Edinburgh Central Children’s Meeting

Medical and Dietary Information 

Name of child:
Date of birth: 


Name of parent/guardian: 


Does your child have any medical conditions we should know about such as epilepsy or asthma?

Please state:


Is your child taking any special medication we should know about?
[  ] Yes
[  ] No

(a) Name of the medication: 
Condition:



(b) Name of the medication: 
Condition:



Does your child have any allergies?

[  ] Yes 
[  ] No

If the answer is YES, please describe the allergy below:

Does your child have special dietary requirements, e.g. vegetarian, vegan?
[  ] Yes
[  ] No

If the answer is YES, please give details:

Does your child have any special needs as a result of e.g. dyslexia, autism?
[  ] Yes   
[  ] No

If YES please give details of how we can best help your child:

Signed
Date



Please print name: 



