Medical - Request for Information
PARENT/GUARDIAN PERMISSION

To be completed by Parent/Guardian

______________________________________________________________________
Child’s full Name

The Director of INSERT SERVICE NAME has asked for the following information about my child’s medical condition and medication or treatment to assess the service’s ability to meet my child’s medical needs. I understand the information may also be discussed with employees at the centre.

My child’s proposed/confirmed attendance at the centre is:
AM
	· Mon
	· Tues
	· Wed
	· Thurs
	· Fri


PM
	· Mon
	· Tues
	· Wed
	· Thurs
	· Fri


I hereby request that you provide all information that is relevant to the proper treatment of my child to the Director of the service, including the information on the following pages.

___________________________________________
Parent’s/Guardian’s Printed Name

___________________________________________

Signature
___________________________________________

Date
MEDICAL INFORMATION TO BE COMPLETED BY MEDICAL PRACTITIONER/SPECIALIST

1. State the child’s medical condition(s) requiring regular treatment:

(a) _______________________________________________________________

(b) _______________________________________________________________

(c) _______________________________________________________________

2. State the child’s medical condition(s) requiring intermittent or emergency treatment:

(a) ________________________________________________________________

(b) ________________________________________________________________

(c) ________________________________________________________________

3. Detail the medication to be administered during the child’s attendance hours at the centre.

	For Condition
	Name of medication 
or medical procedure
	Dosage route
	Frequency or times of administration
	Before/after/with meals or not applicable

	
	
	
	
	

	
	
	
	
	


4. Indicate which, if any, of the medications can be self-administered by the child under supervision:

______________________________________________________________________________________________________________________________________________________________

5. List any dietary restrictions or other medications which need to be restricted whilst the child is taking any of the above medications:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________
6. If the child requires intermittent or emergency treatment, what signs or symptoms indicate that treatment is required and which medication should then be given?

(a) Intermittent _______________________________________________________
_________________________________________________________________
(b) Emergency ________________________________________________________
_________________________________________________________________
7. Are there any activities or experiences that the child should not participate in while at the centre?
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________
8. What are the triggers for the child’s medical condition?
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________
9. What first aid should be provided at the centre?
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________
10. When should this information be reviewed? 
_______________________________________________________________________________

11. Any other comments regarding the management of this child’s medical condition?
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________
12. Are you available to meet with the staff to provide instructions on the application of the above medication and procedures?

	· Yes
	· No


If yes, when is the best time to contact you to arrange a meeting with staff?

________________________________________________________________________________________________________________________________________________________
	Name: (Please print)
	____________________________________________________________

	Signature:
	____________________________________________________________

	Date: ____________
	Contact telephone number: ________________________________________
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