTIGO?






YES / NO

If yes please detail ……………………………………………………………………………………….

ARE THERE ANY ACTIVITIES IN WHICH 

YOUR CHILD MAY NOT PARTICIPATE?

YES / NO

If yes please state activity and reason ……………………………………………………………………

ANY OTHER PROBLEMS (eg nosebleeds etc)?

YES / NO

If yes please detail …………………………………………………………………………………………

NAME OF DOCTOR …………………………………………………………………………………...

ADDRESS…………………………………………………………………………………………………

……………………………………………………TELEPHONE NO……………………………………

WHAT IS YOUR CHILD’S SWIMMING ABILITY (eg strong / weak / cannot swim)?

……………………………………………………………………………………………………………….

SIGNED……………………………………………………………………. DATE……………………….

(PARENT/GUARDIAN)  

