The International School
of Choueifat - Koura

Medical

Form

Academic Year20 /20

First Name:
Father’s Name:
Family Name:
Date of Birth:

(Day/Month/Year)
Grade:

1) Can your child use the toilet unaided? (for KG applicants only)

Yes No
2) Does your child suffer from any medical problems?
Yes No

If yes, please explain.

3) Does your child currently take any medication?
Yes No

If yes, please specify reason, dose, and frequency.

4) Has your child ever been hospitalized?
Yes No

If yes, please explain.

5) Does your child have any problems with his/her eyesight?
Yes No

If yes, please explain.
6) Does your child have speech problems?

Yes No

If yes, please explain.
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7) Does your child have difficulty in hearing?
Yes No

If yes, please explain.

8) Do you have any objection to the school doctor/nurse examining your child?

Yes No

9) Has there ever been a death of a family member before age 50 for no apparent
reason?

Yes No

10) Does your child suffer from any of the following conditions?

Medical Condition Medication

Asthma

Diabetes

Epilepsy

Hay Fever

Tuberculosis

Eczema

Heart Disease

11) Does your child have an allergy history?

Allergen
Eggs Peanuts Seafood Wheat Insects
Latex Medication Dairy Products Fruits Other(s)

Please specify:

Reaction
Eczema Rash Hives Eye Swelling Hoarse Voice
Mouth Swelling Wheezing Vomiting/Diarrhea Fainting Other(s)

Please specify:

Intervention needed

None ER Visit Medication Hospitalization Other(s)

Please specify:



12) Has your child had any of the following inoculations?

If yes, please fill in the date of the last vaccine.

Vaccine ‘ Date of Last Taken Vaccine

(Day/Month/Year)
BCG (Ql) Joud] / /
Hepatitis B saibgll aall ulaill B / /
MMR (measles, mumps, rubella) (we4s qii diiloll dinn) dinn / /
Chicken Pox / Varicella cloll )10 / /
DPT (diphtheria, tetanus, pertussis) jlia wGdgal ,dqild il / /
Polio (OPV) Ulab il gL / /
HIB (haemophilus influenza) Lilhwull-ljilglail yugliagoia / /
DT (diphtheria, tetanus) jliall . Ggilall / /
Rotarix Ligdl wugpa / /
Hepatitis A sibgll wall ulaill A / /
Meningitis Ll / /
Typhoid atigayill / /
If other(s), please specify.

(Kindly attach a copy of the vaccination card)

13) Has your child suffered from any of the following illnesses?

Disease ‘ Yes ‘ No ‘ Year

Measles dinll
Mumps ugh qil
German Measles diilolJl dinall
Chicken Pox cloll :njao
Tuberculosis duudl
Whooping Cough el Jlewd!
If other(s), please specify.

If your child is to be administered a medication from your doctor during school hours, it will be
given to the school nurse first thing in the morning with an accompanying letter from the parents
or doctor. It can be then collected from the clinic before going home. Please clearly write the child's
name, class, time, and dose of the medication. Medicines are not to be kept with children. Students,
who are using the school’s transportation, can leave their medicines with the bus assistants.

dmjoo/uub | clgall clhel dule ungita ol olgall aleluw JUb élga 350 af wihll uile gls b nd
wlhll djaleo Jud daliell go clgall 331 oiig «awb go gi wllhll jof :alg Go dllw) Gla)l go bln dwjaall
.daan0ll dejallg elgall 33T Cidg (ugaig anlg Javiu adng wllhll owl dilia qiop Jjioll qul

2o dygalll elji eayle wagly drwjaell alnlgoll tgloeiuwg il uUbl diill bl go digalll ¢y gioy
bl dapiuo



Medical Emergency Authorization / dijlhll GYlall :ub gaigai
[, Mr./Mrs. , parent of the student

Agree Disagree for the school to take my daughter/son, in Grade

to the hospital in case of any emergency.

ddlhll/allhall ol :nlg ()1l aliaf gédgoll Lif
wanll :nd niil/:anl Jlw)l dwjaoll (lgid uf yile  Galgi U Galgi
Al acw U taylb nf lal/al doo 13] qiaciiuel | gl

Signature ardgill

| Mr./Mrs , parent of the student ,
hereby certify that the information provided on this form is true and assume responsibility for any
missing health-related information (illness and/or allergy), and | shall be responsible for and
shall release and indemnify The International School of Choueifat — Koura, its employees, from
and against all liability arising from all illnesses or allergies my child has, and the consequences
that might result.

| understand that any false or misleading information or significant omissions may entitle the
school to reconsider my child's attendance at school. | agree to immediately notify the school
should any illnesses develop.

ddinll/allall ol wnlg () RTETVIRT]

Glogleoll :na wdi gl b :ni uc ddgduiell dolb Joailg aigaeill 1aa :na dajlgll aloglaall dan a4di
alaigill dwjro droai uga dlola dilgduuo doail wguug (drwlua gl wajo) wnill/:nil dany ddleioll
diwlwall gi uagel! 138 aldelio e dailll jhnil e wgei/dlgds i latdhgog djgall — dugall

iyl Jgudi nd aill dale] and Gall layholg dwjoll Ugai dngdio gi daan pe dlogloo )i il oAdilg
dwjaoll :nd aliauig

Name: ;o yli
Date: g Lill
(Day/Month/Year) o _ee
Signature: :adgill
For School Use
Remarks:
Date Checked: / / Dr./Nurse Signature:
(Day/Month/Year)




