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Student’s Name:

School: Grade: Section:
DOB: Sex: Maled Female3d
Nationality:

| AN Ul plae) o 438 galf Tigad
Influenza Immunization Consent form
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The School Health Services / Ambulatory Healthcare Services-SEHA,
a subsidiary of Pure Health will provide the students with the Flu
vaccine as recommended by the Department of Health (DOH) and
Abu Dhabi Public Health Center (ADPHC) as per the below:
For students younger than 9 years of age:

e One dose will be given if the vaccine was given previously

OR

e Two doses will be given if the vaccine was not given
previously (4 weeks apart)
For students 9 years of age and above: 1 dose only will be given.
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O 1 agree with my child being vaccinated.

| authorize the AHS/SHS vaccination nurse to administer
epinephrine in case of anaphylactic reaction after vaccination as
recommended by DOH

I will also inform the school nurse, in case | vaccinate my child with
Flu vaccine before the school vaccination scheduled date
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In case of approval, and to ensure safe vaccination, Please
complete the following checklist
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Did the student have any anaphylaxis reaction
following any vaccination in the past?
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Does the student have a known history of a severe,
life threatening allergic reaction (e.g., anaphylactic
reaction) to eggs or neomycin?
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Does the student have history of Guillain-Barre
syndrome?
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O 1 disagree with my child being vaccinated
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| understand that the medical record is a confidential document.
Reporting of medical information to other entities is subject to DOH
data management and standards requirements policy.
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Relation: ........
Date: ...coeeenne
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For further queries, please contact the school nurse.
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