
Health Form 
All information in this health form will be treated confidentially. The information will 
only be released in an emergency in order for the doctor or hospital to be able to 
react accordingly.

Child’s personal details

First name(s) ..............................................Surname....................................................... 
Date of birth ..................................................Sex........................................................... 
Address....................................................................Town.......................................................... 
Please contact me on: ..............................................................Mother:             Father: 

Health information

Does your child wear glasses?
....................................................................................................... 

Do they need to be worn at all times?  
....................................................................................................... 

Does your child have a hearing deficit? If so, please describe. 
.................................................................................................................................................... 
.................................................................................................................................................... 

Is your child disabled in any way? 
.................................................................................................................................................... 
.................................................................................................................................................... 

........................................................................................................................................
Has your child ever seen a child psychologist? If yes, for what reason? 
.................................................................................................................................................... 
.................................................................................................................................................... 
.................................................................................................................................................... 



Has your child ever been operated on? If yes, for what reason?
.................................................................................................................................................... 
.................................................................................................................................................... 
.................................................................................................................................................... 

Has your child been inoculated against the following illnesses? If yes, please state the 
date:

Diptheria .................................................................................................................... 
Whooping cough .................................................................................................................... 
Tetanus .................................................................................................................... 
German measles .................................................................................................................... 
Measles .................................................................................................................... 
TB .................................................................................................................... 
Smallpox .................................................................................................................... 
Mumps .................................................................................................................... 
Polio .................................................................................................................... 
Other .................................................................................................................... 

Does your child suffer from any of the following illnesses? 

Asthma .................................................................................................. 
Diabetes (Please indicate in detail) .................................................................................................. 
Epilepsy .................................................................................................. 
Heart defect .................................................................................................. 

Has your child ever suffered from any of the following illnesses? 

Hepatitis (Please indicate in detail) .................................................................................................. 
Pneumonia .................................................................................................. 
Measles .................................................................................................. 
Scarlet Fever .................................................................................................. 
Rheumatic Fever .................................................................................................. 
German measles .................................................................................................. 
Other .................................................................................................. 



Does your child, or has your child ever suffered from any of the following allergies?

Penicillin ....................................................................................................................
Pollen .................................................................................................................... 
Dust .................................................................................................................... 
Other .................................................................................................................... 

Has your child ever had an accident? Please indicate any relevant details. 
.................................................................................................................................................... 
.................................................................................................................................................... 
.................................................................................................................................................... 

Does your child need regular medication? (Please indicate type of medication and dosage)

.................................................................................................................................................... 

.................................................................................................................................................... 

Child’s doctor (Name, address und telephone number) 

.................................................................................................................................................... 

.................................................................................................................................................... 
Child’s illness insurance (Name, address, phone number and policy number) 

.................................................................................................................................................... 

.................................................................................................................................................... 
Child’s accident insurance (Name, address, phone number and policy number) 

.................................................................................................................................................... 

.................................................................................................................................................... 

I hereby give my permission for my child to be treated by a local doctor or hospital in 
case of an accident or other medical emergency.  

Place...................................................  Date................................... 

Parent’s signature..........................................................

We thank you for your confidence 


