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UWC GENERAL MEDICAL FORM 
All sections (except sections C and D) to be completed and signed by a medical physician. 
Please note that this information is CONFIDENTIAL, is received by the admissions staff and shared only with relevant medical professionals at the receiving UWC. This form may be viewed alongside this accompanying guidance form. Please note that failure to disclose relevant information may result in withdrawal of your child’s position and scholarship at UWC.

Name of student:__                                ___ Gender: _________________                
Date of birth:                 (date)                       (month)                      (year)   Nationality: _______________                                            
Height:                      metres                           Weight:                      kgs            BMI: ___________  
Blood Pressure:           /             mmHg        Pulse Rate:                 b/min     Contact Lenses: Yes / No  Eye Glasses: Yes / No

To the physician  
This individual has been nominated as a student to study at United World Colleges. The UWC experience can ask a lot from the student both physically and mentally. It is therefore necessary for us to seek a professional evaluation of the student’s physical and mental health. 
SECTION A : VACCINATION RECORDS 
Please note that UWC strongly recommends that all routine childhood immunisations are up-to-date before admission.
Please attach the vaccination certificate in English to this form. 
	Vaccine 
	Date (DD/MM/YYYY)

	Bacillus Calmetter-Guerin (BCG) 
	D1
	
	
	
	

	Hepatitis B 
	D1 
	D2 
	D3
	
	

	*Diphtheria, Pertussis, Tetanus (DPT) 
	D1 
	D2 
	D3 
	B1 
	B2

	Inactivated Poliovirus (IPV) 
	D1 
	D2 
	D3 
	B1 
	B2

	*Measles, Mumps, Rubella (MMR) 
	D1 
	D2
	
	
	

	Varicella (VAR) 
	D1 
	D2
	
	
	

	Hepatitis A 
	D1 
	D2
	
	
	

	Typhim 
	D1
	
	
	
	

	COVID-19
	
	
	
	
	



SECTION B: STUDENT MEDICAL CONDITIONS 
Physical health (Please tick all that apply) 
Please provide details of any medical condition(s) at the bottom of this section, and include details of any historical conditions. 
	Does the student currently have or have a history of the following conditions? 
	Yes 
	No 
	Year of onset

	Allergies to food/ drug/ environment
	
	
	

	Respiratory conditions (e.g asthma, bronchitis)
	
	
	

	Cardiac conditions
	
	 
	

	Endocrine conditions (e.g. diabetes)
	
	
	

	Neurological conditions (e.g. seizures)
	
	
	

	Gastrointestinal conditions (e.g. reflux)
	
	
	

	Musculoskeletal conditions (e.g. joint.bone injuries)
	
	
	

	Reproductive and gynaecological conditions/treatment e.g. contraception, oestrogen, testosterone, hormone replacement therapy
	
	
	

	Dermatological conditions
	
	
	

	Hearing or vision impairment  
(does not include glasses or contact lenses)
	
	
	

	Speech difficulties
	
	
	

	Other significant conditions
	
	
	

	Require any medical equipment/ device
	
	
	

	Please provide name and address of Specialist 
if student is seeing a Specialist
	






Mental health (Please tick all that apply) 
Please provide details of any condition(s) at the bottom of the section, and include details of any historical condition(s). 
	Has the student been diagnosed with or symptoms observed of a mental illness in the past two years? 
	Yes 
	No 
	Diagnosis and Treatment (if no diagnosis exists but certain symptoms related to a potential diagnosis please include)

	Psychotic disorder e.g., schizophrenia, bipolar disorder
	
	
	

	Mood disorder e.g., depression, bipolar disorder 
	
	
	

	Anxiety disorder e.g., generalised anxiety disorder, post traumatic stress disorder, panic disorder, phobic disorder,  separation anxiety disorder, obsessive-compulsive disorder
	
	
	

	Addiction disorder e.g., 
• substance addiction e.g., alcohol, smoking, illegal or  controlled substances (heroin, cocaine, ecstasy, ketamine,  glue sniffing) 
• behavioural addiction e.g., gaming, gambling
	
	
	

	Eating disorder e.g., anorexia nervosa, bulimia nervosa
	
	
	

	Please provide name and address of specialist if student is seeing a specialist
	



DETAILS OF MEDICAL CONDITION(S) 
Please provide details if you have indicated ‘Yes’ above. Write “n/a” where not applicable. 
What is the condition and when was the student diagnosed? 


