o 2_:’5 %g - Q;E%
Registration g W o .

Child’s Details: ikl duald Jualds
Child’s First Name: Jikll |
Child’s Family Name: AL sl
Date of Birth: heall gy 4l |

‘Nationality: Apaiall
Religion: a3l
Languages Spoken: 1. v} 2 Jilall Loy Saaty 1 41

: The Baby Club | The Toddler Team | The Nursery | The i
Admission for: Foundation Foundation
_ 3 mnths — 1 1-2 2-3 Yearl
f o8 Juad (3 mn yr) | ( | yrs ) (2-3 yrs) ea(rg' P
0 3y S 3l
Father’s Email:

: Bﬂsjﬁ‘f})ﬁyxigﬂ‘

[ Mother’s Email:

Parents’ Details: ‘ o ) el
Father’s Name: . 2l g} ol
Nationality: Adpda,
Occupation: Adgall
Company Name & Seiadl g Jaadl 18
Address: Ol =
Tel: O ealall
Mobile: S gl 23]
Fax No: ,, oSUl o3
Mother’s Name: | AV el
Nationality: daaiall
Occupation: Adgall
Company Name & O stall g Jeall lSa
Address:

Tel: ikl
Mobile: Jobs sl
Fax no: oSl o8,
‘ ' i
@

www.littleoxfordnursery.com | info@littleoxfordnursery.com |
Tel: Khuzam: 07-2361652 | Mamourah: 07-2276520 | P.O.Box: 32822, RAK. UAE.



i |

Residence Details: S pbga Juald ]
Location: L &l gall]
P.O. Box: su ) el
Tel: L Ol
Emirate: | 3 Y
Would you like to use school Yes/No  paldl aodiud o) caad Ja
transport: pxd Y

| School bus service : One-way: * i L Two-ways: * <l 5 &
Mobile no. of the person to receive - Jakall A AW sl A

| the child at home: i . i

- Kindly draw the location map of your residence (for transport purpose):
Ji (S o 5m (o Ay A o

L, the undersigned, declare that the above given information is true to the best of

my knowledge. - : 5
plsile Juadl o dasaiall Glaglaadl cuhe) ) Lo ad gl

Date:

-1 Foull :
T Parent’s Signature
) L,slﬁ C‘“f ,



LITTLE OXFORD NURSERY &AND DAY CARE

RAK, UAE.
Medical Questionnaire

Child’s Name: ' Akl
Date of Birth: Slaal) gy s Height : Jshall Weight : bl
Address: i) sindl
Res. Tel: Mother’s Mobile: Father’s Mobile:
O3l Y= il gall o3 Y= Qi sall a8
Please answer the questions provided below:
nuestionnaire: Yes a=3| No %Y ,
 Is your child’s appetite normal? dannls dipe
Is his vision normal? b JS s n
Is his speech normal? b JS5 KIS
Is his hearing normal? T A Y
Does he have a history of prolonged fever? Al ol Baal _ea A0l i a
Does he suffer from breathlessness (Asthma)? - eanll 8 AlS. ) 4]
Has he had any previous diarrhea? Jgsl pal el (5]
Has he had a bedwetting history? | IV Y s )
Does he suffer from fits or convulsions? E Ja
Does he snore? el AlChae 4
Does he suffer from recurrent nasal bleeding? <o 33 Sl (61|
Does he have any other problem or disease? A JSUi gl 4]

>'you want to share with us something of vital importance about your child’s health?
(Information given will be treated as confidential.)
: pSliks An e 4y LS e (5355 pea o ) A8 (g oSoal s
(n) L allay Y il slaall &pus haagad )

hle 5 il e alelle Juadl ‘u..M Cila glaall 838 2lia) ad gl Ul
I, the undersigned, declare that the information provided above is true to the best of my knowledge.

Date: gzl

Parent’s Signature

JA\X‘ ng ("_’"1{9*j



LITTLE OXFORD NURSERY AND DAY CARE

RAK, UAE.
Medical Form bl Jad)
Child’s Name . Jalall sl |
Date of Birth R U <
Weight- Ol Height- J skll| Blood Group: Al e ganal
Nationality :  Auaiadl
Mobile: Father- <YI| Mother- N il sall 23]

A dpda pal) Cladlall ca of @llila ad (S 13 ) Adle i sla )
Please tick appropriately. If yes, specify month / year of illness:

INFECTIOUS DISEASES YES | NO | NON- INFECTIOUS YES | NO
e | Y B DISEASES prd | N

| Diptheria L _ida | Accidents ¢l g

Piasentery ' oyl | Allergies FETRINEN

Ihrective Hepatitis Sl a1y leil) | Bronchial Asthma 52!

Polasles dynall | Congenital Heart Disease &l (! ya

Rulmps al<il) | Diabetes Mellitus Sl

Poliomyelitis Juky s | Epilepsy & rall

Rubella Al danldl | G6PD (Glucose6- phosphate HsSlall & el
Chicken Pox Sl ' | Dehydrogenase deficiency) <lau 531\ N

Scarlet fever e S e | Rheumatic Fever e Jilagjll _aa

Tuberculosis ) | Surgical Operation 43l cililee

Whooping Cough _<uall Jlewdl | Thalasemia LeadiDUY

History of: Al N -1 Jikll e Al
Blood Transfusion 2> Jii Yes| | Date ¢=lll] No |__I| Frequency 22,4
Hospltahzanon Jaa | Yes| | Date c=lll No | || Reason Gl

(i)

Fr=ily History: - Al o
'Diabetes Sw| Yes a=3| No Y
Hypertension Ml Jaxia ¢ 15,1 | Yes /23| No Y
Mental Disorder  lic () ypxl| Yes A%l | No Y
Stroke ) = Yes A% | No - i
Tuberculosis Judl| Yes A3 | No ]
If others,specify: DA Uae ) 2y 1)

L Ale g Al e #\uMJWuu)u\mm\@ Il
I, the undersigned, declare that the information given above is true to the best of my knowledge.

Date: Faa Parent’s Signature: BONAR 8 5




N v s W

Little Oxford Nursery And Day Care

Khuzam & Mamourah

Upon registration of your child, please submit the following documents:
Registration Form

Medical Form

Medical Questionnaire

4 Passport Sized Photographs

Photocopy of Passport with residency page

Photocopy of Birth Certificate

Photocopy of Vaccination Record

24 gllaall 5 6\
A staall 1) 9¥1 oda (3 ) ela I elléha Jons JUSY
(Jameratl 5 a2
ki adgd

Sl Sl e a

Jv\_m.“ BJL@_& U’“ BJ}.@



