Marcus Garvey Technical High School
Ministry of Education Youth and Culture/Ministry of Health
School Health Programme

Student’s Medical Report

Part A TO BE COMPLETED AND SIGNED BY PARENT/GUARDIAN

@ Y 1 [ OO

ACADEMIC YEAR: ..o NAME OF FORM TEACHER : ..o s s
PERSONAL DATA

STUDENT S NAME: ...ttt st sttt s b s sh b s s s b s b Sh bt b s s b bbb b ses bbb sea bt ses bt

DATE OF BIRTH: woveviie it AGE: ...............YRS  SEX: M |:| F |:|
ADDRESS: ...t e R bR b e RS h R R oL E R SRR bR R et SR bR b s bt Rt s sb b ben

GRADE. ...t s TELEPHONE NO: ...ttt s
NAME OF PARENT/GUARDIAN: ...ttt retritctnieeia e sttt s ces e et sessts s s et st sts s i s et s es a8 bt e et st etb s eas s senatens
ADDRESS: (H) ettt st sttt sttt st s s sh s s e s s s Sh i s s R R R s e s s
ADDRESS: (W) ettt ettt ettt ettt st s s s s e i ks b e i s e s b b b sa st sen b s
TELEPHONE NO: (W) v (H) e, (Cell) i s

EMERGENCY CONTACT INFORMATION
NAME: .ottt e RELATIONSHIP: .ttt e e e
ADDRESS: ..ottt e e s s e e r s e e SR Sh s e e bR She e E s SRt E e R e R She ettt ehe e b e Rt e e b et sat e
TELEPHONE NO (S): cututueueeeueeteuieeetrieseu et euetst et tetses e seueae seseue sesebs et eta et ebseas sessuesesehesesess et ebsens seuesssessutetebssetats satstuessesessens sensussenssenis
FAMILY DOCTOR OR HEALTH CLINIC: ..ottt ettt st et s e s st s s s st bs st bt ene stsbsn st sssasn et enesnenenans
ADDRESS: ... ottt e e s s e s e e SR Sh b eh et e bR She e e SRt E e R e R Sh e et et R e b eRe e e b et sat e
TELEPHONE NO: .ottt sttt ettt st et s s et st bt 1 s ea et she s s 4 st o0 ses st s b ses et eatsa s sea b ea she sasseneatsasbeneutsa srnenns
MEDICAL HISTORY
Please respond by putting a tick V) under the appropriate column and record date of last treatment a remarks for positive

responses.

Has your child been diagnosed or treated for any of the following conditions?

PAST HISTORY YES NO DATES REMARKS

®,

< Asthma

®,

< Rheumatic fever

«+» Congenital/ Other Heart Disease

% Sickle Cell Trait/Disease
Seizures (Epilepsy/ Fits)

*»+ Fainting Spells/Giddiness

< Anemia (Weak Blood)

% Excess Tiredness

®,

<+ Disorders of the Ears, Nose, Throat
< Diabetes Mellitus

P e e e e e e e
—_— — — — — — — — ~— ~—
P e e e e e e e
—_— — — — — — — — ~— ~—




%+ Chronic Disease (e.g. Cancer/Thyroid) () ()

% Arthritis
% Recurrent headaches/Migraine

< Visual or hearing disorder

< Physical Disability

—_— o~~~ —
—_— — — ~— ~—
— o~ o~~~
—_— — — ~— ~—

< Infectious Disease (e.g. measles,

++ tuberculosis (TB), mumps, Typhoid)
% Allergies to: Penicillin/ antibiotics () ()

< Any other substance
< Any other conditions () ()

HAS YOUR CHILD BEEN ADMITTED TO HOSPITAL OR HAD SURGERY  YES Q NO O
If yes, please explain for what reason.

REGULAR MEDICATION TAKEN (IF ANY):

EMOTIONAL HISTORY
Has your child ever been diagnosed with any of the following?
YES NO  DATE(s) REMARKS

Depression

Learning Disability
Hyperactivity (ADHD)
Behavior disorder

() ()
() ()
() ()
() ()

Has your child experienced the following?

Recent stress e.g. Death or relocation of a family member, () ()
Relative or friend?
Difficulty making friends, adjusting to new situations () ()
Difficulty concentrating in class () ()
History of fighting/hurting others () ()
o] 1 o TSRS
FAMILY HISTORY
Has any family member been diagnosed with the following?
YES NO REMARKS
Allergies ()
Mental Disorder ()
Sickle Cell Disease ()

PR —
—_— — ~

Migraine
| certify that the above information is correct.

SIGNATURE: .ottt DATE: «oociiiiviiriir e,
(PARENT/GUARDIAN)



Marcus Garvey Technical High School
PART B
MEDICAL EXAMINATION REPORT
To be completed by a physician or Family Practitioner
Please give details of findings and verify immunization history.

