MEDICAL FORM
-]

SNES (2—<5F) A
Participant's Name: Date of Birth:

Month/Day/Year

| hereby authorize the representatives of the Labo International Exchange Foundation, the Labo
Teaching Information Center, and the families assigned as my hosts, to make arrangements for my
welfare, including transportation in the event of an emergency, and for whatever emergency medical
care may be deemed necessary for my welfare (should | be incapacitated to make my own decision),
while participating in the Labo Intern Program.

Signature:E4 Date: (Month/Day/Year) Hf+
In case of emergency notify: Name Telephone:
B TS A0l R

Relationship to participant:
Z)NF & DR

1. Inoculation History

Vaccine Number | Date of | Vaccinated by/at | Contracted or| Date contracted
injection % f& not? (M/DYY)
T RhEE By L7=%HH B LR Moo To A Mo T2 H B
Measles 1st Yes / No
Lo 2nd
Mumps 1st Yes / No
Bles<nE 2nd
Rubella 1st Yes / No
JRZ 2nd
Chickenpox K1E 2 % 5 Yes / No
1st
Polio (OPV) 2nd Yes / No
N SRR 3rd
4th
DPT (=f&HiRH) 1st
2nd
Diphtheria <75 U7 | 3rd Yes / No
Pertussis 1 H 1% 4th
Tetanus 52 Sth
Tuberculosis Yes
VA ZAMI AL & No
Vaccine type for TB Yes
(BCG s A 1) No
Hepatitis B 1st
B AT 4 2nd
3rd
Others
Z Ol




2. Are you subiject to any of the following? If YES, please explain condition and/or frequency.

TROFBIREREH D 372 Condition/Frequency i %/

HHE

Asthma/Respiratory Problems i 8. /0% 2554 [ Yes [1 No []
Diabetes/Hypoglycemia FER, (X i HEE Yes [1 No []
Heart Trouble /DM Yes [ No [J
Lung Trouble Jifi¥ & Yes [] No [
Fainting Spells Z<t4 Yes [] No [
Convulsions {7\ AL AZE(E Yes [1 No [
Epilepsy CTAM A Yes [] No [
Skin Disease F7 &k H# Yes [1 No [
Kidney/Gall Bladder/Liver Disease Yes [ No [J
Bk 7= A D SRR B

Muscular/Skeletal Problem #5 R/ B D fEE Yes 1 No [
Emotional or Mental Disorder [/ iy /nkEsE Yes [ No [J
Stomach/Intestinal Problem & JIB[&5E Yes [ No [J

Any Other Disorder (Please list and explain) # oo B ONEE

3. Do you have any allergies or reactions to drugs or non-drug items?
T LAF— EEORWERIZHOWT
e Medicines: ¥HIZAT 27 LL¥—
Penicillin or Related Drugs: (=3U »&#H)  Yes [ No [
Aminopyrine or Sulpyrine Type Drug: ('Y > R3E) Yes [] No []
Others: # OO I

e Non-Drug ltems: 3L LA DT L L =—

Bees[] Pollen] Dogs[] Cats[] Small Animals ]
oo 187 ROE T aDFE NER OO
Food f: /i :

4. Does you have difficulties with any of the following?
TRORER, @E FEELZETIARH Y EFTh?2bE, EEEELEZIRITTE,

Eyes (#i71%. BoOREE) Yes O No O
Uses Contact Lenses (=¥ 7 h Lo AfHM) Yes [0 No O
Ears (%, HolEE) Yes 0 No O
Nose (B DfEE) Yes O No O
Throat (MAREREE) Yes [0 No O
Digestion (JH{bfE:E Yes O No O
Sleepwalking (88355%) Yes [1 No [
Bed-Wetting (#&JRE) Yes [J No I
Menstrual Problems (4:#[E%) Yes O No O
Any other medical difficulties: (Please list)

Z DOfthOEE

¢ Any surgical operations, accidents, or injuries, which required hospitalization in the past?
Yes [] No 1 Explain:
WEICFH, Tk, BRASTARLEZZENH D E90, HIUTFR4A, EREZBHLET IV,

¢ Any recent exposure to a contagious disease?
Yes [ No [0 Explain:




FTREGEIZ 00 £ Licdy, HHIEH4A. EREBAmLEEE0,
¢ If you are carrying medicines/prescriptions, fill in the following. Put "P" for prescriptions.
BHTOELBALET IV, (EMNHUL S DIITP EEZRLZ TIEE)

Name of medicine 3 /4 For what illness/symptoms %#i4; - £k Dosage/Times taken A/ & - [E%%

e Are there any physical activities that you are restricted from doing? If YES, please list.
Yes [ No ] If so, what kind?
fEEE LHIRINTWDITER H D 70 HDEEBHOLE T I,

¢ Any additional information Labo and your host families should be aware of?
Yes [ No 1 Explain:
TARRRA MDA TBWE B BRVERE EOMERH D £50°

e Are you currently under a doctor's care?
Yes [ No [0 Explain:
BB L COETD, WDHIHEA, MOER TEREINTHDI0BAILELS H WY,

| certify that all medical information has been included and that the above information is
complete and accurate: F# L7-ERICHEED TRA,

Signature E4 Date H f+




