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Medical Attendance Card





Child’s Name: 





Date of Birth:









































Please could a member of the surgery staff confirm that …………………………. has attended your surgery on the date specified. If further information is required we will contact you after having spoken to the parents.





Thank you for your help





























If you have any questions about this card please contact:





St John’s Mead CEVC Primary School





Phone: 01454 866501


Email: admin@stjohnsmead.co.uk








