
	Student Name:                                                                     DoB:      


	Current Disability/Medical Diagnosis:      


	Home Address:      
 
	Next of Kin       


	
	Relationship to student
     

	Who has Parental Responsibility?      

	EMERGENCY CONTACT INFORMATION

	Name

	Telephone Number
	Relationship To Student
eg Parent/Guardian

	1       

	     
	     

	2       

	     
	     

	3       

	     
	     

	Past Medical History       


	Allergies: (food, medication, materials, animals etc)      


	GP Name      
Tel No      
	Address      


	ANY ALLIED HEALTH PROFESSIONAL REVIEWING STUDENT? eg Continence, Respiratory etc

	Name
	Designation
eg Paediatric Consultant
	Contact Details
	Date Of Last Assessment
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	Student Name:                                                                     DoB:      


	CURRENT MEDICATION (elixir/tablets)

	Medication
	Dose
	Time Of Administration
	Able To Self Medicate?   

	     
	     
	     
	No    FORMCHECKBOX 
  Yes   FORMCHECKBOX 
   

	     

	     
	     
	No    FORMCHECKBOX 
   Yes   FORMCHECKBOX 
  

	     

	     
	     
	No    FORMCHECKBOX 
   Yes   FORMCHECKBOX 
     

	     

	     
	     
	No    FORMCHECKBOX 
   Yes   FORMCHECKBOX 
   

	     

	     
	     
	No    FORMCHECKBOX 
   Yes   FORMCHECKBOX 
     

	Has the student received the following vaccinations?

	Pneumovax
	No   FORMCHECKBOX 

	Yes   FORMCHECKBOX 

	Date of  vaccination:      

	Meninigitis
	No   FORMCHECKBOX 

	Yes   FORMCHECKBOX 
 
	Date of  vaccination:      

	MMR
	No   FORMCHECKBOX 

	Yes   FORMCHECKBOX 

	Date of  vaccination:      

	Does the student have an annual flu vaccination?
	No   FORMCHECKBOX 

	Yes   FORMCHECKBOX 

	Date of last  vaccination:      


	CONTINENCE
	FREQUENCY

	Pads
	No
 FORMCHECKBOX 
  
	Yes
 FORMCHECKBOX 
 
	     

	Catheter
	No
 FORMCHECKBOX 
 
	Yes
 FORMCHECKBOX 
  
	     

	Type:      

	Catheterised by
	Self
 FORMCHECKBOX 
  
	Staff
   FORMCHECKBOX 
  
	     

	Bowel Intervention
	No
 FORMCHECKBOX 
  
	Yes
   FORMCHECKBOX 
  
	     

	What type?      

	By whom?
	Self
 FORMCHECKBOX 
  
	Staff
   FORMCHECKBOX 
  
	     



	Student Name:                                                                              DoB:      


	Any Special Diet?      


	Gastrostomy

No   FORMCHECKBOX 
  
Yes   FORMCHECKBOX 
  

Details:      


	Choking risk
	No   FORMCHECKBOX 
  
	Yes      FORMCHECKBOX 
 

	Approx current weight      


	PRESSURE AREAS

	Any previous issues with pressure areas
	No    FORMCHECKBOX 

	Yes   FORMCHECKBOX 


	If ‘Yes’, treatment required      

	Type of bed
	Standard   FORMCHECKBOX 

	Hospital   FORMCHECKBOX 

	Electric   FORMCHECKBOX 


	Type of mattress
	     

	Bed sides
	No  FORMCHECKBOX 

	Yes  FORMCHECKBOX 



	Night intervention by staff?      


	Any other relevant medical information?      


	Please can you request your GP to provide a Patient Summary Record of student’s past medical history.  You may enclose this with the Pre College Assessment Pack or ask your GP to send this separately to Susan Cave, Student Recruitment & Assessments Officer, National Star College, Ullenwood, Cheltenham GL53 9QU.




	Completed by:      
                                                                               Date:      
Relationship to student:      
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