FUJAIRAH PRIVATE ACADEMY

Principal: Ms. Jan Brettingham

22 October 2024
007/Par/24

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.ae by
Wednesday 23™ October.

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: radlall [l el
Class : tCiall

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

Signed:

Relationship to child:
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P.O. 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 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

- 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)

Il My child is allergic to yeast

L] other reason, PlEASE SPECITY  viivrirri ettt b b b e e

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 /il oo
Gender: [ Male O Female S
Date of birth: ..o Ml )5
School NaMe ..o s Class/section: | FPESA [0SO | Ayl
Telephone No.: Mobile ............ccc. L Jibiga reasledl o8,

HOME oo | .
....................................... :Jia
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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.
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28,4 | Article / Item Yes | No
No.
1. La,S31 € 450 oo ‘_5‘1 o0 sl of pualazll (daalsYl ‘a._g.ﬂl O g g‘l oo Al 5/l gud Ja
Has the student ever experienced any drugs sensitivity, food allergy, reaction to vaccines, or any other
sensitivity? Please mention it if @ny......cccu i e
2. alaelall )83 (2 pad Bla¥ K 13] Spualazll way cilaebiag of 2eswlov L_sS! Lol 3/ dlall o ya5 Ja

Has the student ever Experienced any sensitivity, or complications post vaccination? If the answer is yes
please Mentioning SUCh COMPIICATIONS. .....c.cceuitierie ettt st st raeresen et et ses s sases e ecssenenssans

3. ) goandl 3Lzl (floadl @ JSUia of cleei 21 3/ lall 505 Ja
Has the student ever suffered from any convulsions or any brain problems (neurological diseases)?

4, suill gl yu canll Gl yun Jia cdllall SLL 5L Canyas uB al> ! oo aslall 51,81 o 9l 3/cdlaltl SluJa

Sal cebiacdl dcly) Auglaadl
Does the student or any family member suffer from any health conditions that depress the immunity like
leukemia, lymphoma, organ transplantation, etc.

5. §aa; Ll 5o MU § g9lous! c){.dlji Ol a._gai 09Il e goim ¢lgd L_;i 5/ dUadl Jolis 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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Did the students receive any blood transfusion or antibodies or plasma within the last year?

If yes please mention the date: .........covemeincn e et
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Does the student suffer from any disease or receive any medications that affect coagulation?
PlEESE EXPIAINT ..veeiie ettt sttt et s enn et s eae sen v ene v e ees s essae s ana st aensan st sanans
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Did the student receive any vaccination during the last month?
If yes please mention the name & the date of the vaccing received ... eeeeveeecreceneeicreeeee e

Do you want to inform us about any other thing?

Notes: saaadla
* Please send a preschool vaccination card copy to the ) Byl Jsss L5 Lo (aalasll @8lkay oy 3500 Jlaoyl (3np0
school nurse. .
. eakosll oylazig Adlall /L JUall 3lams dude 4uylas gl e B Lyl (2
»  Please send a copy of any medical report related to the el o i) Sl k)l gl o Bige Jbl
student’s health which might affect the vaccination. dllacl 5,5l
*  Please inform the school nurse or the school dmie e blas ud odlel 585 Lo e cilaid &l Bupall 8/psye0 U1 2p

administration about any changes in the child’s health
that might affect the next vaccination dose.

Parent’s Name: ... senieeciesnnnns R 0¥ g el
‘).aa| ub _-35
Parent’s Signature: .......cccocovevvnecnennnnee - H
............. el
Date: e
For any inquiries: please communicate with the school nurse Byl 24z 500 /s yon g Juo gl (0 Hluazudl)

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



