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Student Medical History Form el et gyl #5905
Day/Date gl £ Academic Year )
Parent Code A0 s o3 Student Code Sl 3,
Student Name .
L ) inidly Gl
(Full Name) JoSL el Garde/Section iy sl
Nationality i) Date of birth S g
Guardian - .
. . 4l als N
Relationship 1A Guardian Name A s e
Home Telephone — J; s Mobile No (1) 8-l sl 3 Mobile No. - & st 3, Street — ¢ Ll Area — il vl City — 5Ly
Required Documents to be Attached Yes | No | Card Number Bla) 03, Yy yglls by

Copy of the Health card ioed)) Bladl o byg0

1l
N
HEE

Copy of the Health Insurance card A ol By 0 850

f[z)?fcfv\%%léf son/daughter suffer from any of the Yes Remarks OlaSa Y | o stk o o

1 | Allergy/Sensitivity to medications/food..etc. Sl [ sl [ bl Al | 1
2 | Cardiac Problems Al g gstes | 2
3 | Diabetic Sl e |3
4 | Hypertension el b gy | 4
5 | Asthma #M| 5
6 | Renal Problems K gt | 6
7 | Any Urinary tract infections (previously) W) Wsd Glomadt 2ol | 7
8 | Epilepsy/ Seizures? slg ey | 8
9 | G6PD deficiency? it S5 (GOPD) Jsdlh Ll o0 | 9
10 Any chronic blood disease (Thalassemia, (ol o fidresa Lol /oGy a3ygl1 01 2 ol 10

Anemia, Hemophilia ...Etc.) .

11 | Recurrent epistaxis (nasal bleeding) @V gy S By |11

12 | Skin problems. bt @ JSles | 12

Eye (ophthalmology) problems (visual

13 | B (i a8/ Jsk) Ogalt (B JSLoa | 4
disturbances)

14 | Any previous surgical procedures done? (2 W) bl Sles s 1o | 14

15 | Admitted to hospital? Details (if yes)? (ly J o0 hdiadl J550 Ja | 15

Is the student using any medical

s lwns 4l 5}.@)_7 ey Ja 16
equipment / devices

16

Did the student ever get mumps, measles,

Sb @ [ a | By oY) doly ol
17 | chicken pox?

17
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(003000 JO0OCamen

18 | Psychiatric/ Behavioural Problems? (B3 o) AShws | dmnds ST | 18

Others (Must be Mentioned) .............ccoeviieiieninnann. f_ ..................................................... (BSs o2y s
Does your child suffer from physical disability? Please Indicate r No -y |_| Yes - o= | ool mn S Sl 0 o Sl [ Sl Glay o
Hospital or Health Center ;ﬂ'§d| Problem /Disease AR
Treated By (Dr. Name) et ol Date of Onset N
Student’s medication (Medicine Name) Sl o [ aggal
Dose & frequency OLS [ 2y s ot 22 0
Medication (in case of emergency) telshll SV (3 — aeof
Dietary Recommendations (Bdsdl oy okl Loy
Physical activity Recommendations (w2 oy el Sy
Recommendations for the school nurse EMRUE RN QS
Parents should adhere to the following: fh Lo pl Y oY Jy e s
1. é;t;z:; any medical report about the student’s health issue (current / previous L 5 oty T I B e i s f Gy Y
2. In case of any changes or updates to the student’s health situation; the school B Uiy el Dl B s sl g i Baplall (B el B Bl
nurse must be informed in written and updated reports must be submitted. AN

Day and Date Fly pgdl Signature of parent/guardian Py &b
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