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Student Medical History Form

&udent MO s ]
Dear parent/ Guardian:
Kindly fill this form about the medical History of your Son /daughter by answering Yes or No .
If any answers is Yes , please provide us with dates & details , Answers should be as accurate as
possible. The student’s Health is our priority.

Students Data ;

Student’s NamMe © ....coeereececeeeeee e SEBHUCE T Nationality:..................
IR A B oo s s School: ..o GRS i
Guardian’s Name : ............cccoverereeveeerererererns Relaton to SIEITS .. oo b i
Religion : w...cocvvecerecrren, I 1 8t LADBUABETS i isiniitinmmmmpensmmuemersdbssstssvemsssses
Student’s / guardian’s Contact ; '
B Yoo &1 LR E G R S BEERE L s
Home phone NO.: ........................... Mobile phone No.: c....ovevvrooo 2" mobile NO.: ..ovveeernnn.,
Required documents : attached

- Passport Copy : Yes O No O

- ID Card copy : Yes O No Ll TN ciiiiemmnrenierermmmmsn

- Health card copy : Yes O NoO No: .o

- Insurance card copy : Yes O MO Ll M it
No. Health Concerns Yes | No Comments

1. | Does the students have any allergy or sensitivity to
medications/food/ ...........etc. please mention it if

2. | Does the students suffer from any cardiac problems?

3. | Is the student Diabetic?

4. | Does the student have hypertension ?

5. | Is the student asthmatic ?

6. | Does the student suffer from any renal problem?

7. | Did the student suffer previously from urinary tract infections?

8. | Does the student suffer from epilepsy/ seizures ?

9. | Is the student suffering from G6PD deficiency?

10. | Does the student have any chronic blood disease?
( Thalasemia, Anemia, Hemophilia ........etc. )

11. | Does the student suffer from Recurrent epistaxis { nasal
bleeding ) ?

12. | Does the student have any skin problems.

13. | Does the student have any eye ( ophthalmology) problems
(visual disturbances) ?

14. | Any previous surgical procedures done ?

15. | Any previous admissions to hospital ? please mention
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16. | Is the student using any hearing /visual/walking/aids?
IF Yes, whatis it?

17. | Did the student ever get mumps, measles, chicken pox?

18. | Does the student suffer from any psychiatric/ behavioural
problems?

If the student has any health problem kindly answer the following questions:-

Type of problem /disease & date Of ONSEL & ..vvceiriiieiiicr et sn e

whenwas thelastattack s e s

Name of hospital or health center where the student is getting treatment / fOlloW UP : «.veeeveeeeeereeeerreeereresereens
Name of treating PhysiCian: .....cceeeesieeemreressserssessressessiens

Long term medication used by the student :-
Name of Medication: ...........cccoonvviviiicicicnnccnncnnen... DoSe & frequency
Medication recommended in CaSe OF BMEIZENCY : ...covvveiiueeeeeerereeseee et tee e s e et s e ses e sesseseesesserse s saens

DL S T T 1 1T o [Tl o s NP oo e S s R O

Physical activity RECOMMENUALIONS! .......ccoiiiiiririiisiieticiieet et ee et a e e e e sesesesenes s sessesesesessesssessssssssnses

Recommendations for the school nurse during the SChool ROUIS: ..........oovoveveieeeeeeeeeeeeeeeeeeeeeeeeeeeeee e,

Parent’s/Guardian’s Name & Signatures...........ccueueeveeeeueeeecenoreeeeeeeereors. DALE T oo e

Note: = e
Kindly attach any medical report with this form & send it back to the school nurse with the student .

Thank you




