ShE AN REE DR
PHYSICAL EXAMINATION RECORD FOR FOREIGNER

224 M O % male | H® & HH

Name Sex [ %« Female | Date of birth Y M D "

IOAE @ R HL ik i}

Present mailing address Blood A

e oA Hh ik Type

Nationality Place of birth Photo

TERBRA FNAKK: (G W5 @WiFRZE ‘DB B2 )

Have you ever had any of the following diseases? (Each item must be answered “Yes” or “No”)

Bt & 5 % Typhusfever  [JNo [ Yes S Bacillary dysentery [] No []Yes

/NJUBRESE  Poliomyeliis  [JNo [] Yes  Ai[KATE%  Brucellosis 0 No [Jves

H % Diphtheria [ONo [JYes  Jm#tEFA&  Viral hepatitis ] No  [lves

B4 # Scarlet fever 1 No [Yes O O OBE ORR B O B [1 No [JYes

B U4 #  Relapsing fever [JNo [] Yes Puerperal streptococcus infection

o % M A 5 % I No [Yes WAT M OE B R R L1 No  [ves

Typhoid and paratyphoid fever Epidemic cerebrospinal meningitis

W ERTEAE FIE L AT M R : (BRIUS G RIZ “H7 8“2

Do you have any of the following diseases or disorders endangering the Public order and security?

(Each item must be answered “Yes” or “No0”)

# ¥ M Toxicomania [INo [ Yes

FsrigEEL  Mental confusion [CONo [ Yes

k& 1 5 Psychosis: B JE & Manic psychosis CINo [ Yes
3 % A Paranoid psychosis 1 No [VYes
%) % A Hallucinatory psychosis O No [JYes

5 & JEA fk E A & E¥S

Height cm Weight kg Blood pressure mmHg

KB E N SRR M

Development Nourishment Neck

M1 EL rEM O KL fiR

Vision 4 R Corrected vision 4 R Eyes

ot N Bk e 4

Colour sense Skin Lymph nodes

H ) Ji B 1A

Ears Nose Tonsils

I Jii J

Heart Lungs Abdomen




"
Spine

1Lyl

Extremities

W a R 4
Nervous system

Hom B R
Other abnormal findings

R X oA A
Chest X-ray exam.

ECG

IE‘\EE‘E

g =R A
CELHE HIV Fidk M
B R ERIEI R A
HARE, I ELR
D
Laboratory exam
(Attached test report
of AIDS, Syphilis,
Viral hepatitis etc.)

KRB EA T IR AL R R M EE A LR R R
None of the following diseases or disorders found during the present examination:

O # &l Cholera O #  Venereal disease
O ##J%  Yellow fever O  JFsEigi#%  Opening lung tuberculosis
O 8 J&  Plague O ¥ #% %  AIDS
O B 0 Leprosy O ¥ # % Psychosis
y=3 W, ORI AT
Suggestion Official stamp
o & F H#
Signature of physician Date




