PRIVATE AND CONFIDENTIAL

	Name of child:

	

	Date of birth
	

	Home language
	

	Nationality
	


	Name of Mother
	

	Physical Address
	

	Postal Address
	

	Home Telephone no
	

	Work Telephone no
	

	Cell phone no
	

	E-mail Address
	

	Occupation
	

	

	Name of Father
	

	Physical Address
	

	Postal Address
	

	Home Telephone no
	

	Cell phone no
	

	E-mail Address
	

	Marital status of parents
	

	Siblings and their ages
	

	
	

	
	


	Custody / visiting rights if applicable.
	


	Names and telephone numbers of other parties other than parents who may be responsible for fetching your child.
	………………………………………………………

………………………………………………………




	Relatives and other adults (including domestic workers) who are important to the child


	………………………………………………………

………………………………………………………




	Is your child allergic to anything, i.e. bees, food, medication ?   YES/NO

	If so, what is it ?……………………………………………………………………..


	Is your child on any form of long-term medication? 

	If so, name of medication ?………………………………………………………..


Children may run high temperatures or get stung and we are unable to contact the parents. Please indicate the medication and dosage we may administer should it be necessary.

In the case of temperature/sting, please administer:

Panado/ Calpol……………………………………………………………………….

Celestamine…………………………………………………………………………..

HISTORY OF ILLNESS

	Infectious diseases

	Chicken Pox


	When
	

	Measles


	When
	

	Mumps


	When
	

	Rubella


	When
	

	Whooping Cough

	When
	

	Encephalitis


	When
	

	Meningitis


	When
	

	Scarlet Fever


	When
	

	Any other


	When
	


IMMUNISATIONS


Please attach a copy of the immunisation certificate. 


MEDICAL EMERGENCY INFORMATION

Emergency contact names and numbers other than parents…………………….…

…………………………………………………………………………….…………

Doctor’s Name
:
………………..…………………………….………..

.

Doctor’s telephone no:
………………………………………………………..

Medical Aid

:
…….………………………………………………….

Medical Aid no
:
..………………………………………………………

Main member
:
………………………………………………………..

I hereby give permission to the staff to act on my behalf should an emergency medical situation arise which needs urgent attention.

Name of parent/guardian:

………………………………………………..

Signature of parent/guardian:
.……………………………………………….

Date:




………..……………………………………….

	INFANCY

	Was the pregnancy and birth normal?
	

	Was the child premature?
	

	What was the child’s birth weight
	

	Was the child breast or bottle fed?
	

	At what age did the child sit alone?
	

	At what age did the child walk?
	

	At what age did the child begin to talk?
	


	FEEDING

	Any particular dislikes or difficulties?
	

	Allergy to foods
	

	Does he/she feed him/herself?
	


	SLEEPING

	Does he/she sleep soundly?
	

	Does he/she rest during the day?
	


	TOILET TRAINING

	Is the child toilet trained?
	

	Does he/she wear a nappy to sleep?
	

	Is he/she prone to the occassional accident?
	

	Does he/ she go to the toilet on his/her own?
	


	SPEECH

	What is your home language?
	

	Does he/she lisp, stammer, or stutter?
	

	Any other difficulties?
	


	SOCIAL BEHAVIOUR

	Does he/she like to be with other children?
	

	Does he/she play with children who are older/younger/same age?
	


	EMOTIONAL BEHAVIOUR

	How do you see your child emotionally? (happy, affectionate,jealous,aggressive, prone to tantrums etc.)
	

	Do you believe in discipline?
	

	How do you discipline your child?
	


	HABITS

	Thumb sucking
	

	Nail biting
	

	Head or body rocking
	

	Breath holding
	

	Masturbation
	

	Any other habits?
	


	HEALTH RECORD

	Is his/her hearing normal?
	

	Is his/her vision normal?
	

	Any physical defects?
	

	Any injuries?
	

	Any operations?
	

	Any family tendencies? (epilepsy, eczema, asthma, heart condition etc.)
	

	Is he/she left or right handed?
	

	Anything else you feel we should know 
	


Yeseses





No











