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IMMUNIZATION HISTORY ( Fill in the Dates Immunization given )
	Type of  Immunization
	Date Given
	Name of Clinic

	BCG
	
	

	1st DPT / HIB
	
	

	2nd DPT / DT
	
	

	3rd DPT / DT
	
	

	1st Poliomyelitis
	
	

	2nd Poliomyelitis
	
	

	3rd Poliomyelitis
	
	

	Chicken Pox
	
	

	Measles, Mumps, Rubella
	
	

	1st Booster Poliomylelitis
	
	

	1st Hepatitis B
	
	

	2nd Hepatitis B
	
	

	3rd Hepatitis B
	
	

	Booster Hepatitis B
	
	

	Others ( please specify )
	
	


CONTRA-INDICATIONS/REACTIONS TO VACCINES

___________________________________________________________________
___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

All prescription medications need a written note from the parent / guardian.  All medications along with the note must be submitted to the school nurse.  Medications need to be in the original pharmacy physician containers and marked with the student’s name, name of drug, dosage, schedule and instructions.  Students are not allowed to be carrying any prescriptions / controlled medication ( such as Ritalin, pain pills, antibiotics etc…) in their personal belongings while at school.

IT IS THE RESPONSIBILITY OF THE PARENT / GUARDIAN TO NOTIFY THE SCHOOL NURSE IN WRITING OF ANY CHANGES TO THE CHANGES TO THE INFORMATION GIVEN IN THIS FORM e.g. changes of address, telephone number, physical condition or medications.
Emergency Treatment Authorisation: In the event of an emergency when immediate observations or treatment is deemed necessary in the judgement of the school nurse/authorities, I authorize and direct the school authorities to send my child to the medical facility most readily accessible.


Permission to administer Panadol / Tylenol ( Acetametaphen )  


Yes _____   No _____








____________________________								_______________


Parent / Guardian Signature			           					        Date
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