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Ambulatory Healthcare Services

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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Health Problems / 4auall Jsbiall Yes/axi [ No/¥ Comments/<Uaada
1 Has the student suffered from any allergy? Medication, food, Dust. Please specify
Sa S5 oa LAl / Aandal / o 50 Bpln & (pe 8 /lldall ilay S
) Does the student suffer from heart diseases?
Sl 2al ol (e 8 fclldall ey Ja
3 Does the student suffer from diabetes?
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4 Does the student suffer from hypertension (high blood pressure)?
¢ pall ki o185 ) ya ye (e 8 /allall  Jlay Ja
5 Does the student suffer from Bronchial Asthma?
50l Clas s /ltall Ja
6 Does the student suffer from chronic kidney diseases?
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7 Does the student suffer from chronic urinary tract infection?
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3 Does the student suffer from epilepsy?
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9 Does the student suffer from G6PD (beans anemia)?
(e S35l el Gy ilima 3 /alllall Ja
Does the student suffer from Thalassemia, Sickle cell, Hemophilia? Please
10 | specify
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1 Does the student suffer from recurrent nose bleeding?
() iy ) S ile 5 a8 /lall ey Ja
12 Does the student suffer from any skin diseases?
Sdpala Gl el A e 8 /il ey Ja
13 Does the student suffer from eye diseases (e.g. Hyperopia or Myopia)?
(ki puad 5l i Jsha) (0 saal b dmaa JSLie a5 /Ll iy Ja
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
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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 W& 9l oMlel 8)gSdadl (ol (o (o B/CIUall OE 131
questions : DadWl dewdl de LY (2
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Regular medications: Yes (O No O .
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Medications Names and dosages details:
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Recommended Medications in case of @ ....ccccevvviiiieiiiiiiiiiicnnnnn, .
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Special precautions related to sport: SOTOOOPOROPURPPURRTOROPOROPOIROORE - 2 PN | RO P RUDVILS ) W JOPS-EX CUPER | X LS
Recommendations from physician/ to be done during the school day: bl psdl Ul g pldl) dugyiall dupyan/ o pea) Cadall B oy Bade Oiluogs

Kindly attach the Emirates ID and a Medical Report Ll e ob 1,85 9 bggdl Blay (e §g0 Bl (zp 1da>Dle
regarding the health problem, parents are responsible for Jgpa> dis duwydall 8/ o0 pdlel (e Gglggune JaI O cdudyall
informing the school nurse of any change and providingthe &= J+lsdl 9 43I 1)l olg3iy deosall Al § s G
necessary medical reports or contact with school nurse B9l e duydell 8/ (2 00
whenever it is necessary

Name of Parent/ Guardian:

Parent/ Guardian Signature: . .
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