What are the signs and symptoms of the condition? 



Is the child undergoing any treatment or medication? (Name of drug, dosage, time given) 



Please provide further details if any and attach diagnosis/documentation of specific needs: (Any special instructions)






SECTION C: Family Medical History 
To be completed by the student’s parent(s) / guardian(s) in cases where the physician is unaware of the family history
Physical health (Please tick all that apply) 
Please provide details of any medical condition(s) at the bottom of this section. 
	Does anyone in the student’s immediate family (mother, father, siblings, grandparents) currently have or or have a history of the following conditions? 
	Yes 
	No 
	Relation to the student

	Allergies to food/ drug/ environment
	
	
	

	Respiratory conditions (e.g asthma, bronchitis)
	
	
	

	Cardiac conditions
	
	
	

	Endocrine conditions (e.g. diabetes)
	
	
	

	Neurological conditions (e.g. seizures)
	
	
	

	Gastrointestinal conditions (e.g. reflux)
	
	
	

	Musculoskeletal conditions (e.g. joint.bone injuries)
	
	
	

	Gynaecological conditions 
	
	
	

	Dermatological conditions
	
	
	

	Hearing or vision impairment  
(does not include glasses or contact lens)
	
	
	

	Speech difficulties
	
	
	

	Other significant conditions
	
	
	

	Require any medical equipment/ device
	
	
	

	Please provide name and address of Specialist 
if student is seeing a Specialist
	






Mental health (Please tick all that apply) 
Please provide details of any medical condition(s) at the bottom of this section. 
	Has anyone in the immediate family (mother, father, siblings or their grandparents) been diagnosed with a mental illness in the past two years? 
	Yes 
	No 
	Diagnosis and relation to the student

	Psychotic disorder e.g., schizophrenia, bipolar disorder
	
	
	

	Mood disorder e.g., depression, bipolar disorder 
	
	
	

	Anxiety disorder e.g., generalised anxiety disorder, post traumatic stress disorder, panic disorder, phobic disorder,  separation anxiety disorder, obsessive-compulsive disorder
	
	
	

	Addiction disorder e.g., 
• substance addiction e.g., alcohol, smoking, illegal or  controlled substances (heroin, cocaine, ecstasy, ketamine,  glue sniffing) 
• behavioural addiction e.g., gaming, gambling
	
	
	

	Eating disorder e.g., anorexia nervosa, bulimia nervosa
	
	
	


DETAILS OF MEDICAL CONDITION(S) 
Please provide details if you have indicated ‘Yes’ above. Write “n/a” where not applicable. 
What is the condition and when was the family member diagnosed? 



SECTION D : DIETARY REQUIREMENTS, EATING HABITS, SWIMMING PROFICIENCY, LIFESTYLE AND LIFE EVENTS 
To be completed by the student’s parent(s) / guardian(s)
Dietary requirements 
·  No special requirements 
·  Vegan vegetarian (no animal products) 
·  Lacto-ovo vegetarian (egg and dairy product is ok) 
·  Not vegetarian but does not eat red meat 
·  Kosher food 
·  No beef 
·  Halal  
·  Has other special requirements (please specify)

Details of food allergies, intolerance or other important information. Please note food allergies should be noted above, under medical condition details. Please enter “n/a” if there is no relevant information. 

Nutritional History and Eating habits 
Child’s typical daily diet:
Breakfast _______________________________________________________
Lunch __________________________________________________________
Supper _________________________________________________________
Snacks _________________________________________________________
Supplements ____________________________________________________
How many meals and snacks does the student eat in a 24-hour period?_______________
How many meals per week does the student eat away from home?___________________
How often does the student eat high-fiber foods such as cereals, fruits and vegetables?_______________________
What types of beverages (including alcoholic) does the student usually drink?


