KINGDOM OF BAHRAIN

Ministry of Health
Medical Declaration Form { >l )Y
Please complete the Health Declaration Form and hand over the filled form to the health staff sl adldal) ) Laall 3 galll anlusi g sl ) BY) 73 gal JlaS) a0
Name: )
Mobile No.: scdilgl) a8
Email: 19 AN )
Passport No/ CPR (il Bl i) ) ga A
Arrived From: T pad
Arrival date: Wdsas fli
Flight No. : Al 28
Details of a contact person (in Bahrain or overseas) in case of emergency: (O g8 5 e ) (sl skl Ala B Juay) A
- Name: -
- Mobil No.: gl a3, -

SA (al e ¢ o Apdalall Aol ¥ ¢ A Cudle o) Alad Ja
Al Gl e e ol il Ja o

Have you experienced any of the following symptoms in the past 24 hours?
e Do you have any of the following symptoms:

- Acuteskinrash  Yes No b pa gila il -
- Fever Yes No Yy axd s -
- Headache Yes No ¥ pa glua -
- Enlarged lymph nodes  Yes No Y i Aggldall anil) (B ad -
- Respiratory symptoms (cough, sore throat, nasal congestion) (Y ia ¢ alad) Glgal) Aas) il Jgalt B pal el -
Yes No Y ox
- Muscle pain Yes No ¥ al el Al -
- Exhaustion Yes No ¥ pad Gl Gy -

- Gastrointestinal symptoms (diarrhea, vomiting, abdominal pain) (O B ) o ) paiagh) S 2l -
Yes No K e

- Contact with a patient with hemorrhagic fever? 50 (paally g0 AR -
Yes No v =

- Symptoms of blood (in the urine, stool, nosebleeds or gums) P oF Y Gl ) ) (B i el -

Yes No v e

e Do you have a chronic medical condition such as diabetes, O ) g al) Jaa LS g (5 Sl 42 pa Jha daa ) pal (o A3 @
hypertension, cancer, immune compromising disorder? Y axi § Sl Gl bl g

Yes No sl s aniy LAY S 1Y)
If yes specify:
e Areyou currently on any medication? Yes No Y pnd felg g ila Jgiida
. sel sl daa canty LAY Ul 1Y
If yes specify:

Al () ¥ (e Cpantl) iy La 3l sla )
calsil ¢ LitatY) dpaal) duanll o
Llaad) gl o
JuakYy Ju
A8y A gllaal) e glaal) cidla Al 3831 9 ¢ Aalald) Aaal) Jilsa (B 73 gall) 138 alafiond alaa AS) agal]
| understand that this form will be used for public health matters, and | confirm that I have filled out the information required accurately.

Please attach proof of immunization against the following diseases:
e Measles, Mumps and Rubella
e Meningitis
e Polio

Name: il
Date: Fasl
Signature: s
Or 0]

Signature ( Parent/ Legal guardian):

(Y g [ rash) s

Aaal) ial Y Lad Lahatind 5 Low J panall (i) il S8 5 Lo Jalitin ) ) e sloa Congl (3 g JlS JS00 3 gl 138 oo pal) (1o ne i gl i o 13) ey Juai¥) o el Bl g ene @lla slos aclicis ) Y1 JoeS) lin 2ol Gl gl e rling ¢ lina danl
Al
To protect your health, public health officers need you to complete this form. Your information would help public health officers to contact you if you were exposed to a communicable disease. It is important to fill out
this form completely and accurately. Your information is intended to be held in accordance with applicable laws and used only for public health purposes



