Annual school health screening consent

Consent Form for Annual School Screening for grades KG1 - Grade 12
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The Annual school Screening aims to assess the health status of students from
KG1 to Grade 12 to enhance the early detection of certain health problems.

IThe Annual screening is performed by a registered nurse assigned in the school

clinicand consists of:

. Medical history assessment

. Vital signs including Blood Pressure assessment

. Growth assessment (height, weight, and BMI Z-score)

. Vision screening for all students (in addition to Color vision
screening which is Optional for grade 5 students)

. Mental Health Screening: Attention Deficit Hyperactive Disorder
(ADHD) for Grade 1 students. The teacher should refer students with
suspected ADHD to the nurse who will send a questionnaire to both
the teacher and the parent and shall refer if either questionnaire is
positive.

The annual screening will be followed with the below:
1.  Health education
2. Smoking awareness program for all students in grades 5 to 12.
3.  Review of immunization
4.  Oral health
o Oral health promotion programs for kindergarten students
(KG1and KG 2)and Grades 1, 2 and 3.
o Supervised tooth brushing program for kindergarten
students (KG 1 and KG 2)

N.B: British schools shall use the equivalent years system

Following the screening, you will receive a report with the results, and an
appointment shall be set for the student with a physician in the clinics if
further management is needed.
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information about the Annual School Screening and the purpose of conducting
this screening for my child, and therefore I:

The data of the annual school screening program will be shared with the b o o Jolad) i
educational regulatory authority concerned and Abu Dhabi Public Health
Center (ADPHC). This is to study disease patterns in our community to
assistin planning and developing health services. We assure you that all
this data will be held with complete confidentiality.
I, ( ), the undersigned guardian of the ) /AW ey gl ool isall ) 6f 3l
student, ( ) have received sufficient e llea o 01l oo B oy el bl il by g L Claer a5 Y

0 Agree to have the student undergo the tests mentioned above, to have the
annual school screening report sent to me, and to be contacted in the future
for medical follow-up if necessary.

o Disagree, please mention the reason:

Name of Parent/ Guardian:

Relation to Student:
Emirates ID of Parent/Guardian:
Parent/ Guardian’s Signature:

Contact Number:
Date:
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School Health Services — General Consent Form (KG1 — Grade 12)

(s S Ciall — 1 Ay JEBY (L)) dasyiball desall Clous - Aolall

aadlgally Hy3YI 3 g0l

Student’s Name:
School: .
DOB: .....
Nationality: ...
Student’s NO: ...

. Section:

Emirates ID No:
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IThe purpose of this consent form is to ensure that the School Health nurse has permission to provide
health services for your child, as well as the use of medical information.

Kindly sign this form and once you do, it will be effective for all future visits, and until you either refuse
these health services or he/ she is transferred from the school.

I I, the undersigned, agree that healthcare services shall be offered for my child by the school
nurse in the school health clinic.

- | hereby acknowledge and authorize the school nurse to provide the curative and

or preventive services that may include the annual school screening, vaccination administration,
follow up of chronic and infectious diseases, and first aid, and / or referral to a primary health
care center or emergency room when necessary.

- | also acknowledge and authorize the following emergency medications to be administered
hen needed:

1. Paracetamol to control mild to moderate pain and fever.

2. Topical cream for mild skin allergy.

3. Epinephrine injection for a severe allergic reaction.

4. Ventolin inhaler (Salbutamol) to control asthmatic symptoms.

5. Oxygen therapy in case of low oxygen concentration in the blood

Please list any precautions or contraindications to the above medications that the school nurse
needs to know:

I If my son/daughter needs to be transferred to the emergency room, then | authorize the school to
larrange for his / her transfer.

I In addition to the Annual school Screening, which aims to assess the health status of students to
lenhance the early detection of certain health problems, and it consists of:

Medical history assessment

Vital signs including Blood Pressure assessment

Growth assessment (height, weight, and BMI Z-score)

Vision screening for all students (in addition to Color vision screening which is Optional for
grade 5 students)

Mental Health Screening: Attention Deficit Hyperactive Disorder (ADHD) for Grade 1
students primarily and other students who may show ADHD symptoms at a later stage in
their growth or education. The teacher should refer students with suspected ADHD to the
nurse who will send a questionnaire to both the teacher and the parent and shall refer if
either questionnaire is positive

IThe annual screening will be followed with the below:

Health education

Smoking awareness program for all students in grades 5 to 12.

