I Tip  MEDICAL & IMMUNISATION RECORD sl i

GARDEN

Start Date &)

Child’s Full Namedikhll Jalsl) aus¥)

Nationality:4zial) Date of Birth: !l g U

Gender: o«

Boy |:| Girl |:|

Contact Details: Juai¥) Jualdi

Father’s Name: ¥ aul Mother’s Name: #¥! o

Father’s Mobile Number: ¥ Jib s« o8 Mother’s Mobile Number: »¥) Jib o a8
Father’s Work Telephone number Mother’s Work Telephone number:
N Jal) Caila o8 oSl Jasdl) (il o8

E-Mail: 5 5SY) & 5ll E-Mail: 538 a0l

Home Address: Jjwll o)) sie Home Telephone Number: J il o)) sic

In the event of an emergency, please state who you wish us to contact:

& el sl Sy (gl shall Adls (3
Mother |:| Father |:| Other |:|

Alternative Emergency Contact: i ) gha ol8 )l

Name: Mobile Number: Relationship:4_all ila
Name: Mobile Number: Relationship:a_all ila
Name: Mobile Number: Relationship:




Family Doctor/Clinic/Preferred Hospital (idiual) - 3alal) - dlilal) cuh

Name:

Y

Contact Telephone Number: Jal 5ill o3

Has your child had any of the following? (Please tick yes or no where applicable)

(Aalal) die "™ g "aai® Aadle gy 2 ) Sk Laa (g (e llil ey b

NO | YES NO | YES
Eczema Lay SV Bronchial Asthma
5
Congenital Heart Disease Chicken pox sl

Diphtheria bl

Diabetes Mellituscs Sl

Dysentery _ts 3l

Epilepsy/Seizures g <l

G6PD(Glucose6-phosphate
dehydrogenase deficiency) (o<t
i g8 6 338 slal) G g 4 L)

Ineffective Hepatitis «ledll
Jlaall e 2Kl

Measlesiuasll

Mumps sl

PoliomyelitisJiky! JL&

Rubella Zuld¥!) duasl)

Rheumatic Fever 4w jile )l sl

Scarlet Fevera: y_ji as

gl

Tuberculosisdwdl (= Whooping Cough Jleud)
Sl

Thalasaemialyews8ll Accidents &) s~

Vision problems/glasses JStis Surgery Sl

Frequent Headaches_ S ¢ lua

Frequent Gastric
Problems 3zally JSLia

B))SSA

Hearing Problemsgasdu JSLis

Other s )

:Please provide details for any of the above answered YES, including treatment and medications
cdyga¥l g okl A3 L_r" Lo ¢ odei ardy cllal¥l (e é\ OF Jmaldl gl

Family History[:l ]

Diabetes: Yes No

Child’s history of Jikll okl # )dll: Blood Transfusion 2 J&: Yes

Stroke: Yes

L]

No

L]

Tuberculosis: Yes

L O

No

]

No




L1 O

Hospitalization:  Yes No [] []
Is your child on any regular medication ¢! sl (3 dsulua Jikll 521 ? Yes No

If yes to any of the family history, please list st ela I and Ala ) cil< 13

O O

Does your child have any allergies e.g. food, nuts, medicine, seasonal?  Yes No
Atan gal) 45 9o g ) puSall g 300 Jia Al ‘5\ (e il Slay Ja

If yes, please list: 4aildll xaasi ela | aad Y1 il 1)

Immunisation History

The Nursery needs to maintain current information on each child’s immunisation
history. It is therefore important that Sunflower Nursery has a copy of your child’s
immunisation records. Please provide any record updates as soor] _} possilf ]

Has your child received all required vaccinations up to date: Yes No
padail) ey U
I e Alan 5l (6% O ageall e AN Jid S aedal) oy U Jga Adlad) Cila plaally BUEGAY) ) Adlaad) g liad
u&aﬂjgﬁ\&@&lﬁg.\aﬂ ‘éi Hﬁﬁﬁﬁ JCllddy Aaldl ﬁﬂkﬂ\ QN@.«AOAM
1Y) a4 glhaal) Cilapdail) asay cllila AL Ja

If not, please specify the reason: sl S3 ela )l 45 gllaall Glapmlaill 3l 1 1)
e

[ have attached a copy of my child’s immunisation record:  Yes No
If not, please bring a copy as soon as possible.

OSan i g 8l s jlan g 53 (3 Y ay Al 131 il aedal s (e A il ) il

Does your child have a special educational need? Yes | []

If yes, please specify the diagnosis and requirements:

Glallaiall g Aadl aadlds (31 ) sy and AlaY) K1)

[s there any reason for your child to have restricted physical activity? If yes, please
provide the details:

i) apafi sy ¢ andy LlaY) i€ 1) € oad) Lalial) 4 jlae (ge cllila aiay s ol Sl Ja



[ hereby confirm that all the above information is true and correct to the best of my
knowledge.

dana odei 5 Siall QLAJM‘&:\A%CJ 1A gay A8

Parent’s Name (Please Print): Y 9 pl

Signature &2 ; Date g4 ;

For Office Use Only &ilaal) 3 b pald

Date Received:
Checked By:

Photo

Immunisation record
Medical Card