STUDENT'S NAIME: ..ot eteeeieesentetstseteteses reses esssesss et ssssss st sesas sessesesesessss sessesesssesesesns sesasesesasesesssseseses st sesesssensesesesessansessesessenss
DATE OF BIRTH: ...eiuivteieieiesenirtsisststesesiseses s essssssse st ssssassssesesssssessesssesessessssnns AGE: oo s
MENARCHE: .....ccccoevvverivncveersisisinenee. YES O NO O If yes LIMIP .ottt
GENEIAl APPEAIANCE: ..cvecveeeeeietietietee et eestestestesesooreestesaesassaasarsasesseseesessessessesaes sesassaasaae et st stesessantes et asessaasarease st stesessenensansanns
NULFItioNal StAatUS: c.cccvvevieieie e sirineneeiens. POSTUIE! 1ttt sttt et sttt st e st e et e s se s
SKIN: 1ottt vt et se st tes e seses s sssesesasnesens TEETH/GUIMS: ..ottt et ss st e s s
HAIR/SCALP: ..ottt sttt st ess st ses e sessts et st tse e b s ses st et et asess s essas 2 sas et sassem s s aba et es e ses et et ess s absens ses sussns et satesssessnsntssans
EYES: oo vrcssenneseisessssrenesnssnessesenenesnnees . VISIONZ R L

(Indicate whether tested with glasses or not)
EARS: oottt s st sesens s esens HEARINGE: .ottt et ettt sesese st ssss sessss sessesesesssssesesssssseseseseen
NOSE/THROAT: ..ot iteitetsetststse sttt seesetsts et sttt sessse sessssses st et st sseesssse sessreses et sesess et esses ses sreses ettt ees s et srsseseteses et tserssrnsesatens
BREAST: .. eetetetetetie et st s esesst et et teesee seses sessesesesesess sesteseesseseseses e et tesaseseseRe e st eeeEe seReRe SeR et e R Res £t eeR et et es £t nen et eReResent eeaseeeRetesesrnas
THYROID: .ot vtieteeeeire ettt ceete st st tse st seseas sesesess et e ses eesese e st ses et ses et et sassueses s essessesar seesasass sesess sersrs et sesnsn sensesesssnsarenessessnensaes
RESPIRATORY SYSTEM: ...cviiteteieiresietstees sttt ststsesse sesesssessesesesesssessssesssesesensssssssss sesess sessesessses sssessesssssesaseses sosssesesas sesesessessssnsons
CARDIOVASCULAR SYSTEM: ..ottt veeieetrirtstesestsesestesessssssreses essss sesesssesssssss sessss sessesessssssseses sosasesesassssssssssesasesenessssssssesessssseseseees
ABDOMINAL/ Gl SYSTEIM: ..veeteieieeeiiesee st seesstess essas sssssssesesssssssstsss sesssssssns sesssssssssesesasssesssssssssssesssesssesassnssessassssssssesasssnas
CENTRAL NERVOUS SYSTEME: .cveuieiieiiesieesteieeieesereeetssssse s ass sessesessssssss sessesssssesesssesssesssessss sesessssssse st sessss sessesesssesssesessessssesesses
BONE AND JOINTS: «oieetitetereetesereesereetesesesasesesesssssesestsssssesessesass sesessssssessss sesess sesseseseses sasessosasesesessses sesasesesass sesssessesssesesesesssessnees
DEFORMITIES/DISABILITIES: .ovveviteiseeeetresiteeeseestesssesssesssesssesasssesssssssesssesassssssesssssssssesesesssessssssssesssesesssesasassesesssssssssesesasessssnns
GENITO-URINARY SYSTEM: ....cvtrteteieieesentriresetesesissressesssesssesessssssssass sesess sessesesssssssesss sosasssesasssensssssesesas sesessssssssesesesssssssesessssass
URINALYSIS: PROTEIN: .ottt etrinesee s sesenestesesenesessesenas SUGAR: ettt vttt st s s st ssse ses s s s e ses sens
OTHER INVESTIGATION INDICATED: ...cctetiueeeterieirereeesesesseseeseseesesssssesesessssssessssss sesessssssssese sessssssssesessssssnesessesssssssassssssssssessssssss
(Follow up report to be provided)
Immunization History: Please indicate dates vaccines received.

DOSES
Vaccine 1% 2nd 3rd Booster 1 Booster 2
BCG
DPT/DT
Polio

MMR
Chicken Pox
Hep. B

Hib
Pneumovax
Other:
Other:

Please provide a copy of the immunization card for the school records

Doctor’s Signature Date