Review of immunization

Oral health:
o]

1
2
3.
4
Oral health promotion programs for kindergarten students (KG 1 and KG 2)
and Grades 1, 2and 3

Supervised tooth brushing program for kindergarten students (KG 1 and KG
2)

IN.B: British schools shall use the equivalent years system

I-Following the screening, you will receive a report with the results, and an appointment shall be set for
the student with a physician in the clinics if further management is needed.

-l also understand that the medical record is a confidential document. Reporting of medical information to|
lother entities is subject to DOH data management and standards requirements policy.

IThe following school personnel will be notified about my child's medical condition:

O
O

School Personnel that have contact with my child
School administration only

-The data of the annual school screening program will be shared with the educational regulatory
lauthority concerned and Abu Dhabi Public Health Center (ADPHC). This is to study disease patterns in
lour community to assist in planning and developing health services. We assure you that all this data will
be held with complete confidentiality.

PARENT/LEGAL REPRESENTATIVE SIGNATURE:

| am the legal guardian of the student, and | have read and understood the information provided to me
lon this consent form.

a
a

| agree that health services mentioned above can be offered for my child in school.

| do not agree that health services mentioned above can be offered for my child in school
except for emergency care.

In case of refusal, the above services will not be offered except in an emergency requiring immediate
intervention.
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If you have any queries, please contact the school nurse.

Name of Parent/ Guardian:
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Relation to Student:

Cally ol il

Emirates ID of Parent/Guardian:
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Parent/ Guardian’s Signature:

@2 191 9 b3
Contact Number:

Bl 03y
Date: Wl
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Student’s Health History Form
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Dear Parent / Guardian:
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Please fill out this form about your son/daughter’s health condition.
Answer Yes or No, if your answer is yes, please provide dates and more

details in the guardian’s comments box.
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Health Problems / dowall JSUinall Yes/pa No/y Comments/<Uas>Me
Does the student suffer from any allergy? For example, allergies to medication, food,
1 | dust. Please specify?
T,S3 2y §8y300 / daabl / clgs (o duolin Jld) Joww (e ol Dl oo 8 /Il Bl Jo
2 | Does the student suffer from any heart disease?
s (olyel &l o 8 /Il Gy Jo
3 Does the student suffer from diabetes?
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4 Does the student suffer from hypertension (high blood pressure)?
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5 Does the student suffer from Bronchial Asthma?
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6 Does the student suffer from chronic kidney diseases?
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7 Does the student suffer from chronic urinary tract infection?
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8 Does the student suffer from epilepsy?
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9 Does the student suffer from G6PD (beans anemia)?
§ (po)_u5) Jall sl 20 e 8 /el Jo
10 Does the student suffer from Thalassemia, Sickle cell, Hemophilia? Please specify
18,83 (2o (s gang)l ¢ domrodl pl 525 claaasdlal]) Ayl pll Lyl o S Dliae Ul Jo
1 Does the student suffer from recurrent nose bleeding?
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12 Does the student suffer from any skin diseases?
Sl ool & 0 8 /Al Gl Jo
13 Does the student suffer from eye diseases (e.g. Hyperopia or Myopia)?
§ (el rad of Jsb) Ol (olyl (o 8 /Il lay Jo
14 Has the student had any previous surgery? Please specify
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15 Has the student been admitted to the hospital? Please specify
ol JS31 68 (yo pdidanal) 8 /IRl Jlso] @3 o
Does the student use any assistive medical device? (Hearing aid, crutches,
16 | wheelchair) Please specify
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Has the student been infected with any infectious disease such as mumps, measles
17 | or chicken pox? Please specify
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18 Does the student suffer from Bed-wetting/ incontinence?
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Student’s Health History Form
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Is the student taking any regular medications:
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Medications Names and dosages detalls: | TP VY- VUK SO PRV
Recommended Medications in case of emergency: 5l U 3 gy gosall gl
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Kindly attach copy of the Emirates ID of the Student and a medical
report regarding any health problems. Parents are responsible for
informing the school nurse of any change in the health condition and
providing the necessary medical reports or contact with school nurse
whenever it is necessary.

If any further queries, please contact the school nurse. Clinic Tel:

Nurse’s Name-s/a_aall aud:

Name of Parent/ GUArdian: ........cceevereeeeeeereuneescencereenmiessesenens
Relation to Student: ... e

Parent/ Guardian SigNature: ........cceeecerennenseesissessesssssesrenaens
Contact NUMDEN: ..ot
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