BEZEE EarEioct)
CERTIFICATE OF HEALTH (to be filled out by physician)

K 4 0O B Male £ A H . 5 3] £
Name O % Female Date of birth Nationality
B{ERT

Address

1. B &K (Height) cm, {AE(Weight) kg

#H P (Eyesight) Z(Left)

& A (Hearing) Z£(Left)

£ (Right) £ (Right)
O#2HR (without glasses) [4%&1E(with glasses or contact lenses)
2. BREREEICONVT. HBEEEFEFIvrAL. TOEERDFE T A LTS,
History of past illness : (if any, indicate it with the age of contraction.)

= % <5 U7 9 < F

) O #(Age) O #(Age) m #(Age)
Tuberculosis Malaria Rheumatic Disease
Thhh B &k & i B OKr &

. O % (Age) o O i%(Age) S a % (Age)

Epilepsy Kidney Disease Cardiac diseases
% R & 7UIL¥— ooz EHFEER
D: 5 O & (Age) O #(Age) Fn O & (Age)

iabetes Allergy Other communicable diseases

3. WME.W/EMAHNEFTOOALTLIZEL, 4. IVOAREE
Present illness : (if any, indicate it.) Chest X-ray examination

kS 2 (IHESE - O DB SEIAE - vrrrrennnnnn 0 | # BEE---ONormal Q D
Tonsils, Nose or Throat Heart or Blood Vessels EEIE- - Cto be
B EERE e O SABRAEFESE- - e eenrrerennaaens 0O rechecked
Stomach of Digestive System Genito-Urinary System ZEE---ORequire

. . . medical treatment
R (B O MERENSHEE oo o | o
Brain or Nervous System Blood or Endocrine System 4 HA B Date of examination

Year/ month/ date/
Bt S RO SR v e evnnne O B BEEiGESHEE - --ccvvvvn- o
Lungs, or Respiratory System Bones, Joints or Locomotor System B R
(Describe the findings of the Chest X-rays)

FOMPIBEEE R e e O] FEJE-cvrrrvrrrmrrarenarenanenns O
Other Abdominal Organs Skin

5. ZWOFER. AAORBKRELUTDENTHD,
I diagnose that the applicant’s health and physical condition are :

Excellent

6. ZDMDYFEEEIR

Any other remarks ;

ZWOHER LEEDESDHRERZ VWL ZEAT 3,
I hereby certify the above diagnosis.

ZWERB
Date :

= %

Physician’s signature
K %
Physician’s name

(E3 i

Physician’s address

X






