FUJAIRAH PRIVATE ACADEMY
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Dear Grade 11 Parents,

School Health has informed us that the
Diphtheria, Tetanus, cellular Pertussis &
IPV(DTAP) and Meningitis vaccine for
Grade 11 students is available. If you would
like your child to be vaccinated please
complete this form. Also, if you DO NOT
require the vaccination please complete
below. This form must be emailed to Ms
Mitzi the School Nurse on
administrator@fpa.sch.ac by Thursday 18"
September.

Please telephone Ms Hanan on 09-2224001
ext 6 if you have any questions.

Thanking you for your assistance.
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Name of the child:

Class :

Delete as required:

I require the school to give the DTAP and
Meningitis vaccination.

I DO NOT require the school to give the
DTAP and Meningitis vaccination.

Signed:

Relationship to child:
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E-mail:

enquiries@fpa.sch.ae, Website: www.fpa.sch.ae
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Immunization Consent Form for Grade 11

Student’s Name

Emirate’s Identification Number

The School Health Program provides important vaccines to prevent diseases that can be prevented

under Ministerial Decree No.14. for students studying in grade 11.

Select Vaccine Administration Route
(| Conjugate Meningococcal Vaccine Injection
O Tdap (Tetanus, Diphtheria, Pertussis) Vaccine Injection

0 ves, | agree to vaccinate my child.

If you choose not to vaccinate your child please tick (V) the related reason:

[] 1 disagree because my child has been vaccinated before with one of above-mentioned doses as

per protocol. (Please send an official prove for that)

L] My child has a medical condition which prevents him / her from taking the vaccine now.

(Please send an AUTHENTICATED report explaining the medical condition to the school nurse)

L] My child is allergic to yeast

L] other reason, Please SPECITY: .....cccivuiecini et seesess s s b b A et st n R s3s s SRS atE s st s 0

Parent's /Guardian’s Name:

Relationship:

Mobile phone Number:

Alternate Phone Number:

Signature:

Date:

This form is valid for 1 year from signature date

For further inquiries, please contact the school nurse.
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Pre-vaccination Questionnaire

Student Name: 3 /dlall gl
Gender: [ Male [0 Female S
Dateof birth: .. smmeo bl &yl
School Name ..........occvivceveeicecnrieecerene Class/section: | e TS | /-S| Ayl
Telephone No.: Mobile ..., Jilige reailedl o3,
Home ....coevevrirecrnene ) .
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To administer the vaccine safely to your child, the school nurse would some information about your son / daughter. Kindly

fill this form before we give the vaccination to your child. We will distribute this form at the beginning of the academic
year. Please inform the school nurse about any changes in your child’s health during this academic year/ which might

affect giving your child the vaccination dose.

i) P
A0 | Article / ltem Yes | No
No.
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Has the student ever experienced any drugs sensitivity, food allergy, reaction to vaccines, or any other
sensitivity? Please mention it if @ny.......c. v er e seienens
& clielall €5 2 pai oWl alS 13] Spaalall way s line ol Zesbius (68 Wl 3/clllal] yiy23 Ja

Has the student ever Experienced any sensitivity, or complications post vaccination? If the answer is yes
please mentioning sUch COMPlICALIONS. .. i smsmmmnsimsssmassmsimsamsaiimamissiaasssisssssivilss ot b ismssises s
3. ) el 3ledt (fland) § JSUia of il 3/ lall nya3 Ja

Has the student ever suffered from any convulsions or any brain problems (neurological diseases)?
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Does the student or any family member suffer from any health conditions that depress the immunity like
leukemia, lymphoma, organ transplantation, etc.

5. S&LL«JIJ,@ A vHI| L_j ‘éjLﬂ-_ﬁS-” c)Lt.”_gi QUQ_,A«J‘ 3.:3:] ‘U.i}l'h}s‘" ul& G ;‘_90 L_Si 5/1—1.]”:;.” le.ﬁ Ja
Did the student receive any medications containing steroids, cancer medications, or chemotherapy within
the last three months?

EHS/ND/School Health Model/Pre-vaccination History Questionnaire/First Version: 2018/Last Revised: December
2022/Current Version No: 2/ Next Revision: December 2025
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.......................................... E a5 pad LoV i 13)
Did the students receive any blood transfusion or antibodies or plasma within the last year?
If yes please mention the date: .........wcocneeie o er s
7.
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Does the student suffer from any disease or receive any medications that affect coagulation?
Please explain: .....ccovumeiveicerences
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Did the student receive any vaccination during the last month?
If yes please mention the name & the date of the vaccine received ... vncnncs s

Do you want to inform us about any other thing?

Notes: etiadla
*  Please send a preschool vaccination card copy to the ) iyl Jyas 15 Lo (eualatll 2allay ye )40 Jlaoyl 32y

school nurse.
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student’s health which might affect the vaccination. opllacl 5,51l
¢ Please inform the school nurse or the school Ao e blat a5 el LS5 L e claid Al Bupall 305500 U 22

administration about any changes in the child’s health
that might affect the next vaccination dose.
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Parent’s Signature: .......ccomevnevcennnns i} &d
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For any inquiries: please communicate with the school nurse Gyl A yaa /45 pan pa Juolsill 2y Hluazadl)

Primary Health Care Department - School Health Section
EHS/ND/School Health Model/Pre-vaccination History Questionnaire/First Version: 2018/Last Revised: December
2022/Current Version No: 2/ Next Revision: December 2025





