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Declaration on health situation
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This declaration form is about your health condition. Please fill out below as accurately as possible. We need to know about health conditions of all students, so that every
students can spend comfortable school life. We do not prescribe any medicines or medical practice. We are sure that this declaration form is confidential.

1. BREOREREERESITTN? L] xzri? L #@ [ szxve<san O =u
RIPSBEATIZE, Very Good Normal Not good Bad
How is the current state of your health?
) - . T TR t&
2 B RRALOARCERSNTOETH? R il F A
No Date of onset Year Month
Now do you attend hospital for any disease? D LT3 B4
Yes Disease name
3. BAEIFLEBERIFLANC BEMicLvarEhe | [ Au A0 75 B A 3 AtE
FEERALTHETH? No Prescription date Year Month
Now or in the past 1 year, do you take any medicines that D H3 . OEaRes R TAPAE OEAT<DE
has been prescribed from the doctor? o i - T .
Yes Medicine: Tranquilizer-Antiepileptics-Asthma medicine
Z0ft
Other
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4 BESELNICARSERESNTOET H? ] =& ARl & ik
No Date of enter hospital Year Month
Have you ever entered hospital or had surgery in the past "
5 years? D H% AR
Yes Reason for hospitalization
5. BEITRDRRUH Dol E0, BIEREIIHYVET |:| pAA
e No *HBBATROBACINTHTRESSDIF TvHL, TEHLIHELL
Have you ever had any iliness? D H3 * AR,
Yes If Yes, please check items below and write in as much details as possible.
(1) geBiE [ 7 [sem(iE) s REDKS
Tuberculosis infection No Date of onset Current situation
[] #% 3 BE | [] =& [ Zemms
Yes Year Month |Completely recovered Taking medicine
(2) s [] Bv  |smcE) s O] >om [ FzmEsE
Mental illness No Date of onset Depression Anxiety neurosis
] #% F RE | [ 7N=volEsE
Yes Year Month Panic disorder
[] EBXK:REE(ADD)
Attention
[] &BXHKSEREE(ADHD)
Attention deficit hyperactivity
[0 ot
Other
(3) mazatFLA¥—z, [] BV (RE(GE)EH LI F—EE
DEKRE | No Date of onset Allergic to
Allergiies or including D H3 =3 AtE D By D b= D bz
asthma Yes Year Month Food Medicine Chemical products
[ zoft
Other[ ]
(4) ISUT. ZOMDIEER I:l A 9% (iE ) IS HR %¥#:  Name of Deseases
] No Date of onset
Malaria or other infectious D H3D = Bta
Yes Year Month
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Diabetes No Date of onset
] #»3 3 At
Yes Year Month
- ® zof | 0w |me@Ees SR TR Nemeof Deseascorsymptom |
Other No Date of onset J
D H3 = BEE |BREDIKR Current situation
Yes Year Month I:l TR D FEERAT
Completely recovered Taking medicine
6. [] sca ] MMR. O v 0 me
FRAEIEICDIVT, INETITHEE D HUETN? Polio Measles
] v75u7 [] wsE [ sams 0O ==
Diphtheria Tetanus Meningitis Rubella
Have you ever gotten any vaccinations? D FDfth
Other
7. ] %=» R HA F BEMS
HRBRERECPREFIREDSHYET M7 ’ Year Month
No . .
Date of starting restrictions
Do y?u lneed any special dietary cure and dietary D H3 B
restrictions? Yes N

8. HIETEDRERRICONT, HRDPBRICH > THENREZEDHYELES, THRALESL,
If there are any other matters we need to know about your health situation, please fill out below.

MIEELEY. COBREFCREL/BRISEERTREIHVEEA.

| declare that information what | have given on this Declaration is accurate and completed.
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Date Year Month
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