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Al Messila, Madinat Khalifa South, Doha, Qatar

Phone No. 443-25904

Mobile No.: 555-75466 / 555-99851
Email: Bmisdoha@gmail.com
Website: www.bmisqatar.com

3
g

How do vyou know about our school?
Google search| | Refer by a friend [ ] FBAds[ | others| |

APPLICATION FOR ADMISSION

GENERAL INFORMATION

QID No.:

O.

1 Student’s Full Name:
2

3

Date of Birth:
(According to the Birth

Certificate)
4 Age: Gender Religi ] ]
gion Nationalit
L] Of Cu v
5 Previous Schooling:
Name of School Country Grade Curriculum (UK/US/Other)

6 | Requested Year Group

Students are normally allocated to a year according to their age. Please complete the following ONLY if you
are requesting for a specific year: Kindergarten: Grade:

Is the student already in Qatar?e Yes D No D
If no, enter the expected date of arrival:

7 Father's Name:
QID No: Contact No.:
Name of Parent/Guardian: Email:
Mother's Name:
QID No: Contact No.:
Email:
8 Occupation: Father: Mother:
9 Details of Brother/Sister Already
in BMIS
Name Class Name Class
9 Residential Address: House No.: Street: Zone:
Areaq:
10 Mode of Transportation School Bus: [] Private Car: L]
11 Medical History:
( Other diseases suffered by the | Allergy O] Diabetes[_] Heart Ailment |:|
students)

Principal Name & Signature Parents/Guardian Names & Signature



mailto:Bmisdoha@gmail.com,

HEALTH INFORMATION( doeall Gileglaall)
Student Name:

1. Please check if your child has any of the following. ( Translate in Arabic)

Asthma [ (B e )52 Measles % o !
Chicken Pox (] e Mumps 4385

Diabetes [] Sl oy Recurrent Cough L] s !
Eczema [] e dslax Recurrent earache ] Sl 031 azg
Heart Disease (] sl Scarlet Fever [ b
Hepatitis L] asiod Seizures (fits) [] (obuas) gl
Hypertension L] adidass glasy! Syncope (dizzy spells) [ ] (Llss wbgi) slag
Malaria ] Wk Tuberculosis [] Jwdloow
Recurrent Epitasis [ (leyl) 5,Sae Gl Recurrent Gastric (] ooSaadl daall byl
( nosebleed) Upset

2. Has your child ever hospitalized? Yes [ | No [ ] dnadl @Sia/ @Sl J-3) @3 S

If (Yes) (e3)13)

Please indicate the date of enfry and explain the reasons for entering the hospitalized:
Js Glal (8 g0 T ao gl Fyls S5 sl

3. Does your child use: Jloaiwls (Sl (Sl pgds Jo
Hearingaid [ ] o3 dclew Glasses L] aub ohls
Right ear [ PVTIRN Contactlens []  aub oluas
Left ear [ camomn AltheTime [ cagiuigb
Both ears [ Reading only [ bas s,
4. Please list any allergies and their effects: duolucell £1931 (0 95 1 453 slaxyll
Rash L] sus b Wheezing [] s juas
Seizures L] (Ere) Olomiis Vomiting ] 2l
Difficulty L] ol Lgane Bee Sting [] Jedl deud
Breathing AntsBite [ ]  Jedlaw
5. My child may be given and use: tdleainly J9Uks (Y el
Panadol (IR Strepsil L e
Eye Dropper [ ] sl 3yhs Throat Spry  [] @l plso
Ear Dropper L cass sylias skin Cream [ ] sl @)

6. Please list any food allergies ST/ @Sl Wby 31 Y gSTadl 4S5 sl



7. Please list any medication your child is using
OS] / oSl Lgdgliy U1 dgoll AUS sl

8. Please list any other health information which would enable us to assess activities and their risks:
OS] / 0S5 A (e Bolasell (e LiSed (I daomall Oologlandl zeadgi sl

9. In case of emergency contact: : e Juail )lgall U= §
N[0 T PSPPI PO
REIO T ON: e L3l e
PN i aslgll

[N 0T PP oY

Rl 0N L e Llyall Ao

PN e sl

NOT A PARENT: 2V dy pd V> @

NOMIE: o o)l

REIOT ON: L L)yl Ao

PONE: e e aslyll

Signature of Parent / Guardian:
Il ol 9 aedys



