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Health and well-being is monitored closely on a daily basis by the House staff. Girls requiring medical 

attention will be assessed on site and referred directly to the Roslyn Health Centre during normal hours or 

the ‘After Hours Service’ or Accident and Emergency Department at Dunedin Hospital. 

 

For sporting injuries girls can be referred directly to a Physiotherapist for assessment and treatment if 

medical treatment is not required.  

 

Student's Name: ___________________             Year level in 2016: ______________ 

 

Does your daughter suffer from any of the following?      CIRCLE  

 

Asthma          YES / NO 

 

Headaches /migraines                     YES / NO 

 

Diabetes          YES / NO 

 

Diagnosed Allergies         YES / NO 

 

Dietary Requirements         YES / NO 

 

Epilepsy          YES / NO 

 

Hayfever          YES / NO 

  

Sleeping Difficulties         YES / NO  

 

Emotional issues         YES / NO  

 

Other (please describe)  

         

 

If you answered 'yes' to any of the above, please provide relevant information, e.g., asthma action plan, diet 

plans, emergency treatments. 

_______________________________________________________________________________ 

 

Please list prescribed medications below, include dosage and administration schedule. 

_______________________________________________________________________________ 

 

_______________________________________________________________________________ 

 

Please list ‘over the counter medications normally taken to relieve minor ailments. 

________________________________________________________________________ 

 

________________________________________________________________________  

 

The Boarding House stocks small amounts of medication, e.g. Paracetamol, Razene, Robitussin Cough 

Mixture. Specialised pharmacy items eg. Dressings and blister packs will be charged to the school account. 

 

Name of Parent:    ______________________________ 

 

Parent's Signature: ______________________________    Date: ___________________ 
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