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Student’s Health History Form
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Dear Parent / Guardian:
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Please fill out this form about your son/daughter’s health condition.
Answer Yes or No, if your answer is yes please provide dates and more

details in the guardian’s comments box..
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1 Has the student suffered from any allergy? Medication, food, Dust. Please specify
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) Does the student suffer from heart diseases?
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3 Does the student suffer from diabetes?
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4 Does the student suffer from hypertension (high blood pressure)?
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5 Does the student suffer from Bronchial Asthma?
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6 Does the student suffer from chronic kidney diseases?
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7 Does the student suffer from chronic urinary tract infection?
€00 3all Al sall (5 laall Clgil) o 5 /alllall ey o
3 Does the student suffer from epilepsy?
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9 Does the student suffer from G6PD (beans anemia)?
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Does the student suffer from Thalassemia, Sickle cell, Hemophilia? Please
10 | specify
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11 Does the student suffer from recurrent nose bleeding?
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12 Does the student suffer from any skin diseases?
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13 Does the student suffer from eye diseases (e.g. Hyperopia or Myopia)?
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14 Has the student had any previous surgery? Please specify
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15 Has the student been admitted to the hospital? Please specify
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Does the student use Assistive Medical Devices? (Hearing aid, Crutches,
16 | wheelchair..) Please specify
S Lo § (coonnlyiio (g0)S ¢ S s dslonw) Bieluns dubs B3¢z 8 /IUall pdsiun Jo
Has the student been infected with any infectious diseases such as Mumps,
17 Measles or Chicken Pox, Please specify
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18 Does the student suffer from Bed-wetting/ incontinence?
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If the student has any disease please answer the following
questions :
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Name and date of diagnosis  ..ccvvvvncinivniscsccneneee | e 102k LY fo)Bs sl
When was the last Attack:.......occeeeecerenerenreieieessrennns ettt Lo A 43 OB e

Regular medications: Yes O No O elatio JSag D90t T 8/l Joliy Jo
Medications Names and dosages details: 1 Ole el 34E9 EuS crrnriririerien e telgadl o]
Recommended Medications in case of : . . e
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Special precautions related to food: odatll aass | b oy B3ome ol
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Special precautions related to sport: e 105Uyl (3at Cadall Jd (p0 B3dne ilbols!

Recommendations from physician/ to be done during the school day:

Nurse’s Name -8/ sl ol

Kindly attach the Emirates ID and a Medical Report
regarding the health problem, parents are responsible for
informing the school nurse of any change and providing the
necessary medical reports or contact with school nurse
whenever it is necessary

Name of Parent/ Guardian:

Parent/ Guardian Signature:

Contact Number:

Date:

If any further queries, please contact the school nurse. Clinic Tel: ..............
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