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CHUM INTERNATIONAL SCHOOL
Plot 5182/83 Kalungi Road, Muyenga, Kampala-Uganda
P.O. Box 3858, Kampala: Tel: 0776-423402/0782-612783 
chuminternationalschool@gmail.com, info@chum.ac.ug,  Website: www.chum.ac.ug
MEDICAL REPORT FORM

NAME…………………………….......... AGE……………………SEX………………………….

GENERAL MEDICAL EXAM:……………………………………………………………………
………………………………………………………………………………………………………
RESPIRATORY  SYSTEM : ……………………………………………………………………
………………………………………………………………………………………………………

CARDIOVASCULAR SYSTEM: ……………………………………………………………
………………………………………………………………………………………………………
ABDOMINAL SYSTEM:  ……………………………………………………………
………………………………………………………………………………………………………
CENTRAL NERVOUS SYSTEM: ……………………………………………………………
………………………………………………………………………………………………………
SKIN MUSCULOSKELETAL SYSTEM: ………………………………………………………
…………………………………………………………………………………………………….
DENTAL EXAM: ………………………………………………………………………………..
………………………………………………………………………………………………………
OPTICAL EXAM: …………………………………………………………………………………
……………………………………………………………………………………………………..


CHILDS MEDICAL HISTORY  (CIRCLE APPROPRIATELY)
1. HISTORY OF ALLERGIES                       YES                       NO

IF YES DESCRIBE ALLERGY……………………………………………………………….
………………………………………………………………………………………………………………

0. ANY DISABILITIES                                 YES                      NO

IF YES DESCRIBE THE TYPE OF DISABILITY. ………………………………………………
........................................................................................................................................

0. PRESENCE OF ANY CHRONIC ILLNESS              YES                  NO
IF YES DESCRIBE ILLNESS AND DRUGS ADMINISTERED………………………………...
………………………………………………………………………………………………………
0. HAS CHILD RECEIVED THE FOLLOWING IMMUNISATIONS?

BCG    		YES	NO		PNEUMOCOCCAL VACCINE    YES          NO
POLIO		YES	NO		MMR    		YES		NO
DPT Hep Hib		YES	NO		ROTARIX		YES		NO    
MEASLES		YES	NO         	CHICKEN POX   	YES		NO.

N.B: OUR POLICY EMPHASIZES THOROUGH IMMUNISATION OF ALL CHILDREN JOINING THE SCHOOL.

LABORATORY EXAM:
MALARIA SLIDE………………………………WIDAL TEST ……………............................
URINALYSIS………………………………………………………………………………………
Doctor’s summary on Child’s Health Condition:……………………………………………..
………………………………………………………………………………………………………
Doctor’s name …………………and signature/ stamp………………………………………
Contact Address………………………………. and Tel………………………………………
Parent’s names………………………….. and signature……………………………………..
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