Please share any information about the students' eating habits that the school should be aware of. Please write below. 


Swimming proficiency 
Swimming and aquatic activities are part of the Physical Education programme. We also need to know the level of ability when going on overnight trips potentially involving water sports. 
Please tick the most appropriate level: 
The student is: 
·  Confident in water 
·  Not confident in water 
The student is able to comfortably swim: 
·  Less than 25 metres
·  Up to 50 metres 
·  More than 50 metres 
·  Cannot swim 
Other information 
Is there further medical information/ history concerning the child that we could be aware of in the context of overnight stays when they will be in the care of UWC staff (e.g. sleepwalking, bedwetting)?





Lifestyle (Please tick all that apply) 
	Please tick all that applies to the student 
	Yes 
	No 
	Please explain

	Exercises regularly
	
	
	

	Smokes electronics cigarettes (e.cigarette, vape pens, and  other vaping devices)
	
	
	

	Smokes cigarettes
	
	
	

	Drinks alcohol
	
	
	

	Takes recreational drugs
	
	
	

	Takes oral contraceptive pills
	
	
	

	Other: please include any other relevant lifestyle history
	
	
	



Significant life events (Please tick all that apply)
	Interpersonal/family 
	Personal 
	Please explain

	· Adoption 
· Foster care
	· Frequent moves
	

	· Illness/death of family member, please specify
	· Safeguarding issues  
e.g., abuse/neglect
	

	· Foster care placement
	· Others (i.e Trauma, gender transition) 
	

	· Relationship issues 
	· Refugee or IDP
	

	· Separation
	· Attendance issues
	

	· Divorce
	· School or Academic issues (if this student has had an Ed Psych report please attach a copy to this form). 
	


 
Learning Needs (Please list any diagnosed learning needs below i.e dyslexia, ADHD)
	Learning difficulty 
	Please share medication, assessment report or accommodation that accompanies this need. 
	Please explain

	
	
	

	
	
	

	
	
	


SECTION E: AUTHORISATION
To be completed by the student’s parent(s) / guardian(s)
Can the nurse/first-aider/trip-leader administer over-the-counter medications to the child as deemed necessary? Such medications include but are not limited to paracetamol/acetaminophen, antihistamines, stomach antacids, throat lozenges, antidiarrheals, ointments/creams and oral rehydration salts. 
· Yes      
· No 
If you have stated no, please provide us with more information on these restrictions. Enter “n/a” if you have stated yes. 

Does the student have a condition requiring on-going medication to be administered by the college Clinic or school nurse?  
· Yes
· No

PARENTAL/GUARDIAN AUTHORISATION TO RELEASE THE STUDENT’S MEDICAL INFORMATION
I, parent/guardian of the child have authorised the release of medical information to UWC by signing here. I  agree to inform UWC of any changes that may occur between submitting this form and my child’s arrival at UWC. I understand that failure to disclose relevant information may result in withdrawal of my child’s position and scholarship at UWC. 
Please contact your National Committee representative with any questions or concerns about a necessary disclosure and who to contact at the receiving UWC campus.

	Name of parent/guardian 

Parent 1:





Parent 2:
	Signature

Parent 1:





Parent 2:

	Home address 

Parent 1: 





Parent 2: (if different from the above)

	Date

Parent 1: 





Parent 2: 



MEDICAL CERTIFICATION (for sections A and B)
To be signed by a medical physician
I certify that the information contained on the General Medical Form and Vaccination certificate are accurate and up to date to the best of my knowledge. My overall assessment of the above named individual is that he/she is: 
· medically fit to join UWC as a boarding student and participate in all activities 
· further discussion needed (please email me below) 
· not medically able to join UWC 
	Name of physician/licence number 





Licence number:



	Signature

	Clinic information
Address (clinic stamp/seal) 





Email: (if not available, please provide the phone number with the country code)




	Date
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