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Medical Information/Registration Form 
Full
Name
       

E-mail Address:
 Home Address





Have you ever been admitted to hospital as an in patient (overnight) or for day case treatment?


If Yes please give details:





Are you awaiting any of the following? If Yes please give details:


Specialist referral




Do you smoke?                          

Have you ever experienced medical problems whilst travelling? Yes/No        If yes please give details

Are you allergic to any drugs?

Are you allergic to anything else?

Do you have asthma, or recurrent chest infections?

Do you have ear problems?

Have you ever had a fit /convulsion?

Daily Routine and  Information
Mobility

Describe your level of mobility

Please list any aids that are used to help your mobility
Hygiene and toilet routine
Please describe your daily hygiene routine and state if help is needed(eg daily bath, shower ,help needed to go to 
the toilet.

How often do you like to wash your hair?

For girls: do you have any problems with your periods?
Are they regular? Do you take medication during your
Period? If so what?
Assistance with dressing

What help if any is needed to get dressed?

Diet

Please state any dietary needs and give a list of favourite foods and foods that you do not eat !
Assistance with eating
If you need help with meals and drinks please describe exactly the type of help that is needed.

Normal Bedtime?
ANYTHING ELSE YOU FEEL THAT WE SHOULD KNOW ABOUT??


















DOB





Age o on 21/3/2005GEge





Height  inches

















Weight 











GP Name


And 


Address











Telephone Number











Specialist  Name


And 


Address





Medication





Telephone Number











Please list all medical conditions and treatment





Date started or finished





Comments















































Condition/diagnosis





Date diagnosed





Frequency of follow up/ with whom












































































































































































































































The information on this form is complete.


Signature or parent/guardian:  					Date:


(Please include photocopy of back page of passport of young person)                                                   :                                                                                            





�





No





Yes





Date





Date





Reason for admission





Length of admission


(No of days in hospital)













































































No/Yes











Specialist referral











No/Yes





Tests/Investigations





























No/Yes





Other (eg Physiotherapy)





No/Yes





No/Yes





No/Yes





Results of Investigations





Surgery





Treatment





No





I smoke     cigarettes a day





Yes








