SHEFFIELD PTG Y
PRIVATE SCHOOL F | s )

STUDENT’S HEALTH INFORMATION — PART 1

Personal Data

Name
Date of Birth Class and Section
Nationality Sex

Name and Location of Previous School

Contact Information

Father’s Name Mobile No.
Mother’s Name Mobile No.
Address Home No.

Sibling Information

Name Class and Section

Medical Information

Is there any significant family history of illness?

Please indicate if your child has any ALLERGY

Wear eye glasses?

Has hearing difficulties?

Take medication on a regular basis?

Has any chronic illness?

Has any physical disabilities?
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SHEFFIELD PTG Y
PRIVATE SCHOOL F | s )

STUDENT’S HEALTH INFORMATION — PART 2

Consent for Medication and Transfer to Hospital

In the event that your child gets sick whilst in school and we are not able to contact you, we request
your consent for us to give appropriate care. (Please encircle your preference)

I do

I do

I do

PART 3

| don’t

I don’t

I don’t

Allow the School to give Paracetamol, Brufen, Lozenges and
Antacid.

Allow the School to transfer my child to Hospital in case

he/she needs urgent medical attention.

Give consent for the medical examination of my child in

School (measurement, height, weight, screening of vision,
examination of ears, throat, heart, lungs, abdomen and in boys, check
for the normal genital development). If you do not agree, you must
do it with your own doctor and provide us a medical report.

As required by Dubai Health Authority, please fill out the attached Consent for Immunization and child’s
iliness, and provide a copy of your child’s vaccination record. Be assured that all information will be
treated with confidentiality. Please submit the original vaccination record of your child if you have given
consent for immunization. Vaccinations will not be given until the original record has been submitted.

NAME & SIGNATURE OF PARENT

DATE
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GOV ERNMENT OF DUBAI

DEPARTIMINT OF HEALTH & MEDICAL SERVICES

FRIMARY HEALTH CARE
“SCHGOL HEALTH SERVICES
P.0.BOX: 1899 —- DUBAI

CONSENT FOR IMMUNIZATION

daall LY Yoy
IR | PO (FCTIDRTY
P~ 1899 1w e

hanbill ¢l o A28 4o

Name of the child: Jikalt sl
Date of Birth: Dl g 5
Name of the School: Ll o
Class/Grad:: ciall il

Please tick (V)
[11 give the consent for the immunization of my child.
D1 do not agree for immunization of my child.

Y /N 5 lagedailt a7 e [

Y [ Y Cllapndailt elaely 381,50 ¥ [

Name and Signature: &E S 5 pul
PARENT/ GUARDIAN wast I

P.O.BOX: ol G e

Telephone Number: - il 3

Dear Parents RE S E RN

Please provide the following information update A0l glaadly By 3 S b o g3

your child School Health Record and send his/her iy / SY aall Gl N gty

ORIGINALIMMUNIZATION CARD

CHILD'S HISTORY OF ILLNESS:
Please tick (¥ ) appropriately
If yes, specify Month/Year of iliness.

IO TNV PRI
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L) Eagim o) agaal o g pa M IS 1)

NON-INFECTIOUS DISEASES

Scarlet Fever

dehydrogenates deficiency)

INFECTION DISEASES YES |* NO YES NO
Diphtheria Accidents-
Dysentery , ‘Allergies
Infective Hepatitis Bronchial Asthma
Measles Congenital Heart Disease
Mumps Diabetes Mellitus
Poliomyelitis Epilepsy
Rubella G6PD (Glucose6-phosphate

Tuberculosis

Rheumatic Fever

Whooping Cough

Surgical Operations

Chicken Pox

Thalassaemia

If yes, write the year of illness

History of: Blood Transfusion 0 No O Yes, Frequency:

Hospitalization 0 No 0 Yes, Reason: Date:

Family History:

U Diabetes - [0 Hypertension - O Mental Disorders - [ Stroke - (] Tuberculosis - G Other, Specify:___ -~

Licensed School Nurse

DOH/PHC/SHS - 01

FORM A




