
Page 1 of 3 

Columba Catholic College – Boarder Medical Form 

STUDENT DETAILS 

SURNAME: FIRST NAME: 

DATE OF BIRTH: MOBILE NO: 

EMERGENCY CONTACT 1 

NAME: RELATIONSHIP: 

PHONE NO: MOBILE NO: 

EMERGENCY CONTACT 2 

NAME: RELATIONSHIP: 

PHONE NO: MOBILE NO: 

MEDICARE / HEALTH INSURANCE DETAILS 
(All cards to be photocopied for Student File) 

MEDICARE NO: POSITION: EXPIRY: 

NAME OF STUDENT AS IT APPEARS 
ON THE MEDICARE CARD:

HEALTH CARE CARD/ CONCESSION CARD NO: EXPIRY: 

PRIVATE HEALTH FUND NAME: MEMBERSHIP NO: 

MEDICAL HISTORY 

ALLERGIES AND REACTIONS: (Please provide details and dates if applicable) 

MEDICAL CONDITIONS: (Please provide details of any current or past medical conditions, either physical 
or psychological) 

SURGICAL/MEDICAL PROCEDURES: (Please provide details and dates if applicable and include 
fractures/broken bones, dental operations, major illness, and hospitalisation) 
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CURRENT MEDICAL TREATMENT 

Is the student currently receiving or recently received ongoing care by any of the following 
specialists for a medical condition? 

Doctor Yes ☐   No ☐ Physiotherapist Yes ☐   No ☐ 

Chiropractor Yes ☐   No ☐ Psychiatrist Yes ☐   No ☐ 

Psychologist Yes ☐   No ☐ Counsellor Yes ☐   No ☐ 

Specialist Doctor Yes ☐   No ☐ Orthodontist Yes ☐   No ☐ 

Do you have any psychological and/ or physical condition/s that could influence the health and 
safety of those around you in a classroom or in dining and residential situations?

Yes ☐   No ☐

If you have ticked YES to any of the above, please provide details: 

MEDICATION 

Is the student taking any regular medication? 

Prescription Medication e.g.   antibiotics, Ritalin, antidepressants, asthma relievers  Yes ☐   No ☐ 
If yes, please complete a “Consent to administer medication at school” form AND contact the College 
Nurse to discuss the student’s medication needs. 

OTC Medication e.g. Paracetamol, Ibuprofen antihistamines Yes ☐   No ☐
 If you want the student to be administered any OTC medications, please obtain scripts, and complete a 
“Consent to administer medication at school” form. 

NOTES 

1. Prescription and non-prescription medication must be provided in the original packaging
with the pharmacist’s label attached indicating the student’s name, prescribing doctor,
and dosage instructions. This includes Asthma Relievers and EpiPens

2. For those students who are active sports people and suffer from muscular-related
injuries, please be advised that Columba Catholic College does not provide strapping tape,
sports bands, or supports e.g. knee/ankle guards, etc.

MEDICAL DECLARATION 

I hereby advise that the information contained in this document is true and correct and I 
understand that failure to disclose a condition is a serious threat to Workplace Health and Safety 
and may endanger the lives of other students and Residential Staff. It will also limit the College 
staff’s ability to provide the greatest duty of care to the above-named student. 
I must also inform the College as soon as I am aware of any changes to my child’s health 
including any newly diagnosed medical conditions, changes to existing medical conditions, or 
changes to medications. 

_________________________  _________________________  ___/___/___ 
Parent/Guardian/Carer Name    Signature  Date 

 (Please Print) 
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MEDICAL CONSENT 

GENERAL 
TREATMENT: 

I authorize Columba Catholic College Nursing and/or delegated staff to discuss any 
injury/illness with the student and where necessary organize follow-up care. This may 
include making medical appointments as necessary and the initiation of 
recommended treatment. I understand that for students under 16 years of age, 
where possible parent/guardian/carer consent will be sought prior to any 
appointments. 

___________________________  _________________________  ____/____/____ 
Parent/Guardian/Carer Name   Signature   Date 

 (Please Print) 

MEDICATIONS: • I authorize Columba Catholic College Nursing and/or delegated staff, in
accordance with packaging directions, to administer prescribed medications
as determined by the treating medical practitioner.

• I understand that It is my responsibility to provide the medication and
equipment for its administration and to ensure immediate replenishment
when required.

• I understand that I have to provide a script and/or the medication for any
medication I want to be administered to my child while at the College.

___________________________  _________________________  ____/____/____ 
Parent/Guardian/Carer Name   Signature   Date 

 (Please Print) 

RELEASE OF 
INFORMATION: 

I authorise Columba Catholic College Nursing and/or delegated staff to discuss the 
student’s injury/illness/results with treating medical professionals (eg QAS officers, 
doctors, dentists, physiotherapists, chiropractors). All information will be treated as 
confidential and handled as per the College’s privacy policy. 

___________________________  _________________________  ____/____/____ 
Parent/Guardian/Carer Name   Signature   Date 

 (Please Print) 
EMERGENCY 
TREATMENT: 

I authorise Columba Catholic College Nursing and/or delegated staff to act/sign on my 
behalf in authorizing anaesthetics and any other medical treatment, should this be 
necessary in the case of an emergency. 

___________________________  _________________________  ____/____/____ 
Parent/Guardian/Carer Name        Signature        Date 

 (Please Print) 

OFFICE USE ONLY 

Medicare Card Copy Received:     Yes ☐   No ☐ 

Health Care Card/ Concession Card Copy Received:     Yes ☐   No ☐  N/A ☐ 

Private Health Insurance Membership Card Copy Received:     Yes ☐   No ☐  N/A ☐ 

Boarder Medication Consent Form Received     Yes ☐   No ☐  N/A ☐ 


