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	Confidential Questionnaire

	Unit and session: [



]

	Young person’s name:
	
	Date of birth:

	
	
	

	Parent, Guardian or next of kin

Full name:

Address:

Emergency contact numbers
Home:

Work:

Mobile:
	
	Doctor’s name:

Address:

Telephone:


	
	
	

	
	
	NHS No:


	Does your son or daughter have any of the following?
	YES
	NO

	Asthma/bronchitis
	
	

	Sight/hearing disabilities
	
	

	Heart condition
	
	

	Fits, fainting or blackouts
	
	

	Severe headaches
	
	

	Diabetes
	
	

	Allergies to any known drugs
	
	

	Any other allergies, e.g. material, food, medicine, pollen, dust
	
	

	Other illness or disability
	
	

	Recent bed wetting
	
	

	Sleep-walking
	
	

	Travel sickness
	
	


	If the answer to any of the questions overleaf is YES please give details:



	
	Yes
	No

	Has your son or daughter been vaccinated against Tetanus in the last 10 years?
	
	

	
	
	

	
	Yes
	No

	Has your son or daughter received medical or surgical treatment of any kind from either your family doctor or hospital during the past three months?
	
	

	
	
	

	Has your son or daughter been given specific medical advice to follow in emergencies?
	
	

	
	
	

	If the answer to either of the 2 questions above is YES please give the details here (including dosage of any medicine)

	
	
	

	Has your son or daughter received instructions on administering his/her own medication?
	
	


Part B: Certification
	I consent to my son or daughter receiving any necessary medical treatment.
Signed: 







Date: 

Name:

Relationship to young person:

Note
If you would like to discuss any medical matters please contact [XXXX on 01XXX XXXXXX]



	For office use only 
	Checked by:

	Lead Worker
	EVC (if applicable)













Part A: Confidential medical questionnaire
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]

	Your name:
	
	Date of birth:

	
	
	

	Address:

Next of kin

Name:

Emergency contact number:


	
	Doctor’s name:

Address:

Telephone:

	
	
	

	
	
	NHS No:


	Do you have any of the following?
	Yes
	No

	Asthma/bronchitis
	
	

	Sight/hearing disabilities
	
	

	Heart condition
	
	

	Fits, fainting or blackouts
	
	

	Severe headaches
	
	

	Diabetes
	
	

	Allergies to any known drugs
	
	

	Any other allergies, e.g. material, food, medicine, pollen, dust
	
	

	Other illness or disability
	
	

	Recent bed wetting
	
	

	Sleep-walking
	
	

	Travel sickness
	
	


	If the answer to any of the questions overleaf is YES please give details here:




	
	Yes
	No

	Have you been vaccinated against Tetanus in the last 10 years?
	
	

	
	
	

	
	Yes
	No

	Have you received medical or surgical treatment of any kind from either your family doctor or hospital during the past three months?
	
	

	
	
	

	Have you been given specific medical advice to follow in emergencies?
	
	

	
	
	

	If the answer to either of the 2 questions above is YES please give the details here (including dosage of any medicine)

	
	
	

	Have you received instructions on administering your own medication?
	
	


Part B: Certification

	I consent to receiving any necessary medical treatment.
Signed: 







Date: 

Name:

Note

If you would like to discuss any medical matter please contact [XXXX on 01XXX XXXXXX]


	For office use only 
	Checked by:

	Lead Worker
	EVC (if applicable)
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