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                                                      Exemption Request Form

	Requester Information

	Requester Name :
	
	اسم الموظف:

	Requester Designation:
	
	المسمى الوظيفي:

	Entity Name :
	
	اسم المؤسسة:

	Entity License Number [DoH]:
	
	رقم ترخيص المؤسسة من دائرة الصحة:

	I hereby confirm that ​​​​__________________ shall adhere to the compliance requirements of DoH and that data classification & handling shall be followed where required.

	Signature :
	
	التوقيع:

	Date :
	
	التاريخ:


	Request Information

	Background:
	

	Details of Data Impacted (data type):
	

	Stakeholder(s) Impacted (Patients/Hospitals/Governments/etc.)
	

	Classification of Data:
	

	Extract of Data Protection Clauses in Contract/Agreement:
	

	Vendor(s) Involved:
	

	Data Exposure Region(s):  
	

	Exemption Timelines:
	


	Risk Assessment

	Inherent Risk (on a scale of 1 to 5, where 1 is no impact and 5 is catastrophic/severe impact):
	

	Existing Controls:
	

	Residual Risk (on a scale of 1 to 5, where 1 is no impact and 5 is catastrophic/severe impact):
	

	Planned Control Measures:
	

	Expected Date of Completion:
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