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HEALTH HISTORY FORM
BB — R

Date of Birth: YMD

Name of Student: Sex: M
53

_F_
BTEOBAR o £ AR

AR A

Date of Anticipated Enrolment at New International School:
Za—A U H—F v aFIART = A~DNER L

Fill out the following information regarding previous illnesses the above student has experienced:
BFERN LRI D22 72 2 & DB DIRFUCOWVNTIA L TLZZE Y,

ILLNESS Date of 1lIness ILLNESS Date of 1lIness ILLNESS
ZE Do T4 - A ZE DS T - A ZE

Chicken Pox Hepatitis Rheumatic Fever
KiESIES JiT %% U 2—~F#h
Measles Encephalitis Diphtheria
L P 7T
Mumps Pneumonia Strep Infection
P75 < JAT Jitige FOHE R YE
German Measles Tuberculosis

JRZ Ttk

Infectious Mononucleosis Other(s)

{5 Ytk B Z DA

MEDICAL HISTORY (Elaborate as necessary)
BEAERE ( N3y &z 72HE, 3 2 Z5ALTZE N, )

Asthma: Yes_ No____

Date of llIness
Mo T4E - A

FALl Fn ALAY-4
Seizures: Yes_ No___
FEE =4 ARV
If yes, type of seizure and frequency ( N\ E&x7-071%, FEEBEZLZ ZRALSZE N, )

Diabetes: Yes_ No____

BRI (=4 ARV

Immune Deficiency: Yes_~ No___

o PE AR AE = AAY-4

Ear Infections: Yes  No

HER LA AT

Congenital abnormalities: Yes ~ No__

HeRVERE =LA AT

Emotional or behavioral Concerns: Yes_~ No___

s, 1TEIREE [ A4


jaldana
Typewriter
細


Serious Injuries/Accidents: Yes_~ No__ Year Type

K&k, Fig =R VAV = ¥
Resultant Limitations (if any) :
ATEICHIBR A & 55 G X BARBIIER & TR A 7230y,

Major Surgery/Operations: Yes _~ No__ Year Type

K& I Fhil =R UAVAV S 2 ¥

Known Allergies (specify) Drug: Reaction

TULAX— GEME ZRALTEEY, ) ¥ FEIR
Food: Reaction
Other: Reaction
Z Dfh JEIR

Medical procedures or physical assistancerequired duringday: Yes_ No
ERALE S L < TR 202 E LTV E T, =D A4
(v EERTHE, e ZRALES N, )

Isyour child currently under medication for any illness or condition? Yes__ No
AHIE, AILORFK TIRFEELZ T TOET D, =D Y4

If yes, what is the medication?
NIV EEZTHIE, BEE ZAL TSN,

| understand that if my child does not feel well at school or becomesill, | will be contacted to come and pick him/her

up as soon as possible. | also hereby give permission to New International School to take my child to a hospital or clinic if
in the judgment of the school immediate or emergency care may be needed. Finally, | agreeto take my child to a physician
and/or to aprofessional counselor for full evaluation if the school suspects physical, learning or emotional difficulties.

T ELOEENEL oo WIFRIC» D 272 LIZiE . BN BEMKI S D R, HORAMRY R EbaMfiE Ed, Fi,
Sa—A U H—F T aFNART AR, BAODERENLETH D LHW LISEE, PR T L b &bt~ < 2 & &7
LET, REIC, PR, FiE FH, FEEICEmEORNR S D LW L2HE81E. WOTHOBEELZITITT &b & ERHEM
DHY T —~ENTATEET,

The above form has been completed accurately to the best of our knowledge.
FOHBIRY . ZOEFEEOTANFIHED D FH A,

Signature of Parent(s) completing this form: Date:
AREHE LA S NIARHEFT DEL H S
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