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Dear Grade 8 Parents,

School Health has informed us that the Human
Papilloma Virus (HPV) is vaccine for Grade 8
girls and boys is available. If you would like your
daughter/son 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.aec 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: sl [
Class : sl

Delete as required:
I require the school to give the vaccination.
1 DO NOT require the give the 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 8

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 8.

Select Vaccine Administration Route
HPV9 (Human Papilloma virus - 2 doses) for less | Injection

= than 15 years old (0,6 months)
HPV9 (Human Papilloma virus - 3 doses) for 15 | Injection

a years and above (0,1,6 months)

O HPV9 (Human Papilloma virus) defaulter Injection

O ves, 1 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 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)

] My child is allergic to yeast

L] other reason, Please SPECITY ...t et s s et e e e s b e s R s

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 /ediadl ol
Gender: [ Male I Female I
Date of birth: ......ccccccvrveervvererirnnnens Ty Nyl @L‘.
School Name .........ccccvrmrissnncenn Class/section: Beaddl /il Ayl
Telephone No.: Mobile .............ce... EENS—— ) FT P R - 1|
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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.

il i | Y
28,0 | Article / Item 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........ e sesres s enne
2, cliclall S5 2 pai oWl alé 15) Spualaall aay lic bz of Eessbion 68 Uil 3/cdlind] i yas Ja
Has the student ever Experienced any sensitivity, or complications post vaccination? If the answer is yes
please Mentioning SUCH COMPICALIONS.........ccoiieiecetceeetietr e er et re s see e sessesteesn st ee e benssnaas sanesesnsecstvanensnen
3. ) gwandl 5kt (flaadl § JSLie ol cilzeitdd 3/ IUnll i ya5 Ja
Has the student ever suffered from any convulsions or any brain problems (neurological diseases)?
4. sl gl yas caudl Gl Jio ol UL 5L cin s i al> ! e dlilall 51,5 o gl 3/dlall Sl Ja
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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, Ludl g DL ‘3 SslessI! C)hﬂ_gi Ol yadl Z\.:jai (0971985 e 5otz elgs ‘_5| 5/l Joblis Ja
Did the student receive any medications containing steroids, cancer medications, or chemotherapy within
the last three months?
1

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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6. oLl pLall IS5 Loyl of 5line bl of a5 Jar) Adlall /e dliadl a5 Ja
.......................................... il €51 e sl 15

Did the students receive any blood transfusion or antibodies or plasma within the last year?
If yes please mention the date: ... s et s sr et
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Does the student suffer from any disease or receive any medications that affect coagulation?
Please eXplaing s s arasisiisiiims
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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 ...........c.eeieecinennn s

Do you want to inform us about any other thing?

Notes: reilliala
»  Please send a preschool vaccination card copy to the ) aayl) Jgas J15 Lo (aakaz)) 25lkay e 5y540 Jlaoy) 32y

school nurse.
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»  Please send a copy of any medical report related to the wilerll gyl B il ke e gl o Bse Jlol o

student’s health which might affect the vaccination. phllacl 5,8l

*  Please inform the school nurse or the school Amge e bl ud el LS5 Lo e st &l Bupall 8/aree P n
administration about any changes in the child’s health
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that might affect the next vaccination dose.

Parent’s Name: ....ovennveecinnirsceesieennns T — g v | 0 |
Parent’s Signature: ... ) H
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For any inquiries: please communicate with the school nurse Gyl A yna /4 yan o e gzl (omp0 izl

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






