SABIS® International School

Yas Island - Abu Dhabi, U.A.E.

First Name:

Medical

Form

Father’'s Name:

Family Name:

Date of Birth:

Grade:

1- Does your child currently take any medication?

Yes () No ()

If yes, please specify: why, dose and frequency

2- Has your child ever been hospitalised?

Yes () No ()

If yes, please specify, when and what for?

3- Is there a history of colour blindness in your family or any other visual problems?

Yes () No ()

If yes, please explain

4- Does your child have speech problems?

Yes () No ()

If yes, please explain

(If yes, kindly submit an updated medical report)

5- Does your child have difficulty in hearing?

Yes () No ()

If yes, please explain

(If yes, kindly submit an updated medical report)

Education for a changing world.”

(If yes, kindly submit an updated medical report)

Member of the SABIS" Network



6- Do you have any objection to the school doctor/nurse examining your child?

Yes O

No ()

7- Does your child suffer from any of the following conditions?

Medical condition Yes No Medication
Asthma smanldl gl
Diabetes =]
Epilepsy cinll cla
Hay fever qu{éj‘;ﬁ”ﬁ:
Tuberculosis dudl
Eczema Loujalll
Heart Disease wdll ualyol

Others, please explain

8- Does your child have an allergy history?

Allergen
Eggs wawull| Peanuts Jﬂlaﬁ: Seafood Gu%ﬁpwu: Wheat aodll| Insects  wlpuall
. - Dairy Glaiio . . cly
Latex wuailll| Medication  clgall oroducts R} Fruits aslgall| Others (i
Please specify
Reaction
s aahll | . il | Eye ©0Jgi| Hoarse  :nadall
Fczema o> U] Rash b |V il gwelling Gall] voice  aigal
Mouth ©0Jgi : : Vomiting/ / §udill | Passing : cliul
swelling odll Wheezing  panll diarrhea U@wll| out cloclll| Others a1l
Please specify
Intervention needed
Y . djlj - Hospita- ~  &lot cLLui
None czruu U | ER visit <nylqhbl Medication clgall lization 24 &l Others i

Please specify




9- Has your child had any of the following inoculations?
If yes, please fill in the date of the last vaccine.

BCG () Juudl /
Hepatitis B snibgll aall ulaill B /
MMR (measles, mumps, rubella) (ueh qii Jdiiloll dinn) dinn /
Chicken Pox / Varicella cloll :njan /
DPT (diphtheria, tetanus, pertussis) ilia whdgaly ,dqild il /
Polio (OPV) dlabil gl /
HIB (haemophilus influenza) Lilhwull-ljilglail yugliagoia /
DT (diphtheria, tetanus) jliall . Gailall /
Rotarix Ligll wugpa /
Hepatitis A snibgll aall ulaill A /
Meningitis Lol /
Typhoid uigatill /
Other: please specify

(Kindly attach a copy of the vaccination card)

10- Has your child suffered from any of the following illnesses?

Disease Yes No Year
Measles dinll
Mumps ugh qil
German Measles diilolJ1 dinall
Chicken Pox clall :njan
Tuberculosis duudl
Whooping Cough nayall Jlewdl

Other: please specify

11- In case of accidents or other emergencies - give three sources to be contacted

If these sources cannot be contacted the student will be taken to the nearest hospital

[, Mr./Mrs. Parent of the student
Agree () Disagree ()  For the school to take my daughter/son, in Grade
To the hospital in case of any emergency to her/him God forbid.

adlhll/allhall ol :nlg 2ol aliaf gégaoll Ll
wnll :nd niigl/:nil Jlyl dwjrell wilgii ol vile  @algi U () @algl O)
all 20w U eyl af l@l/al Joo 13] qnadiiviell gl

adgill

Signature




If your child is to be administered a medication from your doctor during school hours, it should be
given to the school nurse first thing in the morning with an accompanying letter from the parents or
doctor. It can be then collected from the clinic before going home. Please clearly write the child's name,
class, time and dose of the medication. Medicines are not to be kept with children. Students, who are
using school transportation, can leave their medicines with the bus assistants.

[ Mr./Mrs , parent of the student ,
hereby certify that the information provided in this form is true and assume responsibility for any
missing health-related information (illness and/or allergy), and | shall be responsible for and shall
release and indemnify , its employees, from
and against all liability arising from all illnesses or allergies my child has, and the consequences that
might result.

| understand that any false or misleading information or significant omissions may entitle the school
to reconsider my child's attendance at school.
| agree to immediately notify the school should any illnesses develop.

dwjaoll drpoo il clgall clhel alle ungita . :nwjacll olgall alelus JUA 2lga 350 i wilhll (ile gla dL’)JLCI
Mdjioll (] allkll djaleo Jid daliell o clgall 351 oiig «awb o gi ullhll joi :nlg o dllw) Gla)l go bln

.dannoll depallg elgall Aai ¢idg (igaig anlg Jauiu aang wllhll ol dilia (o

ao digall )i caule uagiy drwjaoll vlnlgoll tgloeiuy wall bl diills wdlh]l go digall ¢yi gioy
ol dapiio

allbll/uhll ol anlg Al Ll
daleioll vlogleos wndi gi b3 i ge ddgduioall dols Joailg 2igaill 13a wnd dajlgl dlogleall dan A4
JLoni (1ga dlola dulgduuo Uonil waguug (druluwin gi uajo) sniil/:nil damy
drwlwall gi uaell 1As (e il dldclhne dif agag uc dilill jln il ac yaigei il larakhgog

il dgud :na jhill dalel :na Gall [auheiq dwjaoll dgai dngdio gi dann jie dloglao dil (i oadilug
duwjaall :na alinudig
20y Lotd 2iif 26 duwlunll g uspell and aljghi di dgo dwjaoll ¢l aaeiliug

Name ©owyl
Date ayylill
Signature aLdgill
For School Use.
Remarks
Date checked: / / Dr./Nurse Signature:
dnjoo / wh




