
Undertaking to implement and adhere to the quarantine procedure 

I undertake / declare that I was notified about the health procedures and the medical advices that 
I should follow, and that I am aware of the risks that could happen to the community in case I am 
not committed to those procedures, for the sake of public health and to avoid the legal 
accountability I hereby declare that I will not leave the quarantine and I will  not get in contact with 
others until the required health measures are met. The duration of the quarantine is 14 days 
starting from the date identified by health authority
This is my acknowledgment that I have been notified of the above mentioned. and that failure to 
adhere to the procedure will subject me to legal action.

Name: ......................................................................         Passport / ID No: ................................................

Mobile number: ......................................................        Home number: ......................................................

Number of friend/sponsor/next of kin: ......................................................................................................

Email address: ................................................                Signature: .............................................................. 

Date: .......... /.......... /..........

إقرار وتعهدبالالتزام باجراءات الحجر الصحي 

درك  أنــا الموقــع أدنــاه أتعهــد بأنــه تــم ابٕلاغــي بالإجــراءات الصحيــة والنصائــح الطبيــة الواجــب اتباعهــا، وأننــي أ
في حــال عــدم التزامــي، لــذا حرصــا علــى الصحــة العامــة وتجنــب  المخاطــر التــي مــن الممكــن أن تلحــق بالمجتمــع 

المســاءلة القانونيــة أتعهــد بعــدم مغــادرة الحجر الصحي مــع مراعــاة تجنــب مخالطــة الاخريــن قــدر الإمــكان حتــى 
نهايــة الإجــراءات الصحيــة المطلوبة وفترة الحجر الصحي لمدة ١٤ يومً ا اعتبارًا من التاريخ المحدد من قبل الجهة 

الصحية.
وذلك إقرارًا مني بأنه تم إخطاري بما ذكر أعلاه و تجنبا للمساءلة القانونية في حال عدم التزامي باجراءات الحجر 

الصحي.

الاسم : ......................................................................         رقم الجواز/ الهوية الوطنية:.......................................

رقم الهاتف المتحرك : ...............................................         رقم الهاتف الثابت:....................................................

رقم أحد الأقارب أو الكفيل: .........................................        البريد الإلكتروني: .......................................................

التوقيع: .....................................................................         التاريخ: ........../ ........../ ..........



Contact Number:

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.

WRITE CLEARLY AND IN BLOCK LETTERS 

PERSONAL DATA

EMPLOYMENT DATA

ACCOMODATION DATA

Nationality:                                                              Gender:

DOB:                                                                         Emirates ID/Passport:

Contact Number:

First Name:                                                              Surname:

Employer address and contact details:

Address in the United Arab Emirates:

If shared accommodation, how many people are living in the same accommodation:

Do you live in:

Do you have a separate toilet?

Villa

Job Category:                                                          Employer/place of work:

Flat

Yes No

If required, are you able to self-isolate?

If YES, please specify:

Yes No

Hotel Apartment

Shared Accomodation Staff Accomodation

If self isolation is required, can you fund your stay in isolation? (minimum $50 per day)

If NO, please specify:

Yes No

1



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.

WRITE CLEARLY AND IN BLOCK LETTERS 

MEDICAL DATA

AGREEMENT

Do you have anyone living with you who is above 60 years of age?

I understand that this form will be used for public health matters, and I confirm that 
I have filled the information required accurately

Yes No

Do you have health insurance?

Yes No

Are you currently on any medication?

If YES, please specify:

Yes No

Do you have a chronic medical condition such as diabetes, hypertension, cancer,
immune compromising disorder?

If YES, please specify:

Yes No

2

Do you have anyone living with you who is suffering from low immunity or chronic
disease (diabetes, hypertension, cancer, etc.)

If YES, please specify:

Yes No

Signature:

Date:

Name:
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:سنجلا:ةيسنجلا:ةلئاعلا مسا:مسلاا

:دعقملا مقر:ةلحرلا مقر:ةلحرلا خيرات:ةيوهلا ةقاطب /زاوجلا مقر

:رخآ فتاه مقر:فتاهلا مقر:ةيئاهنلا ةهجولا :ةرداغملا راطم

تاراملإا يف نكسلا ناونع
:ةراملإا

:ةقشلا/لايفلا مقر وأ قدنفلا مسا:عراشلاو ةقطنملا مسا

 اذه ةئبعت بجوتي اذل ،يدعم ضرم يلأ تضرعت اذإ كب لاصتلاا ةيحصلا تاطلسلل ىنستي ىتح جذومنلا اذه ةئبعتب ىجري ،كتحص ىلع ةظفاحملل
.ةماعلا ةحصلاب قلعتت ضارغلأ اهمادختسا متي ثيح اهب لومعملا نيناوقلل اقًفو كب ةصاخلا تامولعملاب ظافتحلاا متي .ةقدب جذومنلا

________________________ :ىتم ،معن ةباجلإا تناك اذإ  | لا / معن  ؟19-ديفوك ضيرمك كصيخشت مت له .1

  لا / معن ؟ةيضاملا موي14 ـلا يف19-ديفوكب هصيخشت مت ضيرم تطلاخ له .2

 لا / معن  ؟ةيضاملا ةثلاثلا مايلأا للاخ "سفنتلا ةبوعصو سطعلاو لاعسلا" لثم ةيسفنت ضارعأ يأ وأ ىمحلا نم يناعت له .3

 لا / معن ؟ةدحتملا ةيبرعلا تاراملإا ةلود يف لوعفملا يراس يحص نيمأت كيدل له .4

______________________ :لودلا ديدحت ىجريف معنب تبجأ اذإ  | لا / معن  ؟ةيضاملا موي14 ــــلا يف ىرخأ ةلود ىلإ ترفاس له .5

 تامولعم يأب يلدأ ملو ،ةلص تاذ ةيبط تامولعم يأ بجحأ ملو ،ةيانعو ةقدب ةبولطملا تانايبلا ةعجارمو ةئبعتب تمق يننأ دكؤأو رفسلل قئلا يننأب رقأ"

."هلاعأ ةروكذملا تامولعملا ةحص مدع ةلاح يف ةيلوؤسملا لماك لمحتأو .ةللضم

:خيراتلا                      :عيقوتلا                                                                                         :مسلاا

يحصلا حاصفلإا جذومن
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Health Declaration Form
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.

1. Have you been diagnosed as COVID-19 (Novel Coronavirus) patient? if  yes when:……………………….
2. Did you, in the past 14 days, come in close contact with someone who has been diagnosed with COVID-19? Yes/No
3. Have you had any fever or respiratory symptoms “coughing, sneezing, trouble breathing” in the past 3 days? Yes/No
4. Do you have health insurance valid in the UAE? Yes/No 
5. Have you travelled to any other country in last 14 days? If yes please specify…………………………………….

“I hereby declare that I am fit to travel and confirm that I have filled the information required accurately and I have carefully
considered the statements made above and that to the best of my knowledge are complete, correct and that I have not withheld 
any relevant medical information or made any misleading statements. In case any of the above information is found to be false or
untrue or misleading or misrepresenting, I am aware that I may be held liable for it.

Name: Signature: Date:

FirstName: Surname: Nationality: Gender:

Emirates ID/Passport No.: Date of Flight: Flight Number: Seat Number:

Airport of 
Departure:

FinalDestination: ContactNumber: Second Contact 
Number:

Address in the UAE
Emirate of 
residence:

Area and street: Hotel name or 
villa/flat number:
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