DAR AL ZAHRA SATURDAY / SUNDAY MADRESSA 
MEDICAL FORM

NAME:____________________________________________________ AGE:______________
FEMALE_____ MALE_____

SIBLINGS:____________________________________________________________________
ADDRESS:____________________________________________________________________
DOCTORS NAME:______________________________________________________________

PHONE NUMBER:______________________________________________________________

INSURANCE COMPANY:________________________________________________________

POLICY NUMBER:______________________________________________________________

(ALLERGERIES) (DIABETES) (DRUG ALLERGIES) (ASMTHA) (OTHER)

_____________________________________________________________________________

_____________________________________________________________________________

ANY RECENT ILLNESS OR OPERATION:

_____________________________________________________________________________

_____________________________________________________________________________

IS THE STUDENT ON ANY MEDICATION:

_____________________________________________________________________________

I GIVE MY AUTHORIZATION FOR THE DAR AL ZAHRA TO ADMINISTER TYLENOL OR 

PERFORM SMALL EMERGENCY AID TO MY CHILD.

DAR AL ZAHRA IS NOT EQUIPPED TO CARE FOR CHILDREN WITH SPECIAL MEDICAL, 

EMOTIONAL OR EDUCATIONAL NEEDS. IF THE ABOVE NAMED STUDENT IS RECEIVING

ORIS IN NEED OF MORE THAN NORMAL SUPERVISION, IT IS REQUIRED A PARENT 

CONTACT OUR ORGANIZATION PRIOR TO REGISTRATION DATE. THE ABOVE NAMED

STUDENT HAS THE PERMISSION TO PARTICIPATE IN ALL SCHOOL ACTIVITIES AND 

HAS MY PERMISSION TO BE PHOTOGRAPHED.

SIGNED:_____________________________________________________________________  
