AXR7ALJ
ATFAANT =0 CREBBZE) /AIOWTNDEERESEIF

BEMBER(COTFPAND2~4R=I) IZT) 7O ELETEERKBEANES L, M&FE1E
DIEWEEAIZEEALTLL>TWKETIW, TR, TERDEFES B E(ICLTLEI,

O TALTHHIRIEIEI—MRANBEARE (7)== IR2) DAV KRELY LTI EZIFT
LLVWRI BRI HZWLITT,

@ FRENEHZEEL 74— LERAL LA DENREEIE
TBEDHDY U TIRREBORBRGDTINRALTWELITFETH?,
CRIBERICVHREBEFE STV BEBH L EICEM LD O LR VI THTS
NI RERREXTFHEBEENSELLEDONLYTEZE0HYET,

Q EENRL - BLETE74—LLGE->TWETH Z B BEERBEARY WHRIETHT
EREEENTTEILIE—HYFEA EWIZEESTIEATLEIY,

@ /AT RTEEBTENTHE>TLEILY,

G BFFIRCFHHEENERE LD HIULTRTHEBL LI,

® FREXLEDTUILF—RIEELRY Aol TEREFHHFEIHSI5EE JIKISIX TN
BEERALTWALS COMBRISAMILTIRE LTLEIY,
o B2 IEB: Name (A R7E#E D L 81 ), Diagnosis (2 ¥ % ), Symptom (GEIK) ,

Medication (3ZENHE - SEEZ) , Comments (A ELEEXCART T Oas 54

ANDBIIZREEN RN Y)

*EE A ABRIETRTARPEFEE IR LUAFR. GCBFLZDLICERISEALTHSI LR
DET . BIALIIHEN LD TA—LOABEITRTEBLAE L TREATIIIILTLEEIW. 2
DORVRBREETRTHE THAXRERNEBICRA—XIIZEIONS L) FLEFERT
TEBLISTEBEL TN STLEEY,



Aupair AlJ o
Medical Form AupaerIJ

e AuPair Al) Medical Records/Health Check Forme
<MBES>ARTIOI7S5LEME LAARLER

This form must be completed by a physician

EEFICLBEEN-BAIKETT,
AuPair Name (HIAE K ) :

D.OB. (AFHH): / / Age:
Contact Phone Number Height (& &) cm
GEEEERES): Weight (1A &) ke

About the physician completing this form: (GEAT2EEFID KL,/ E4)

Name: Signature:

Date:

Doctor’s Office Address & Contact Phone Number: (EEMBEEAM R VEZEE S RI>TTHHEVIEA)

1. Does the Applicant have any disease or abnormality (please mark No or Yes for each):
TEROERBILIIEENHSIHE L Yes, B IFHUL No T — 7L TLEI,

YES | NO | Eyes or Vision YES | NO | Locomotors System YES | NO | Respiratory system
YES | NO | Ears or Hearing YES | NO | Bones, Joints YES | NO | Tonsils, Nose, Throat
YES | NO | Nervous system YES | NO | Urine system YES | NO | Heart, Blood Vessels
YES | NO | Abdomen YES | NO | Blood/Endocrine System YES | NO | Other (specify below)

Please provide detailed information and dates regarding each of the diseases or abnormalities marked Yes:
(Yes €v— I LR & -FEE IOV TOFAR L EFEA)

2. Vaccination. Please indicate if the Applicant has been immunized against the following:

FRhfE 8k B A 4L Yes, REFEII No 27— 7L . BEA T TR AT,

Vaccine YES NO Date Vaccine YES NO Date
Tetanus Rubella
Diphtheria Typhoid
Polio Mumps
Measles Whopping Cough
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3. Has the Applicant been immunized against tuberculosis with the BCG vaccine?

Aupair AlJ
Medical Form  Au

o4
irAlJ

BIAE IR T DD BCG 77 F > 2 HREEHTT

Yes No

4. If the Applicant has not been immunized against tuberculosis with the BCG vaccine, has she/he shown any
symptoms of tuberculosis?

