
Little Oxford Nursery and Day Care 
Khuzam, Ras Al Khaimah, 

U.A.E 
 

Medical Form 
 

Child’s Name:  
Date of Birth:                                Height:                      Weight:                       
Nationality:  
Address:  
  
Res. Tel:  
Mobile:  
 
Please tick appropriately: 
If yes, specify Month / Year of illness: 
 
INFECTIOUS 
DISEASES 

YES NO  NON – 
INFECTIOUS 
DISEASES 

YES NO 

Diphtheria    Accidents   
Dysentery    Allergies   
Infective Hepatitis    Bronchial Asthma   
Measles    Congenital Heart 

Disease 
  

Mumps    Diabetes Mellitus   
Poliomyelitis    Epilepsy   
Rubella    G6PD ( Glucose6-

phosphate 
Dehydrogenase 
deficiency 

  

Scarlet Fever    Rheumatic Fever   
Tuberculosis    Surgical Operation   
Whooping Cough    Thalasemia   
Chicken Pox       
 



 
If yes, write the year of illness 
History of : 
 
Blood Transfusion: Yes No Frequency: 

 
 

Hospitalization:  
Date: 

Yes No Reason: 
 
 

 
 
Please tick appropriately: 
Family History: 
Diabetes Yes No 
Hypertension Yes No 
Mental Disorder Yes No 
Stroke Yes No 
Tuberculosis Yes No 
 
Other, specify: 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
 
        I, the undersigned, declare that the information given above is 
true to the best of my knowledge. 
 
Date: ______________                                  _________________ 
                                                                          Parent’s Signature                                                             


