
ST. KATHARINE’S C.E.(V.A.) PRIMARY SCHOOL 
OFF- SITE VISITS 

CONFIDENTIAL MEDICAL QUESTIONNAIRE 

 
Name of participant ………………………………………………………………Class : ……………………………………………… 

 
Date of birth ……………………………………………………………………… 

 
Name of next of kin ……………………………………………………………………………………...……………………………….. 
 
Next of kin contact address during the activity ………………………………………………………..…………………………….… 
 
………………………………………………………………………………………………………………..…………………………….. 
 
Contact telephone no:  Home ………………………………..…………….Work/ Mobile…………………………..…………....….. 
. 
Name and address of participant’s doctor …………………………………..……………………………………………………..….. 
 
…………………………………………………………………………………………………………………………..……………….…. 
 
Telephone no:  …………………………………………………..Participant’s NHS no: ………………………..……………….…… 
 
Has the participant had any of the following? 
 
Asthma or bronchitis Yes No  Allergies to any known medication    Yes  No 
Heart Condition  Yes No  Any other allergies, e.g. material, food, 
       plasters      Yes No 
Fits, fainting or blackouts Yes No  Other illness or disability    Yes  No 
Severe headaches  Yes No   Travel sickness    Yes No 
Diabetes   Yes No  Regular medication    Yes  No 
 
If the answer to any of these questions is Yes, please give details……………………………………………………………….… 
 
…………………………………………………………………………………………………………………………………………….… 
 
If it is considered necessary, do you agree to mild pain killers (e.g. Paracetamol) being administered? Yes No 
 
In the event of illness or accident, I consent to any necessary medical treatment which might include the use of 
anaesthetics.           Yes No 
 

If it is considered necessary, do you agree to blood transfusion?      Yes  No 
 

Has the participant received vaccination against tetanus in the last 10 Years?    Yes No 
 

Is the participant receiving medical or surgical treatment of any kind from either your family doctor or hospital Yes No 
 

Has the participant been given specific medical advice to follow in emergencies    Yes No 
 
If the answer to either of the last two questions is Yes, please give details here (including dosage of any 
medicines/tablets). 
………………………………………………………………………………………………………………….…………………………… 
 
If there is any other relevant information relating to your child’s health or medical treatment, please specify this. 
 
………………………………………………………………………………………………………………………………………………. 
 
In the event of any illness or medical treatment occurring after the return of this form and prior to the activity, I undertake to 
inform the party leader. 
 
Signed ………………………………………………………………….………. Date ………………………………………………...... 
 
Print Name………………………………………………………………………………….Person with parental responsibility 
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