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MINISTERE DE LA JEUNESSE ET DU SPORT

MEDICAL INFORMATION

THIS FORM WAS DESIGNED TO COLLECT THE MEDICAL INFORMATION WHICH COULD BE USEFUL DURING THE STAY OF THE CHILD. THE FORM WILL BE RETURNED TO YOU AT THE END OF THE STAY WITH THE POSSIBLE OBSERVATIONS.

	I.
	CHILD
	SURNAME :
	
	
	FIRST NAME :
	

	
	
	
	
	
	
	
	
	

	
	
	SEX :
	BOY
	
	
	GIRL
	
	
	BIRTHDATE :
	



/

/

	
	
	
	
	
	
	
	
	
	
	
	
	

	II.
	VACCINATIONS
	
	(To fill starting from the health record, from the notebook or the certificates of vaccination of the child or join the photocopies of the corresponding pages of the health record)

	
	
	ANTIPOLIOMYELITIC / ANTI-DIPHTHERIC / ANTITETANUS / ANTI-WHOOPING COUGH

	
	
	VACCINATIONS
	DATES

	
	Polio
	
	
	


/


/

	
	Tetanus
	
	
	


/


/

	
	Diptheria
	
	
	


/


/

	
	Whooping-cough
	
	
	


/


/

	
	Hepatitis B
	RECALLS
	
	


/


/

	
	
	
	
	

	ANTITUBERCULEUSE (BCG)
	ANTI SMALLPOX
	OTHER VACCINATIONS

	
	DATES
	
	DATES
	VACCINATIONS
	DATES

	1st VACCINATION
	
/
/
	VACCINE
	
/
/
	
	
/

/

	REVACCINATION
	
/
/
	1st RECALL
	
/
/
	
	
/

/

	

	IF THE CHILD IS NOT VACCINATED,

	WHY ?
	

	
	NATURE
	DATES

	INJECTIONS OF SERUM
	
	


/


/

	
	
	


/


/

	
	
	

	III.
	MEDICAL INFORMATION CONCERNING THE CHILD
	
	
	
	
	

	
	HAS THE CHILD ALREADY HAD THE FOLLOWING DISEASES :

	RUBELLA
	CHICKEN POX
	TONSILITIS
	RHEUMATISM
	SCARLET FEVER

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	NO
	
	
	YES
	
	
	
	NO
	
	
	YES
	
	
	
	NO
	
	
	YES
	
	
	
	NO
	
	
	YES
	
	
	
	NO
	
	
	YES
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	WHOOPING-COUGH
	EARACHE
	ASTHMA
	MEASLES
	MUMPS

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	NO
	
	
	YES
	
	
	
	NO
	
	
	YES
	
	
	
	NO
	
	
	YES
	
	
	
	NO
	
	
	YES
	
	
	
	NO
	
	
	YES
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	INDICATE HERE THE OTHER HEALTH PROBLEMS SPECIFYING THE DATES :

(diseases, accidents, convulsive crises, allergies, hospitalization, operations, rehabilitations)


	

	
	
/

/

	
	
/

/

	
	

	IV.
	RECOMMENDATIONS OF THE PARENTS :

	

	

	

	

	
	
	
	
	
	
	
	

	IS THE CHILD CURRENTLY FOLLOWING A TREATMENT?
	NO
	
	
	YES
	
	
	

	
	
	
	
	
	
	
	

	IF SO, WHICH?
	


IF THE CHILD MUST FOLLOW A TREATMENT DURING HIS STAY, DO NOT FORGET TO JOIN THE PRESCRIPTION OF THE DRUGS

	
	
	
	
	
	
	
	
	
	
	

	DOES THE CHILD WET HIS BED?
	
	NO
	
	
	OCCASIONALLY
	
	
	YES
	
	

	
	
	
	
	
	
	
	
	
	
	

	FOR A GIRL, IS SHE MENSTRUATING ? 
	
	NO
	
	
	YES
	
	


	V.
	PERSON IN CHARGE OF THE CHILD


	SURNAME :
	
	
	FIRST NAME :
	

	
	
	
	
	
	

	ADDRESS (for the period of the stay) :
	

	

	


	
	
	
	
	RESIDENCE
	WORK

	NUMBER OF SOCIAL SECURITY
	
	
	PHONE NUMBER
	
	

	
	
	
	
	
	
	


	
	
	
	
	

	I undersigned, person in charge of the child, declares exact the information carried on this form and authorizes the person in charge of the stay to take, if necessary, all measurements (medical treatments, hospitalizations, surgical operations) made necessary by the state of the child.

	
	
	
	
	

	DATE :
	
	
	SIGNATURE :
	


	PART RESERVED FOR THE ORGANIZER

	
	
	
	
	
	
	

	PLACE OF THE STAY :
	
	
	
	Seal of the Organization (registered office)
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	
	

	ARRIVAL ON
	

/
	
	
	
	
	

	
	
	
	
	
	
	

	DEPARTURE ON
	



/
	
	
	
	
	

	
	
	
	
	
	
	
	


	OBSERVATIONS MADE IN THE COURSE OFTHE STAY

	
	
	
	

	BY THE DOCTOR
	
	(
	(who will indicate his name, address and telephone number)



	BY THE PERSON IN CHARGE OF THE STAY
	
	(
	(who will indicate his name and adress)



	


- 2 -

