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Overseas Student Medical Information 

!
STUDENT MEDICAL INFORMATION 

 
"#$%&'()$"&#!
Medical information is collected strictly for the purpose of providing first aid for your student. The College is bound by 
the Privacy Act and complies with the Australian Privacy Principles. All information collected is private and confidential 
and is not released to anyone except for the purpose of providing first aid assistance or when requested by the 
medical authorities under emergency circumstances only. 
 
Parents are encouraged to inform and provide the College with current and up to date medical information on their 
student's medical health. This is to ensure that the College is able to provide the appropriate first aid response if, and 
when the need arises. 
 

mailto:healthbay@citipointe.qld.edu.au
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STUDENT MEDICAL INFORMATION 
!
O/64.1/: Surname _______________________________ Full Name ________________________________ 

Date of Birth (dd/mm/yyyy) _________________________ Gender   _____________________________________ 

Student's Mobile  __________________________ Student's Home Number in Australia ______________________ 

Home Address in Australia ___________________________________________________ Post Code ___________ 
 

I&P!)F#!$I<!)&QQ<R<!)&#$F)$!S&(!"#!)FO<!&M!<E<%R<#)ST!
B3:.1/!U: Title ________ Name & Surname ____________________________________________________  

Telephone (Work)  ____________________________ Mobile __________________________________________ 

Telephone (Home) ____________________________ Email ___________________________________________ 

B3:.1/!V!: Title ________ Name & Surname ____________________________________________________ 

Telephone (Work)  ____________________________ Mobile __________________________________________ 

Telephone (Home) ____________________________ Email ___________________________________________ 
U5/!F-/.:13/.!)*1/39/: Name & Surname: ___________________________________________________________ 

Relationship to Student _________________________ Mobile __________________________________________ 

V14!F-/.:13/.!)*1/39/: Name & Surname: ___________________________________________________________ 

Relationship to Student _________________________ Mobile __________________________________________ 

I*C!4*.5!>*6:!5/64.1/!/:3?.-!/*!59=**-T __________________________________________________________  

(i.e. parent’s car, school bus, public transport, walking or cycling) 

!
"#!$I<!<W<#$!&M!F#!<E<%R<#)S!<WF)(F$"&#!&M!$I<!O)I&&Q!B%<E"O<O!M&%!F#S!%<FO&#H!BQ<FO<!
"#'")F$<!S&(%!<E<%R<#)S!<WF)(F$"&#!$%F#OB&%$!B%<M<%<#)<;!
☐ Category A – Students authorised to leave immediately via walking or cycling.  (Public transport is NOT 

PERMITTED) 

☐ Category B – Students traveling by College Bus.  Students to be released to their bus if capable, younger students 

to be collected by a staff member to escort to the bus area. 

☐ Category C – Students for immediate collection by parent or delegate*. 

☐ Category D – Students who will remain at school to be collected by a parent or delegate* at a later time. 

*'.-.23/.: Name & Surname: _____________________________________________________________________ 

Relationship to Student _________________________ Mobile __________________________________________ 

 

Name of Family Doctor (if available) ________________________________________________________________  

Clinic Name _____________________________________________ Phone _______________________________ 

Student’s Medicare Number ___________________________ Position __________ Expiry Date ____________ 
Private Health Provider _______________________________ Membership Number ________________________
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'&<O!S&(%!O$('<#$!O(MM<%!M%&E!F#S!&M!$I<!M&QQ&P"#RT!G"8!S<OH!,-.35.!20?.!4./30-5K!
Anaphylaxis  ________________________________________________________ 

Respiratory problems ________________________________________________________ 

• Asthma/Hay fever  ________________________________________________________ 

Allergies ________________________________________________________ 

• Bites/stings ________________________________________________________ 

• Food allergies/intolerance ________________________________________________________ 

• Drug/Ointment allergies ________________________________________________________ 

Diabetes/Hypoglycaemia  ________________________________________________________ 
Epilepsy ________________________________________________________ 

Heart problems/ Blood disorders ________________________________________________________ 

Renal problems  ________________________________________________________ 

Sensory 

• Visual i.e. glasses ________________________________________________________ Vvp /m s//h. h /f l n /j B/ F q ytpv y y yt q y y t q v y y bvvp /m s//h mv lnn mh ltn mu lmn
h len mh lnn mh ltn mu l n  vp upgtTbhu ll n hvp /m ilVs
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E<'")F$"&#!!
Medication your student is taking !

!

https://www.qld.gov.au/health/conditions/immunisation/records/index.html
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FORM 6a – Administration of Medication at the College – International Students 
 

Student’s Full Name:  
 

Year Level:  
 Date of Birth:  

Address: 
 
 
 

Medicare Number  
 Card Expiry Date:  

Overseas Student 
Health Cover Provider  Membership No.  

 
!.$"/$%0123%04$%5$.$6"70%8'9:%
 
☐%Asthma Reliever and Adrenaline Auto-Injectors (EpiPens):%;'<%=</0%"./'%>5'61?$%"%?'20'5@/%>."7A%17%
B7#.1/4A%('5%04$%241.?@/%2"5$:%C0<?$70/%2"7%'7.D%4"6$%E/04="%F$.1$6$5%G$?12"01'7%"7?%B>1!$7/%1(%04$D%4"6$%"%
?'20'5H/%>."7:%
%
☐%Long-term Medication (prescribed for more than 30 days):%I510$%04$%/0"50%"7?%$7?%?"0$/%('5%04$%0"317#%
'(%04$%=$?12"01'7:%;'<%=</0%"./'%>5'61?$%"%?'20'5@/%>."7A%17%B7#.1/4A%('5%04$%241.?@/%2"5$:%J4$%=$?1217$%=</0%
8$%>5$/2518$?%8D%"%?'20'5%"7?%."8$..$?%2'55$20.D:%J4$%=$?1217$%=</0%8$%17%10/%'51#17".%>"23"#17#%K104%"%
2<55$70%>4"5="2D%."8$.%17?12"017#%04"0%10%1/%>5$/2518$?%=$?1217$:%
%
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1. Medical condition(s) of the child requiring regular treatment:  
!
!
!

2. Medication your child has (attached separate sheet if needed): 
Asthma Reliever and Adrenaline Auto-Injectors (EpiPens) - Please attach the care plan provided by the 
Doctor 

Medication Name dosage Time/s of 
dosage 

Special Instructions Self-admin 
(Yes/No) 

      
      

!

!

!!!



 

 


