ACCRA GIRLS’ SENIOR HIGH SCHOOL
STUDENT GENERAL MEDICAL EXAMINATION FORM

The information on this form is gathered to assist us in identifying appropriate care for the students during her stay
in the school.

To be filled by Parents/Guardian

Please provide complete information so that health personnel can be aware of your daughter’s needs.

Name Of StUAENT: . ...t e Year of Admission:..........ccovvvvvvennii....
Date Of bIrth: ..o House:. ...
AAATESS ..ottt (O] T

Emergency Contact Information

Emergency Contact:...........ooevuiiiiiiiiiiiiiiiiiiiieieeee Relationship: ...

HEALTH HISTORY (Provide Yes/No where applicable)

ANy INECtiOUS DISEASE: [ | f1uviiiiii ittt s
Ear Problem/Infections |:| PP PP PP TP UPRPPN

Headaches/Migraines |:|: ......................................................................................................
Eating Disorder |:| e
Nose bleeding [ ]t

Emotional difficulties requiring professional help |:| TSP
Had surgery or hospitalized in the last 5years. [ |
Physical disability (if YeS SPECITY ) ... .o



NOTE: For Chronic conditions such as diabetes, asthma, sickle cell disease, convulsion, epilepsy, seizures etc.
attach a sheet explaining treatment in details, include frequency of attacks and triggers.

PHYSICAL EXAMINATION (To be completed by medical officer)

BlOOO PrESSUIE: . ..ot e e e e e e
PUISE R B, oot e

HEAIT SOUND: oot e e e e e

Does the student need regular medical check-up? Yes:....... No:.......

If Yes, how often

SIGNATURE & STAMP DATE OF EXAMINATION



