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BAmL k;%s' BTIAR? FIHS 1Please check if you have ever had the medical history of: if yes, please mark M
[J1.& N [17. &mEpilepsy [J13. « 3 %4 4¢ 5 5 Psychological or mental illness:_

(2. % .éé—ﬁ Tuberculosis (TB) [18. =zai+ ja7% SLE [J14. %% Cancer

[J3. = %p Heart Disease []9. 5 % 5 Hemophilia [15.  ##2 # & Thalassemia

[ 4.5+ Hepatitis [110. & & 7 G6PD Deficiency [116. £ * < j¥Major Surgery:

[ 15. # ¥4 Asthma [I11. &8 & X Arthritis [J17. ¥ 5%+ F Allergens name:

6. %" % Kidney Disease 12. # 7 Diabetes Mellitus []18. # # others?
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High myopia: Do you currently have myopia greater than 500 degrees (near-sightedness -5.00 diopters) in either eye?
[]0. No[ ]1. Yes [ ]2.Unknown
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Holder of Catastrophic Illness (including Rare Disease) Certificate: [ ]0. No [ ]1. Yes - Category:

Holder of Physical/Mental Disability Manual 00. No 01. Yes Category:
Level: [ J1.Mild [ ]2. Moderate [ ]3. Severe [ |4 Profound
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Special disease status or matters needing attention: 00. No ol. Yes (please describe):

If you are being treated for, or recovering from, any of the above or some other disease, please inform the medical personnel and also provide your medical
records for the healthcare professionals’ reference.
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Family medical/disease history:

Relative with hereditary disorder: [ ]0. No [ ]1. Yes Name of disease [ ]2.Unknown
Relatives of family members suffering from major hereditary disorder: Name of disease: __
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During the past month, would you say your health condition is [ J@Excellent [ J@Good [ JRlAverage [ ]@Fair [ J®Poor
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During the past month, would you say your mental health condition is [ |OExcellent [ |@Good [ ]®Average [ |@®Fair [ |®Poor
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% Do you currently have any health concerns? [ 0. No [ ]1. Yes
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Health Certificate for Residence Application
(Frepfi~#n - T% - 81)
(Hospital’s Name, Address, Tel, Fax) /MM /DD

Frafhis
Hospital’s Logo

A #* ¥ # / Basic Data

# & p ¥ / Date of Examination
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9 % % ¥ % /Laboratory Examinations

A 3930 X sk 254 & / Chest X-ray for Tuberculosis :

X &3 3 [ Findings :

%] z_/ Result :

[ ] & [Passed [ ] 4% % 245 [ TB suspect [ ] & 2 Fe3in s %7/ Pending [] # & t& / Failed
[ &% 8128 1™ 23 £.5% / Notrequired for pregnant women or children under 12 years of age

B.Bp &2 A% #3% /Stool Examination for Parasites :

[ 1B > 48 & [ Positive, Species [ ] &4 / Negative

C]H #8723 5%k %) F 4 B /Other parasites that do not require treatment

L]k p sz 2 Mad ® —‘ﬁ #. 5% [ Not required for applicants from countries/areas listed in Appendix 3

C. ¥4 & j5# & / Serological Tests for Syphilis :
¥ % [ Tests :
a.[ JRPR []VDRL

[ ] %4+ / Positive » »z i /Titers [ ] ¥4+ / Negative » > / Titers
b.[JTPHA [ ]JTPPA [ |FTA-abs [ JTPLA [ JEIA [ JCIA

[ ] B |/ Positive » »< i / Titers [t 1% / Negative » »zi} / Titers
c. [ ] other []#42 / Positive » »z i} / Titers

[] 442/ Negative » »c i / Titers
21 z_[Result : [ ] £+ /Passed [ ] # & # [ Failed
[ J154% r2 ™ ¥23 & 5% / Not required for children under 15 years of age

D. §# 2 RS 2 B ik 544 8 &A@ P / Proof of Positive Measles and Rubella
Antibody or Measles and Rubella Vaccination Certificates :
a. #48¥ % / Antibody Tests
T 7% #7248 | Measles Antibody [ ] % |+ / Positive [ ] 41+ / Negative [ ] * 7z _/ Equivocal
7% BUFR% 4748 / Rubella Antibody [ ] 5 2 / Positive [ ] 1442/ Negative [ ] % 7z _/ Equivocal
b. g 48 % P [ Vaccination Certificates (M 5 ¢ 24P 8 ~ BB T2 o 50 2 p I
B Rp RIS FRES &/ The certificate should include the date of vaccination, the name of
administering hospital or clinic and the batch no. of vaccine; the date of vaccination should be at least two
weeks prior to traveling overseas.)




L1 7 3 7 3487 P [ Measles Vaccination Certificate
L4 BFE 75 7R 17 #4838 P | Rubella Vaccination Certificate
c.[ 17 &M% L » %7 i ¥ 3f I# 344 / Having contraindications, not suitable for vaccination

s Bl )?5 # % / Examinations for Hansen’s Disease

22 4 BB %% /Skin Examination
[ ] % /Normal
(12 % /Abnormal : O 248 4 J / Not related to Hansen’s disease
Oxmiigd i OB & - # # % / Hansen’s disease suspect who needs further
examinations
a. 3>~ 7 [ Skin Biopsy :
b. £ % 4 5 /Skin Smear : O 1%/ Positive O £ 4+ / Negative
c. A & ik R SF e 4 24 v < [ Skin lesions combined with sensory
loss or enlargement of peripheral nerves : O 37 /Yes O #& / No
2 z_/ Result :
[ ] &% /Passed [ ] 7f:&— # & & / Needs further examinations [ | # & # / Failed
[] &k p s 2 B3R % % 4% / Notrequired for applicants from countries/areas listed in Appendix 4

T 8% 5% [ The final result of health examination :

[ ] &+ /Passed [ | /g i&— # ¥ % / Need further examinations [ | # & # / Failed
fEFREE % / Signature of Chief Medical Technologist :

T %5 7 % % / Signature of Chief Physician :

Frei # % & % / Signature of Superintendent :

p#p/Date: YYYY/ /

%3 /Note : ~zP = I * p 3 22 o [The certificate is valid for three months.



