Medical-in-confidence

(English — Arabic)

Child Health Surveillance Programme — School
School Entry Questionnaire

DoB/CHINO: ..o, Gender: ..........
School

Please check the information above and enter
amendments below if appropriate:

Change of name

If your address has changed, please also
inform your GP

Change of GP Practice

Your NHS Board has made arrangements for assessing and reviewing the health of children and
young people throughout their school years in accordance with the NHS (Scotland) Act 1978 and
the Education (Scotland) Act 1980. This is done to ensure all children and young people are
provided with the necessary support to help towards achieving their full potential.

Health reviews, will take place as necessary involving a parent questionnaire, a check of health
records and if required screening of height, weight and vision.

It is important that you return this questionnaire to the school as soon as possible. If you do
not return this form we will assume consent within the surveillance programme.

Please contact the School Health Service if you wish more information —
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Please complete the following sections:

Consent

lconsentto My Child ..o s e n
participating in the School Health Surveillance Programme.

Yes No (Please tick appropriate box)
Name of Parent/Carer (please print) .........ccooiimiiiiiiiiiii e
Signature of Parent/Carer  ......ccocoiiiiiiiiiiiiiiieans DT | (- 2

| consent to any medical information relevant to my child’s education being
shared with appropriate education staff.

Yes No (Please tick appropriate box)
Signature of Parent/Carer ... Date .....ccooveviiiiiiiiiee,
Home/Contact telephone number ...

Have you any concerns about your child’s health?

Has your child had any serious illnesses/ accidents?

If Yes, please give details

Please Turn Over
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Does your child have any of the following?

Severe allergy Yes No Problems with eyesight Yes No
S?"?“* epilepsy, convulsions, Yes No Bedwetting Yes No
fainting turns
Problems with hearing Yes No Soiling Yes No
Problems with speech Yes No Emotional problems Yes No
Coordination/ movement

e L Yes No Any other health problems  Yes No
difficulties
If Yes, please give details ..o
Is your child currently attending hospital/ clinic? Yes No
If Yes, please give details ........o.ooiiiiii
Is your child on any treatment/ medication at present? Yes No
If Yes, please give details ........c.ooiiiiii

Would you like an opportunity to discuss anything with the school nurse? Yes No

Thank you for taking the time to complete this questionnaire
Have you remembered to sign the form overleaf?

The information you have given us will be treated in strictest confidence.

A large print version of the form is available on request
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