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AJYAL INTERMATIONAL STHODL - AL FALAH

CONSENT FOR IMMUNIZATION andaill o 48 gll

Student’s ID: tdlal) =il 08,
Application ID: 18, losiw VIl o3,
Student’s Name: rdUall o)
Date of Birth: Wl 2y,
Class/Grade: laall
Please Tick: QoMe gog sy

- I give the consent for the immunization of my child
- I don't agree for immunization of my child

Parent’s Name & Signature

pasbaill (sl /sl slac| (sle 89lgl
pashid] (sl [oswl slac| (sle (5lsl V

:asdgis JUall ol (sJs ool

P.O. Box:

Z.x,qy_J| dg.h.o

Telephone number

railpll 8,

Please provide the following information to update
your child’s school health record and send his/her
ORIGINAL IMMUNIZATION CARD to the School Doctor.
Is your child currently taking Medicine YES/NO

Child’s History Iliness:
Please tick where appropriate,
if Yes, please specify month/year of illness

Jeewdl cpazad a Ul wlogleody Laygsi sy
Jlw,| go clladn) sow)aoll ool
el cuda) (Lol puslaidl @)S

Y/ poi W apesl )l iyl a5l Jo

w0l Jabdl 2u,b
Jwliodl OlSoJl (58 doMe g £l

ol Olgiw /il 3355 oo oS

Infectious Disease/ &aiso Lol ol YES/ gi|NO/ Vs

Other/ ,>i YES/ psi [NO/ S

Diphtheria/ U ia,.JI

Accidents/ &slg>

Dysentery/ U,loguuy I

Allergies/ awlu>

Infective Hepatitis/ ssUgll 1.SJ1 Llpill

Bronchial Asthma/ q,,

Measles/ awa=ll

Congenital Heart Disease/ sél> w8 jo,0

Mumps/ ISl

Diabetes Mellitus/ s,Scudl (o0

Poliomyelitis/ JlabVI |l

Epilepsy/ 0

Rubella/ a.slolVI &n=ll

Surgical Operation/ a>l,> wldoc

Scarlet Fever/ &j0,8)l (sl

Rheumatic Fever/ auwilog,J| (so=ll

Tuberculosis/ Jwdl (5,0

Thalassemia/ Loww Ml

Whooping Cough/ sSus> Jleww

Chicken Pox/ «s,a=JI

G6PD (Glucose6-Phospate
Dehydrogenase deficiency)/ Luosl) Jlgall

If yes, write the year of illness and history 1Glgiwg uoyoll Euyb Sl e VI oIS 3]

Historical Information: o oll gu, Wl
Blood Transfusion: D yes/ ps No/ 3s D el JE
Frequency: roledl sac
Hospitalization: D yes/ ps No/ s D (il 8 Sl
Reason & Date: 2w Wly el

Family History: Diabetes/ s,Sow

Stroke/ ;0.0 a=d

Hypertension/ ol beos ¢las)) Mental Disorder/ sJac J> :alilel (ol gu,l]

Tuberculosis/ Joudl yo,0

If other, please specify oz sl )l 5,51 Lolhol s9>9 Jl> (59
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AJVAL INTERMATIONAL SCHODL - AL FALAH

MEDICATION(S) FIRST AID AUTHORISATION FORM  csull 2Mslls adoVl wldlawYl e aidloall 25900

The following medications are available in the school awyaall whsle (s aJll agsVl Hogi
clinics and used in emergencies, for those students .8S,lgla)l WV (89 iy
in the Primary School parents shall be called elgs 1 slac| i 590V Lol £ M) i
prior to administration of any oral medication: a5Vl dd> el M) pall Giyb e
Paracetamol Syrup/Tablets Lol,81 /wlis Jgobuwl,WI Headache, fever, pain pJVI ol (ol of glaall cJV>
Brufen (Ibuprofen) Syrup/Tablets ,ol KIS (os99,0900) ud9,  Pain eVl WV
Ponstan tablets Lol,81 Olowsg! Pain oVl ©Vl>
Zyrtec Syrup/Tablets Lol,8l /ol iy Allergies  awlu=dl OV
Buscopan Tablets ol,81 GlgSoun Abdominal pain el eVl SVL>
Scopinal Syrup ol,w JlweSow Abdominal pain lbJl eVl WV
Prospan syrup ol,w Olewg,uJl Productive cough pelJl g0 Jlewwdl V>
Bronchium Elixir juwSJ| 094559 Dry cough WLl Jlewwd! wV>
Fenistil gel J> Juiwsd Insect bites wl,a=dl ¢J OV
Reparil Gel J> J,ly, Post-traumatic swelling wloaall sz o 9l VI
Voltaren Emugel J=>g0ul ¢u;Llgd Joint or Muscular pain oMasll si Jolasll oV G-
Fucidin ointment o 0 (pluwgsd Wound dressings zg,=d| auouni wV>
Betadine usbliv Wound cleaning gg,=Jl wudbis V>
Flamazine ;LM Burns g,=Jl wVl>
Strepsils  Jouw yiow Sore throat sl=Jl Llpd] WV
MEDICATION ALLERGIES 1095V o Quw L
Kindly tick the appropriate box. Aulial) LAY A ASle gy sla )
I ALLOW MY CHILD TO RECEIVE D A yaal) Bale e A U A Y S Jsanlly ikt @ui

MEDICATIONS FROM THE SCHOOL CLINIC.

I DO NOT ALLOW MY CHILD TO RECEIVE D Lol 3ake e dg gl o Jguaaly il maif Y
MEDICATIONS FROM THE SCHOOL CLINIC.

Parent’s Name & Signature :asdgis Ul ol (sJs ool
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AJVAL INTERMATIONAL SCHOOL - AL FALAH

SCHOOL HEALTH RECORD CONSENT & DECLARATION

Fmailly A8 gall o dal) auall Jad)

NOTE: For enrolment into Ajyal International School —
All student health data is to be stored in the

School Clinic.

The following consents and declarations are valid
for the duration of time that your son/daughter
attends Ajyal International School, unless you
inform the school otherwise in writing or by
telephoning the School Nurse directly.

As the parent / guardian of the student | give my consent to the

following:

1. Consent for Emergency Treatment
Should your child require prompt medical treatment you
will be contacted and asked to collect your child from the
school. In the event of a serious emergency, an
ambulance will be called immediately. You will be
contacted and advised to meet at the Hospital.
e |consentto mychild receiving emergency care by
a licensed healthcare provider as outlined above.

2. Parent Disclosure

The School requires parents to disclose any health
and/or special educational needs at the time of the
application on the School Application Form. Failure to
do so may result in the parent paying additional costs
for support.

The School also reserves the right to withdraw the student’s
place in the light of incomplete disclosure.

e | have understood and agree to the above conditions.

3. School Health Screening

The Health Authority of Abu Dhabi (HAAD) mandates
that all children are given an annual health check,
including vision, height, weight, and body mass
index (BMI). Parents of children identified with
possible issues will be contacted by the School
Nurse. Results of screening are not shared with
students. All results are recorded in your child's
school health record and transferred to HAAD as
mandated. Further information regarding this please
refer to the HAAD website http://www.haad.ae

e |consent to my child’s participation in the mandated
HAAD health screening.

Parent Name (Print):

Parent Signature:

Date:
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