
 
 

HEALTH RECORD FORM  

MONT’KIARA INTERNATIONAL SCHOOL SDN. BHD. (83748-A) 
No. 22, Jalan Kiara, 50480, Kuala Lumpur, Malaysia 

Tel: (603) 2093 8604 Fax: (603) 2093 6045                                                          Office use 
E-mail: info@mkis.edu.my Website: www.mkis.edu.my    ______/______ 
 
 

 
 TO BE COMPLETED BY PARENTS

Student’s name___________________        ___________________________________________________                 

   Family               First(given name)         Middle                                                                   

Birth Date___________________        (Day/Month/Year)                                                        Sex    M   F      

Name of father__________________________________Occupation_______________________________ 

Name of mother _________________________________Occupation ______________________________ 

 
STUDENT HEALTH HISTORY:      IMMUNIZATIONS: 

* M’KIS Admission requirement 

 

 yes no  yes no 
Neurological 
(seizures, headaches, 
fainting) 

  Endocrinology 
(Diabetes, Thyroid) 

  

Cardiac 
 

  Ears 
(infections, grommets) 

  

Respiratory 
(asthma, TB, Cystic Fibrosis) 

  Blood disorders 
(anemia, hemophilia) 

  

Integumentary (Skin) 
(eczema, rashes, etc) 

  Psychological/ 
Developmental 
(depression, ADHD, etc) 

  

Urological   Vision   
Hospitalizations/Surgeries   Accidents   
Other      

 Dates given 
DPT*  
MMR*  
Polio*  
Varicella (Chicken Pox)  
Hepatitis A and B  
BCG  
Meningococcal (MCV)  
HPV  
Other:  
  
  

Describe abnormalities/conditions above and dates involved: 
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________ 
 
List allergies (include food, medications, insect sting, environmental, etc) 
______________________________________________________________________________________ 
 
Describe reaction(s) 
_______________________________________________________________________________________
_______________________________________________________________________________________ 
 
Treatment for reaction(s) 
_______________________________________________________________________________________ 
 
 
Medications the student is taking on a regular basis: 
Name of medications _________________________________________ Dose _______ Frequency ______ 
Purpose____________________________________________________________  
 
Name of medications __________________________________________ Dose _______ Frequency ______ 
Purpose____________________________________________________________ 

 

In the event of an emergency involving my child, I authorize MKIS to take whatever action is deemed necessary.  

Parents name ________________________________________________________________________________ 

Last revised November 2009 

Parent’s signature _____________________________________________        Date ___________________                      

(Please, go to the back of this form) 



 

TO BE COMPLETED BY A LICENSED MEDICAL PRACTITIONER 

 
Student’s name_____________________        ________________________________Date______________                 

   Family               First(given name)         Middle                                                                   

   
          Significant Findings /Comments 
Height   

Weight   

Nutritional Status 
 
 

  

Eyes: 
Visual acuity 
Pupil, Convergence 
Color blindness 

  Left_______ Right______ 
 

 

 

Ears/ Hearing 
 

Left_______ Right______  

Nose 
 

  

Throat/ Lymph Nodes 
 

  

Lungs 
 

  

Heart Sounds_________________ 
Rhythm______ Rate______ 
Blood pressure__________ 

 

Abdomen 
 

  

Uro/Genital 
 

  

Musculoskeletal 
 
 

Spine_______ Feet______ 
Scoliosis_______________ 
 

 

Neurological  
 
 

  

Blood group and Rh factor 
( If known ) 

A  B  O  AB            Rh +  –  

  

 

Tuberculin test (PPD): Date ________________ Result: Neg. ______ Pos. ______  _______(mm swelling)  

If PPD is positive, chest X-ray is required: Date ______________________ Result ____________________  

 

The student is / is not able to fully participate in physical education classes/school activities.  

Limitations _____________________________________________________________________________ 

Follow-up recommended __________________________________________________________________ 

 

Physician’s name ______________________________________ Signature ______________________ 

Address________________________________________________________________________________

_______________________________________________________________________________________ 

Telephone No. __________________________________________________________________________ 

Last revised November 2009 
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