
 

 

 

Al-Bayan Bilingual School- High School Division  School Stamp and Admin Signature: 

REQUEST FOR MEDICAL REPORT:                                                                                 

NAME:                                                                                                                                                                                   :  

HOMEROOM:                                                                                                                                                         :    

DATE :                                                                                                                                                                                       

DOCTOR SECTION: Please fill below                                                                                                                                                            

DATE: : -----------------------------------------------------------------------------------------------   

TEMPERATURE OF STUDENT:   :--------------------  

Diagnosis:                                                                                                                                                                                           

_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 

Treatment:                                                                                                
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

Given sick leave for:--------------------------------------------------------------------------------     

Dated From:-----------------------------------------------------------------------------------------------------------------   

DOCTOR SIGNATURE :------------------------------------------------------------------------------------     

HOSPITAL  /  CLINIC STAMP :            DOCTOR’S STAMP:            


