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Dear Parents & Guardians,

As per DHA regulations, NWPS students can only receive vaccinations by our school clinic after the
consent of their parents. Thus, you are requested to read below and fill the relevant form and provide

original vaccination card.

I. If you disapprove the vaccination of your child at school, please fill in the refusal form below.

Student Name:

Date of Birth:

Class/Grade:

Assigned Medical Center/Hospital

This is to inform you that | disapprove the vaccination of my child at school for the reason of

on the condition that parents providing the school with a copy of the updated vaccination record.

Parent’s Name:

ll. In case the Vaccination card is not available, please fill in the substitute form below.

This is to inform you that my child has received all the
vaccinations till theageof ___________ including: _______ doses of Hepatitis B, _______ doses of MMR
and ___ doses of DPT/POLIO Boosters (last date: , Age: ).

As my child’s original vaccination card is misplaced, we are unable to produce the same.
So, | give the consent for further vaccination in the school premises.

Parent’s Name: _
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lll.  If you approve of your child’s vaccination at school, please fill in the attached form and attach

your child’s original Vaccination Card.

Kindly consider that filling the relevant forms is mandatory as per DHA regulations.

We look forward for your cooperation for the benefit of our children. For any further queries, kindly

contact the School Clinic (04/2610033 Extension 110).

Dr. Madiha Hammad
Medical Director

New World Private School-Clinic
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" DUBAI HEALTH AUTHORITY

GOVERNMENT OF DUBAI PRIMARY HEALTH CARE SECTOR
|  CONSENT FOR IMMUNIZATION cleakill ol af o ABblga |
Child Name: :Jikll an
Date of Birth: _ 150l ey
School Name: NEW WORLD PRIVATE SCHOOL daldd) aaad) allad) 4 jaall )
Class/Grade: Al feial)
Please Tick (V)
11 give the consent for the immunization of my child S/ A A3 Slagadadll aad ol & el O
]| don’t agree for immunization of my child Y [ Y Clagalail slae) e $851Y O
Name & Signature: ; 18 5l g an)
Parents/ Guardian  =sll/JaY)
P.O. Box: s (3 gdia ad
Telephone Number: sdilgl) a8

Dear Parents
Please provide the following information to update your child school health record and send

his/her ORIGINAL IMMUNIZATION CARD

al Sl Ja¥) 3 s
¥ cilimanil) S Sl ) g aSTil/alily aldd) awal) Jad) Euaail 40010 cila glralls Usg 35 A0

Child History of illness: s paal) ) Jsaal O Le ) pa¥) S
Please tick (\) appropriately, if yes, Specify Month/Year of iliness
Aol &g o )l paad (o () Sl YIS 1)

Infectious Disease YES | NO Non-Infectious Disease YES | NO
Lanal) i paY) axd Yy Lara i) Gl yaY) axi Y
Diphtheria Ll Accidents <l sall
Dysentery Ll Allergies Aball
Infective Hepatitis =~ Sb sl 2 gl Bronchial Asthma sl
Measles dpasll Congenital Heart Disease
) chla g5
Mumps sl Diabetes Mellitus @S
Poliomyelitis Julyl JLs Epilepsy g =l
Rubella k¥ daaall G6PD (Glucose6-Phospate
Dehydrogenase deficiency)
adl il S i
Scarlet Fever 4 3e Al eal) Rheumatic Fever 4 i)l aall
Tuberculosis Jud) Surgical Operation 4l s cllee
Whooping Cough Sl ) Thalassemia Lapn Dl
Chicken Pox BN
If yes, write the year of illness Ol dis ST cand l gl IS 1)
History of: B!
Blood Transfusion/ sl J&&  [INo [JYes, Frequency/< all s Date/z 1l
Hospitalization /45iuall Jsaal TINo  [Yes, Reason/wud): Date/z 4l
Family History: ol Alilad) 5y )l

__Diabetes/s Sl Hypertension/sal ki glii ;) Mental Disorder /e ol jhal — Stroke/Ase Ll m‘_Tuberculosis/M\

Other s_al, Specify s

Licensed School Nurse and Signature/ia el &3 5 Dateg ull/:




