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Hospial's (R Frefl rFu T3 B5) | (&) (") (p
ITEMS REQUIRED FOR HEALTH CERTIFICATE(Type B) s
(National Name, Hospital’s Name, Address, Tel, FAX) o aD
Date of Examination
# & F # BASIC DATA
P )
Name - Sex - []9 Male [ ]* Female
bR £
ID No. Age 2 vf B %
MAEDP e A 2”photo
Date of Birth : / / Marriage e éé‘ Married Dé‘ﬁg\r Single
PR 5L 2] 48
Passport No. Nationality
fﬁp‘ 4 MEDICAL HISTORY
BET SR AET 7R R
Have you ever had diseases of the following:
A, SRR []F Yes []ixF No LA . []F Yes [JixF No
Heart disease Malaria
B. 3 o & [JF Yes [JixF No a. L JFp R
Hypertension Plasmodium vivax
C. % Vg [JF Yes [JixF No b. [ ]9P A%
Lung disease Plasmodium ovale
D. § % []F Yes []ixF No c.l=p R
Asthma Plasmodium malariae
E. g []F Yes []ixF No d.[ &7
Liver disease Plasmodium falciparum
F. %%ff\ﬁfi [JF Yes [JiXF No J. %%”Lﬁa []F Yes [JixF No
Diabetes Tuberculosis
G. &% [J% Yes [Jit3 No K ZEi# (13 Yes 2% No
Kidney disease Dengue Fever
H. &R []F Yes [JixF No L.Hw©
Epilepsy Others
£ L i %  PHYSICAL EXAMINATION
A £33 ARG J. e ]+ # Normal []® % AbNormal
Height Lungs
Bag € : 207 kgs K. "5 :[]&+ # Normal []® % AbNormal
Weight Liver
C.nm B * f & 4+ mmHg L. %% : ] ¥ Normal [ ]® % AbNormal
Blood Pressure Spleen
D. %3 . =% /4 times/min M@ ,-”-I’Hfjl ]+ ¥ Normal []® % AbNormal
Pulse Thyroid gland
E.4L4 © % * N. %~ ’ijl ]+ ¥ Normal []® % AbNormal
Vision : Right Left Lymph nodes
F. £ % :[]& ¥ Normal []8 ¥ AbNormal 0. ff\ 4 78 B [ ] ¥ Normal []J® ¥ AbNormal
Skin External genitalia
G.2 % [ ]+ ¥ Normal [ ]2 ¥ AbNormal P, § : [ ]+ ¥ Normal []® % AbNormal
Ears Hernia
H. pxp-: ]+ % Normal [J# ¥ AbNormal Q. §§ 3 :&F# : ] ¥ Normal [ ]# % AbNormal
Eyes Locomotor
[..w% []& ¥ Normal [ ]2 % AbNormal R.## ki @ [J& ¥ Normal [ J# ¥ AbNormal
Heart Mental conditions
FAMAKERN o A (If abnormal, specify disease. )
S. 2 & Others :




¥ B % i %

LABORATORY EXAMINATIONS

A.HIV #4814 & (Serological Test for HIV ) : []F% {+ (Positive) [ ]I+ (Negative) [ |* F& T_(Indeterminate )
a. & ¥ (Screening Test) : [ JEIA [ ISerodia [ |# # (Others)
b. #£3% (Confirmatory Test ) : [ [Western Blot []# i (Others)

B. 3338 X k& & ** %1% (Chest X-Ray for Tuberculosis ) :

[J* % (Normal) [J® % (Abnormal)
%4 5 &% (Standard Film only )
CHPFLA(EHAF LT T RADETRE (F* v k%2 4 ) (Stool examination for parasites
includes Entameba histolytica etc. ) (centrifugal concentration method ) :
[ 4+ > 48 & (Positive, Species ) [ &1+ (Negative )
D. g t& & (Check-up for Leprosy) :
LIt (% 7~ A1) (Positive-MB,PB)  [Ji54% (Negative )
Drikyg (9 ﬁ 2. - % L B ) (Diagnosis if either of them positive ) :
(13 A K% I E R AR & 4 g+ (Skin lesions combined with sensory loss or enlargement of
peripheral nerves )
D-‘]Ja‘s "k o FF 1 (Finding bacilli in affected skin smears )
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SRR AANT (2 FAA) VAMERERE  LRRWRAEIRPRAEI RS -
2 ERRET LR TNk E o
o~ A Al e R R U R L AR SRR RAED R O
FEP R EAEED
ERR S SR ) A AL ez b gRLeR O &R
Remark :

a. This form is for residence application.

b. A child under six years old(not including age 6) is not necessary to have laboratory examination, but the
certificate of vaccination is necessary.

A pregnancy woman is not necessary to have chest X-ray examination.

oo

[ /Rubella Antibody Positive [ IVaccination certificate of Rubella
e. Above the medical report of Mr./Mrs./Ms. ,He/She [ Jis [ lis not fit for residence in Taiwan.

P FF R OFOE %

. ) o (Name & Signature)
(Chief Medical Technologist)
P F R OB %
. .. (Name & Signature)
(Chief Physician)
FoeoE ot w %
] (Name & Signature)
(Superintendent)
pap / J/
Date : / /

MAHP = B pj»c (Valid for Three Months)

. Foreign female spouse should be tested for Rubella Antibody Positive or provide Vaccination certificate of Rubella:



