
DATABASE (for babies & children up to the age of 16) 
This form is a statutory requirement and must be completed for each child 

 
FAMILY 
NAME: 

 
 
 
 

 
FORENAME(S): 

 
 

DATE OF 
BIRTH: 

 

ETHNICITY:  
 
 

RELIGION:  DATE:  

TEL (home):  
 
 

TEL: 
(mobile): 

 TEL 
(work): 

 

 
Current medical problems: 

 
 
 
 

Are there any medicines or drugs that have disagreed or to which there is an allergy or adverse reaction and 
what is the reaction: 

 
 
 

Do you have any non-drug allergies (i.e. food, pets) and is the reaction: 
 
 
 

FAMILY HISTORY 
RELATIONSHIP NAME BIRTH 

YEAR 
ANY SERIOUS 

ILLNESS 
CAUSE OF DEATH (if 

applicable) 
AGE OF 
DEATH 

MOTHER 
 

 
 
 

    

FATHER 
 

 
 
 

    

BROTHER (S) 
 

 
 
 

    

SISTER (S) 
 

 
 
 

    

      

HAS ANY RELATION HAD ANY OF THE FOLLOWING: 
 Heart 

Attack 
Diabetes High Blood 

Pressure 
Cancer Stroke Mental 

Illness 
Eczema Asthma Epilepsy or 

Fits 

RELA-
TIVE 

 
 
 

        

 
CHILD IMMUNISATIONS: 
2 months    DTaP/IPV/Hib/PCV/Rota Virus/Men B 
3 months    DTaP/IPV/Hib/PCV/Rota Virus/Men C 
4 months    DTaP/IPV/Hib/PCV/Men B 
12-13 months   Hib/Men C booster/MMR/PCV/Men B 
2, 3, 4 years plus year 1 & 2 Childrens flu vaccine 
From 3 years & 4 months   MMR/ DTaP/IPV 
(up to starting school) 
12-13 years (girls only)  HPV 
13-18 years    Td/IPV/Hib/Men ACWY 
 
 
 


