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ST BERNARD’S SANTA MONICA  
STUDENT MEDICAL REPORT 

 
This report is compiled to assist the Santa Monica staff in the eventuality of any illness or accident with your 
child during his stay. This information is confidential and is held by the staff. Please be as specific as possible 
in your responses. 
 
Child’s Full Name: __________________________  Home Room __________ 
 
Parent/Guardian Name……………………………………………………………………………………………… 
 
Student Home address……………………………………………………………………………………………….. 
 
Parent/Guardian Contact Number………………………………………………………………………………. 
 
Medicare Number ………………………………………………….. 
 
Health Care Card Number ………………………………………. 
 
1. Medication details (if relevant) 
 
Medication: _____________________What it’s for:  _____________ 
 
Any side effects:   __________________________________  
Dosage:    _________________ 
Times to be taken:  _______________________________________ 
 
2. Please tick if your child suffers from the following (provide details in space provided below): 
 
Diabetes  Epilepsy  

 
Heart Condition  

Dizzy Spells  Sleepwalking  
 

Bone or ligament injury 

Asthma *  Blackouts  A.D.H.D  
 

Travel Sickness  
 

Headaches  Other# 

 
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………… 
*Asthma: Does your child have an asthma management plan? Please provide details separately. 
# Other (explain) 
_____________________________________________________________________________
_____________________________          
   
3. Please tick if your child has allergies to any of the following: 
 
Penicillin  Foods or food additives Drugs  
Aspirin Paracetamol Other (please specify) 
Please provide details 
______________________________________________________________________________________
______________________________________________________________________________________
__________ 
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4. Do you give permission for your child to be given paracetamol (ie Panadol, Panadeine) for 
headache/fever/pain relief?             YES/NO (please circle) 
 
5. Has you child had any illness or injury in the last two months? 
______________________________________________________________________________ 
              
 
6. Date of last Tetanus Shot? __________________________________________________ 
 
7. Child's Doctor  ____________________________________________________________ 
Doctor's Phone  ____________________________________________________________ 
Medicare No.  ____________________________________________________________ 
Health Care Card No. __________________________________________________________ 
 
8. Is your child covered by Ambulance Subscription Scheme?   YES / NO ( please circle )  
 
Subscription No.: ________________________________ 
 
To the best of my knowledge the information provided above is true and correct at the time of my 
child attending the Santa Monica Campus 
 
Parent/Guardian (Signature):  ________________________           Date: ____________ 


