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PHYSICAL EXAMINATION RECORD FOR FOREIGNER
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2E44 PEA Q 5% Male | A H gs H H
Name Sex O % Female | Date of birth Y M D H
) SO 1 7L <. R i 7 b
Present mailing address Blood
S Type
5 oA b hE photo
Nationality Place of birth
Lk REAEEAE N KME . CB I miERE R w2
Have you ever had any of the following diseases? ( Each item must be answered ““ Yes ” or “ No )
Pt & {5 & Typhus fever O No O Yes %1 Bacillary dysentery O No O Yes
/NJUREESE  Poliomyelitis O No QYes i KA # %%  Brucellosis ONo 0O Yes
= i Diphtheria O No O Yes Jii B2 PERT K Viral hepatitis O No O Yes
B4 M Scarlet fever dNo 0O Yes PR W B OBk Y One O
0 es
Al U4 #  Relapsing fever O No O Yes Puerperal streptococcus infection
e 0 e VS 4T B EE OIS
i . A A TJJ. ONo O Yes m.ﬁ &HUQ"&%& fis ®o ONo O Yes
Typhoid and paratyphoid fever Epidemic cerebrospinal meningitis
i E BT T A E KA SRR e AR AE . (BRI I M <R B 2
Do you have any of the following diseases or disorders endangering the Public order and security?
( Each item must be answered “ Yes ” or “No ™)
#F Y ¥ Toxicomania ONo QO Yes
¥ #lH5 EL Mental confusion ONo QO Yes
K #h %  Psychosis: B JF %Y Manic psychosis ONo Q Yes
% A M Paranoid psychosis U No U Yes
%) % M Hallucinatory psychosis U No U Yes
5 & JEK R AJaS i I = K
Height cm  Weight kg Blood pressure mmHg
Kk BE NN R A B
Development Nourishment Neck
W AL #oIE W o AL R
Vision 47 R Corrected vision 47 R Eyes
B | Bk b S
Colour sense Skin Lymph nodes
H & i Bk A4
Ears Nose Tonsils
L M o
Heart Lungs Abdomen
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Extremities
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Nervous system
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Other abnormal findings

i X A
Chest X — ray exam.

rHLE
ECG

(X A
CROHE 3L
HEREINLIE 22 W)
Laboratory exam.
( HIV, Syphilis
serodiagnosis )
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None of the following diseases or disorders found during the present examination:

O % L Cholera a Ji  Venereal disease
QO HHA  Yellow fever Q JFsPE45H%  Opening lung tuberculosis
O f % Plague Q ¥ %% N AIDS
Q MK JK  Leprosy Q K #  %§ Psychosis
P I LR R (VA A
Suggestion Official stamp
O % 7 H3
Date

Signature of physician




