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Undertaking to implement and adhere to the quarantine procedure

| undertake / declare that | was notified about the health procedures and the medical advices that
| should follow, and that | am aware of the risks that could happen to the community in case | am
not committed to those procedures, for the sake of public health and to avoid the legal
accountability | hereby declare that | will not leave the quarantine and | 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 | have been notified of the above mentioned. and that failure to
adhere to the procedure will subject me to legal action.

NIMIE: coeeeeeeeeeeteeeeeeeeseeteseseesesessessssessssssessssssenssssseses Passport / 1D NO: c..eeeeeeeeeeeeeererererererererenenennenes
Mobile number: ... Home NUMDEF: ...ttt
Number of friend/SPonNSOr/NEXt OF KiN: ...ttt sesesesesesesesesesesssasasasasas
Email address: ......ccoeeveeueecenrecenrrenenieennenenens SIGNATUIE: ovveeereeetreeereeteeeere et e sae e s e asenas
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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

First Name: Surname:

Nationality: Gender:

DOB: Emirates ID/Passport:

Contact Number-

EMPLOYMENT DATA

Job Category: Employer/place of work:
gory

Employer address and contact details:

ACCOMODATION DATA

Address in the United Arab Emirates:

Do you live in:
@ villa @ Flat @ Hotel @ Apartment

@ Shared Accomodation @ Staff Accomodation

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

Do you have a separate toilet?

@®Yes O No

If required, are you able to self-isolate?

@®Yes @O No
If YES, please specify:

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

@ves ONo

If NO, please specify:
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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

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

@ves ONo
If YES, please specify:

Are you currently on any medication?

@®Yes ONo
If YES, please specify:

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

®Yes @O No

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

@Yes @O No
If YES, please specify:

Do you have health insurance?

®Yes O No

AGREEMENT

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

Name:

Signature:

Date:
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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.

FirstName: Surname: Nationality: Gender:
Emirates ID/Passport No.: Date of Flight: Flight Number: Seat Number:
Airport of Final Destination: ContactNumber: Second Contact
Departure: Number:
Address in the UAE Area and street: Hotel name or

Emirate of villa/flat number:

residence:

Did you, in the past 14 days, come in close contact with someone who has been diagnosed with COVID-19? Yes/No
Have you had any fever or respiratory symptoms “coughing, sneezing, trouble breathing” in the past 3 days? Yes/No
Do you have health insurance valid in the UAE? Yes/No

Have you travelled to any other country in last 14 days? If yes please specify......cccueeveceeveenereceeenennne.

mFEWNPRE

“I hereby declare that | am fit to travel and confirm that | have filled the information required accurately and | have carefully
considered the statements made above and that to the best of my knowledge are complete, correct and that | 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, | am aware that | may be held liable for it.

Name: Signature: Date:
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