HIAH Y BCG RERDIHE.

g
~

Yes

NFETHEREDERNE=Z2IHYETH,

If “Yes” we recommend that the applicant receive immunization.

EIZ 5" Yes DIHE L BCG DIFEEEHIRLET,

Not Applicable

5. If the Applicant has not been immunized, she/he must pass a TB skin test done within the past year:
BCG REENIF AL BE 1 EUADYNILI) Y RIGRBEDEREZALTLEIY,

Not Applicable OR

Skin test date:

6. Isthe Applicant currently suffering from or has he/she ever been treated for:

Test result:

IRAEIFIIRE. TRERIIO D SEHAEEEZITILED .

Positive

(CEDEATHATIETW)

Disorders

Yes

No

Year

Depression

Eating

Personality

Learning or speaking

If answered Yes above, please provide detailed information: (Yes 2 ¥—7 L=k BII D\ TDZHH)

7. Has the Applicant ever been hospitalized (if yes, please specify): (AFEL= I HALILZDELE)

No Yes

8. Does the Applicant currently suffer from or has he/she ever suffered from any of the following?
WRAEZZIBBEITH D STER . Yes DIFEIIZT ORI ETERBE TERALTLEIY,

lliness Yes No Year Disorders Yes No Year

Chicken Pox Allergies*
Measles Asthma*
Mumps Diabetes
Rubella Enuresis
Malaria Gall Stones
Hepatitis Herpes

If yes, what type Parasites

Headaches Seizure disorder
Hyper/Hypothyroidism Dizziness
Hernia

*If yes on allergies or asthma, please fill in an allergy statement and attach it to this document.

FULX—F MBI Yes £ v— 7 L3588 BIKICHMEL L CCOERISR TS 2L,
Other (please specify): (ZDMNFRR D HALILZT DAL ZEN)
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10.

11.

12.

13.

14.

15.

Aupair AlJ N
Medical Form  AupairAlJ

Has the Applicant ever been the victim of sexual, emotional or physical abuse (if yes, please specify):

BAE (IR - IR - BRI ERORE L XTI HY) T H (Yes DIFEIEZTDEFHM) .

No Yes

Does the Applicant have any physical and/or emotional health limitations that would limit her/his
participation in providing childcare (if yes, please explain)?

HAFICIRBIRBTSICHY HIRLGE 548 - FROLEREORENHY) ZT D (Yes DIFEE
ZDFAR) o

No Yes

Is the Applicant currently taking any medications (please specify):

BERAFOREIHYETH (HIUIIZT D) o

No Yes

Is the Applicant allergic to any drugs? (Please list the drugs and their English substitute names):
BAZIIEASHODENTULLE—0HYETH . HEBEL TOREYMERBLHLLLIEALTWET
W,

No Yes

Other conditions or illness. Is there any other history of physical or emotional related problems or condition
which a host family should take into account when reaching a decision to have the Applicant live in their home
and care for their children for one year? Yes No
ZOMDIERCIRBITOWT R NI 7 —H"HAEE 1 FHIAEICABT

B FHEOHE L L TLEVARMETEHBEICERIRNEFRE - SEHY 2R

BOBREIHY)ITH,

In your professional opinion, is the Applicant in good health? Yes No

BFRYLTORMEHN S BAE IBRICEEDLNETH,

In your professional opinion and based on this physical checkup, will the Applicant be fully capable of
participating in the USA Au Pair Program, which includes caring for children 10 hours per day for up to 45
hours per week? Yes No
BMRLTORBEGHERENER. RIAEIT 1 BHYEK 10 EBELV

A 45 BRDRBE2HEIKREARTTOISALIIEMT LI+ TRETHS

EBHNIgs,

THAHYEITTNFE L — ART A —

OFFICE USE ONLY

Verified by: Date:
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