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Dear Grade 1 Parents,

We are informing you that School Health intend giving children the following injections at one time
as follows:

Second dose of Varicella Vaccine

Combined Diphtheria, Tetanus, Pertussis & IPV,
Oral Polio

MMR if not taken at 18 months old

If you consent to the above being given on one visit then sign the consent form below. Also if you
DO NOT require the vaccination please complete below. The consent form should be sent to
admin@fpa.sch.ae or administrator@fpa.sch.ae

No later than Thursday 18" September.

We will then inform you of the dates when the Ministry of Health make these available to us. Please
note a family member/nanny will be expected to accompany the child for these vaccinations.

Any questions on this matter please call Ms Hanan on 2224001 ext. 6 or in English to the School
Nurse

Brettmgham
incipal

NAME OF STUDENT:

CLASS:

Please delete as necessary:
I require the school to give the Second dose of Varicella Vaccine
I do not require the school to give the Second dose of Varicella Vaccine

I require my child to be given the Diphtheria, Tetanus and Pertussis & IPV vaccinations and oral
polio vaccine.

I do not require my child to be given the Diphtheria, Tetanus and Pertussis & IPV vaccinations and
oral polio vaccine.

I require the school to give the MMR vaccinations
I do not require the MMR vaccination
My child has already been vaccinated against MMR. Please attach copy of record of this.

PARENT NAME:
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P.0. Box 797, Fujairah, U.A.E. Tel. +971 9 2224001 / 2283369, Fax +971 9 2221710
E-mail: enquiries@fpa.sch.ae, Website: www.fpa.sch.ae
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Immunization Consent Form for Grade 1

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 1.

Administration Route

Select Vaccine

(] Second dose of Measles, Mumps, Rubella (MMR) Injection
Combined: Diphtheria, Tetanus, a cellular | Injection

- Pertussis & IPV (DTaP, IPV)

O Oral Polio Vaccine (OPV) Oral

O Second dose of Varicella Vaccine Injection

O Yes, | agree to vaccinate my child.
If you choose not to vaccinate your child please tick (V) the related reason:

[[] 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)

[]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)

[ other reason, Ple@se SPECITY i et e s s e r st s s an s e s e e e s

* Important note: If you choose not to vaccinate your child, please ensure to communicate with the school

nurse and Provide the required documentations (medical report in case of medical reason).

Parent's /Guardian’s Name:

Relationship:

Mabile 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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Administration route Vaccine Select
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Injection Second dose of Measles, Mumps, Rubella (MMR)

La> BB Al duasl cdpasl @) oo A5G de =l H
Diphtheria, Tetanus, a cellular Pertussis & IPV

fnjection (Combined DTaP, IPV)
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Oral Oral Polio Vaccine (OPV)
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Injection Second dose of Varicella Vaccine
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Pre-vaccination Questionnaire

Student Name: B [ dadl =l
Gender: [ Male O Female e
Date of birth: .....cccumiminosias WAl s
School NaMe ...vusmimmssmsissismsisse Class/section: SIS VY -1 | /A0 VPN | Ayl
Telephone No.: Mobile ... —— Jabiga eaildl o8,

Home ....coovmvvvvecceeennn '
....................................... :Jre

peabasll ellacl Jud 3l in Aead 2y (2l / byl e cilaglae cillay Ay ikl 3/ i yen pods ¢ pal JSCda pualaill cllacl e aSl
Jltl g pulyudt pladl U35 5/ cdllall Ao (§ psds L'gi O Ay dk 15/ pan P (2 s polyd] pladl Bulas § peakadll luiwl 24393 piiw
peabaill Aoy ellac] e 455 18 Loa 5/cudlal)
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.

) PR
A0 | Article / ltem Yes | No
No.
% FYCHIR PP, E;‘I o0 Bl 9l pralazll (Al ‘1:_955“ 0o g9 ‘_5l oo Aalus 3/ SUall gl Ja

Has the student ever experienced any drugs sensitivity, food allergy, reaction to vaccines, or any other
sensitivity? Please mention it if @ny.......e e

2 claclall )5 s ot ulod] calS 13] Spualatl ay Gilielina of dsabias (oY Wil 3/callladl 2,05 Ja

Has the student ever Experienced any sensitivity, or complications post vaccination? If the answer is yes
please mentioning SUCh COMPIICALIONS.....c..cociuiiiriieniie ettt et st s cessas s s s srasas s sen e masssnnens
3. ) waadi3headt (f Lol § JSLia ol clemi il 3/clllall i pa5 Ja

Has the student ever suffered from any convulsions or any brain problems (neurological diseases)?

4. 3all Gl o pudl @3l yun Jia clllall UL 3Lzt ciayas ud Al sl o0 Asladl 3,31 s of 5/cdladl lay Ja

Tl eliac¥l Ach) (Aaglaadll
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 Hod M § ologsT @wl_gi Ol a:,;i 097152851 e Ggizs elgn L_5i 3/cudllall Jglis 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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If yes please mention the date: ........cevvveeecvencreerecrceeienen
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Did the students receive any blood transfusion or antibodies or plasma within the last year?
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Please explain: .......ccoeeeeriericeneceen.

" s Taull Jal ail g3l (gl 5l el Al o Adllall /calliall ilas Ja

Does the student suffer from any disease or receive any medications that affect coagulation?

ol S5 pai ALY 2alS 13§

If yes please mention the name & the date of the vaccine

Gbaadl yadl I cilosalas 513 /cllall ellasl 03 da

Did the student receive any vaccination during the last month?

(2] =1 ) 11=] o N e T oy

Do you want to inform us about any other thing?

Notes:

*  Please send a preschool vaccination card copy to the
school nurse.

*  Please send a copy of any medical report related to the
student’s health which might affect the vaccination.

*  Please inform the school nurse or the school

administration about any changes in the child’s health
that might affect the next vaccination dose.
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Parent’s NAMEe: ....ccvmeeecviece e v sremieinns
Parent’s Signature: ......ccoecveeeeneireene

Date: vissasscisisisimssmasssviavis s
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For any inquiries: please communicate with the school nurse
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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






