International School Study Tour
CONFIDENTIAL MEDICAL INFORMATION
AND AUTHORISATION FOR EMERGENCY XE "   8 – Confidential Medical Information and Authorisation for Emergency" 
International School Study Tour 2019/2020
This medical information is confidential and will be used to help the teachers-in-charge to respond to any injury or medical condition that may arise during the International School Study Tour.  The completion of all sections is very important.

The information you provide will not be used for any purpose other than necessary medical assistance/treatment during the course of the international study tour and to update school records. It will not be disclosed to persons other than school staff and volunteers accompanying the tour except for the purposes stated above or as required or authorised by law.

If you have any questions or concerns about the collection, storage, use or disclosure of this information please contact the school principal in the first instance. 

Student details and treating doctor

Medical

Failure to provide information in relation to any pre-existing medical conditions may result in a student’s cancellation of participation.

Have you been diagnosed with any medical condition that a medical practitioner should be aware of if medical treatment is required? (for example asthma, diabetes, epilepsy?) ( NO ( YES If yes, please provide details

Are you currently taking any medication on a regular basis?

	( NO 
( YES
           If YES, please provide details:
	


Are you allergic to any medication?

	( NO 
( YES
           If YES, please provide details:
	


Have you had any operations in the last 12 months?

	( NO 
( YES
           If YES, please provide details:
	


Do you have a mental illness or a mental or physical impairment or disability (including a history of depression or an eating disorder) which may result in the need for additional support or assistance during the Tour?

	( NO 
( YES
           If YES, please provide details:
	


Do you require counselling or ongoing psychiatric or psychological support?

	( NO 
( YES
           If YES, please provide details:
	


(Please attach a separate sheet of paper for additional details to be provided)

Medical History Record of ________________________
Date of Birth:          /         /




Does your son/daughter suffer from any of the following? TICK THE BOX.  If YES please give details.  (For example – Severity, Medication, Date of last attack/operation/injury)

	CONDITIONS
	NO
	YES
	IF YES, GIVE DETAILS

	Asthma
	
	
	

	Other Respiratory problems
	
	
	

	Drug Allergies
	
	
	

	Other Allergies
	
	
	

	Diabetes
	
	
	

	Epilepsy
	
	
	

	Heart/Lung problems
	
	
	

	High blood pressure
	
	
	

	Recent operations/injuries/illness
	
	
	

	Dizzy spells
	
	
	

	Disabilities
	
	
	

	Migraines
	
	
	

	Sleep walking
	
	
	

	Kidney/bowel problems
	
	
	

	Psychiatric
	
	
	



Please provide contact details for your current medical practitioner, so that the medical practitioner may be contacted in the event that you require medical treatment (if you consult multiple medical practitioners, please provide details for all on a separate attached sheet of paper).

	Doctor’s Name
	

	Name of Medical Practice
	

	Address
	

	Phone Number
	

	After hours Phone Number
	

	Facsimile Number
	

	Email Address
	

	I provide consent for the Tour leader(s) to seek information from these practitioners about the student’s medical history                                     ( NO 
( YES



Assistance

	Will you require any medical assistance on the Tour?
	


Please specify any other disabilities or conditions requiring special care during the program;

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________
_____________________________________________________________________________________________

_____________________________________________________________________________________________

Please give full details of any problems either medical or physical which would limit your son/daughter’s full participation in any activity.  If it is a severe medical condition, please attach an emergency Action Plan.

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

In the event that your child requires medical treatment are there any forms of treatment that you would prefer not, or should not, be applied: 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

MEDICATION
Please give details of any prescribed medication being taken by your son/daughter.  Include DOSAGE, FREQUENCY and ANY DOCTOR’S INSTRUCTIONS.

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

All medicines must be handed to the teachers in charge prior to departure, with the student’s name, the dose to be taken and when it should be taken.  These will be distributed as required.  If it is necessary for the student to carry his/her own medication, e.g. Asthma inhaler, it must be with the knowledge and consent of both the parents and the teacher-in-charge.

FOR THE PURPOSES OF CUSTOMS ALL MEDICATION MUST BE SUPPLIED IN ORIGINAL PACKAGING ALONG WITH A DOCTORS NOTE CONFIRMING ITS PRESCRIPTION AND NECESSITY FOR A PARTICULAR CONDITION

                                     **************************************************************
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Medicare Number:_______________________





Additional Private Health Cover:  FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO  Company Name:_____________________

Authorisation for medical treatment and acceptance of liability for medical costs

In the event that my son/daughter is unable to give consent to medical treatment I hereby authorise the teachers-in-charge to obtain on their behalf such medical assistance my son/daughter may require in the event of an accident/illness.  

The foregoing medical information about my child includes all relevant information about any medical limitations he/she may have.  

I accept liability for all costs incurred in obtaining such medical attention/treatment and undertake to reimburse the State of Queensland (via the Department of Education and Training) the full amount of any costs incurred on my child’s behalf.

SIGNATURE OF PARENT/GUARDIAN:







DATE:         /          /

MEDICAL INSURANCE










