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To administer the vaccine safely to your child, the school nurse would some information about your son / daughter .
Kindly fill this form before we give the vaccination to your child. We will distribute this form at the beginning of the
academic year .Please inform the school nurse about any changes in your child’s health during this academic year/ which
might affect giving your child the vaccination dose.
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Did the student receive any medications containing steroids, cancer medications, or chemotherapy
within the last three months?

ASN | Akl pad ¥
No. | Article / Item Yes | No
L LayS315 150 s o (s o0 Aol ol palatll Aoalslll . gs¥1 (0 95 (gl oo Hsalr 5/cliall gud o

Has the student ever experienced any drugs sensitivity, food allergy, reaction to vaccines, or any other

sensitivity? Please mention it if any.......cccccceveiie e
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Has the student ever Experienced any sensitivity, or complications post vaccination? If the answer is yes

please Mention SUCh COMPIICAtIONS.......ciiiiiiicee et ste et s e ae e e e s esese s serenee e s
3. (geandl 3Letl ) Flodl & SSUis of cilemisl 8/cdUall (oyas Ja

Has the student ever suffered from any convulsions or any brain problems (neurological diseases)?
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Does the student or any family member suffer from any health conditions that depress the immunity like

leukemia, lymphoma, organ transplantation ,etc.
5.




6. § Gladl aladl U35 Ll of Balias alucl ol a3 Jasd &latl /cdladl oya5 Ja
.......................................... f il 31 s 2 LoY1 2alS 13)

Did the students receive any blood transfusion or antibodies or plasma within the last year?
If yes please mention the date: ..........ccevveieveineieniirce s
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Does the student suffer from any disease or receive any medications that affect coagulation?
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Did the student receive any vaccination during the last month?
If yes please mention the name & the date of the vaccing received ... eieeiceccese s
Do you want to inform us about any other thing: sl Sh agh dals cilliadla
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e Please send a preschool vaccination card copy to the (ayall Jg35 Jid ) peabodll 28Uy e 3r900 Jlaoy) (200 @
school nurse. . 2o ooty B /oAl 3las b 55 6l 6 Sppem b e
e Please send a copy of any medical report related to the T
student’s health which might affect the vaccination. ssllact 5yall ealazl)
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that might affect the next vaccination dose.
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