
 
 
 
 
 
 
 

STUDENT MEDICAL RECORD  
 
Student Information 
Student’s Name ______________________________________________________ Grade: ______ 
       First name  Middle name  Family name 
 

[  ] Male    [  ] Female   Date of Birth: ____________________  Home Te lephone______________
                 Month / Day / Year 
 

Home Address: ___________________________________________________________________ 
House number  Street     P.O. Box 

 

Student’s Doctor __________________________________________________________________ 
   Name    Address    Telephone 
 

Student’s Dentist __________________________________________________________________ 
   Name    Address    Telephone 
 

Father/Guardian __________________________________________________________________ 
   Name      Business Telephone 
 

Mother/Guardian __________________________________________________________________ 
   Name      Business Telephone 
 

Emergency Contact ________________________________________________________________ 
   Name     Hm. Telephone      Wk. Telephone   Relationship to Student 
 

Brothers & Sisters at Queen’s College and their Grades ___________________________________ 

________________________________________________________________________________ 
 
Student Medical History 
PARENTS ARE TO COMPLETE BOTH S IDES OF THIS FORM AND SIGN IN THE SPACE PROVIDED. 
PLEASE ASK YOUR CHILD’S DOCTOR TO COMPLETE THE ATTACHED MEDICAL CERTIFICATE. 
Thank you. 

 
Please X if 

answer is YES Date  
Please X if 

answer is YES Date 

Rheumatic Fever   Discharging ears   
Growing Pains   Loss of weight   

Scarlet Fever   Worms   

Diphtheria   Pneumonia   
Whooping Cough   Bronchitis   

Measles   Pleurisy   
German Measles   Tuberculosis   

Chicken Pox   Asthma   

Mumps   Hay Fever   
Fainting Attacks   Any Allergic Condition   

Blackouts   Any Skin Condition   
Kidney Trouble   Epileptic Fits   

Urinary Trouble   Any other type of Fits   

Poliomyelitis   Diabetes   
Handicap – Arms/Hands   Defective Eyesight   

Handicap – Legs/Feet   Sickle Cell Anaemia   
Defective Hearing or 
Balance 

  Haemophila or Bleeding 
Diseases 

  

Does the child wear 
hearing aid? 

  Any known Heart Disease   

Does the child wear 
glasses? 

  Cerebral Palsy or 
Spasticity 

  

Has the child had any 
other illness(es) not listed? 

 
Please give the names of the 

illness(es) 
 

Is the child on long term 
medication? 

 
If YES, please write the 

amount and frequency of the 
medication 

 

QUEEN’S COLLEGE  
HEALTH DEPARTMENT 
Village Road, P.O. Box N-7127 
Nassau, Bahamas 
Telephone: 242-393-1666 
Fax: 242-393-3248 
E-Mail: nurse@qchenceforth.com 



Has your child had normal growth and development?  [  ] Yes       [  ] No 
 
 

Has your child (if female) commenced menstruation? [  ] Yes        [  ] No   _________________  
                   Approximate Date  
 
Has your child had any operations? [  ] Yes       [  ] No      (If yes, please list operations and dates below) 
 
_____________________________________________________  ______________________ 

Summary of Operation              Date 
 
_____________________________________________________  ______________________ 

Summary of Operation              Date 
 
_____________________________________________________  ______________________ 

Summary of Operation              Date 
 
 
Student’s Immunization History 
 
 

IMMUNIZATION 
(Please mark X if the answer is YES. Leave blank if the answer is NO) 

 X if 
YES 

Approximate 
Date 

 X if 
YES 

Approximate 
Date 

D.P.T. Shots            1st   Oral Polio                1st    

2nd    2nd    

3rd    3rd    

Booster   Booster   

MMR –1   HEP –B    

MMR –2       

HIB   OTHER   

      
 
 
Student’s Family Medical History 
 

If there is a family history of any of the following, please indicate with an X. 
 

Condition X if YES Condition X if YES 

Diabetes  Asthma  

Kidney Disease  Fits (Epileptic/otherwise)  

High Blood Pressure  Sickle Cell Anaemia   

Tuberculosis  Haemophilia/Bleeding Condition  

 
 
 
Parent/Guardian Authorization 
 

I UNDERSTAND AND ACCEPT THAT THE SCHOOL’S MEDICAL PROGRAMME IS PART OF THE 
ENTIRE EDUCATIONAL PROGRAMME OFFERED BY QUEEN’S COLLEGE.  THIS INCLUDES ANY 
EMERGENCY NURSING ATTENTION AND DIAGNOSTIC TESTS THAT MAY BE DEEMED 
NECESSARY DURING THE COURSE OF A SCHOOL DAY. 
 
 
 
 

_____________________________________   ___________________ 
Parent’s/Guardian’s Signature       Date 

 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
 
 
 
STUDENT’S MEDICAL CERTIFICATE 
 
Dear Doctor, 
 
This child has been offered a place at Queen’s College. 
 
Kindly help facilitate his/her entry into school by completing the medical certificate below with the 
following aspects regarding the child’s health. 
 
Yours sincerely, 
 
 
Marion de Souza 
School Nurse 
 
 

MEDICAL CERTIFICATE 
 

Name of the child _____________________________________________ 
 
Date of Birth ______________________________ 
 
Are you satisfied that the child has: 

1. Reasonable eyesight?  
[  ] Yes   [  ] No   If NO, please comment __________________________________ 

 
2. Normal Hearing?  

[  ] Yes   [  ] No   If NO, please comment __________________________________ 
 

3. Normal Tonsils?  
[  ] Yes   [  ] No   If NO, please comment __________________________________ 

 
4. Teeth in reasonable condition?      

[  ] Yes    [  ] No   If NO, please comment __________________________________ 
 

5. Normal Heart and Chest sounds?  
[  ] Yes    [  ] No   If NO, please comment __________________________________ 

 
Is there a history of fits, worms or anaemia?  

[  ] Yes    [  ] No   If YES, please comment _________________________________ 
 
Does the child have any allergic condition?  

[  ] Yes    [  ] No   If YES, please comment _________________________________ 
 
Is there a relevant family history of illness? 

[  ] Yes    [  ] No   If YES, please comment _________________________________ 
 
Is there any reason why this child should not take part in Physical Education classes, sports or 
swimming lessons? 

[  ] Yes    [  ] No   If YES, please comment _________________________________ 
 
Are the immunizations up to date? (D.P.T., Polio, etc) 

[  ] Yes    [  ] No   If YES, please comment _________________________________ 
 
Following your examination, do you feel this child is in a reasonable state of health? 

[  ] Yes    [  ] No   If NO, please comment __________________________________ 
 
 
____________________________ ____________________________ ___________________ 
                    Name of Doctor                   Signature of Doctor       Date 

QUEEN’S COLLEGE  
HEALTH DEPARTMENT 
Village Road, P.O. Box N-7127 
Nassau, Bahamas 
Telephone: 242-393-1666 
Fax: 242-393-3248 
E-Mail: nurse@qchenceforth.com 


