Dear Parents,

We wish to cooperate with you in protecting and promotion the health of your son/daughter while he/she
is attending 3e. In order to comply with the entrance requirements of 3e, a physical examination within
the past six months is required for all new students.

Please have your physicians complete this form. Return this to the Office of Admissions prior to
enrollment.

To the Physician: Please undertake a physical examination of the pupil named below:
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Family Name #t: First Name #:

Date of Birth

A HI: Age Fi#?:

Height & JEK em | Sex PE5I

Weight {4 # T+ kg | Body Mass Index 4 E 5%

Blood pressure Ifil. mmHg | Pulse Jiki /4 minute
Body Temperature {Ai °C Respiration I /4 minute

Examination ltems B2 E &

Cadiopulmonary auscultation 0o il iz

Abdominal palpation (liver, spleen, kidneys)
Medical Exam | fg#ifiis (0,5

PRH Thyroid physical examination FU{R AR A

Lymphatic nodes ik ™ 45

External genitalia exam #h 451 4%

Spine Ak
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Modified [l
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Details #4il:




Eye IR Cockeye #H14. Left 7= Right £
Optometry #./J Left /& Right A
Sensatory Ear H ﬁ?f{: Inflammation Left 7_E R|ght E
Organs Exam | Chromatic vision test {13 Left 7= Right 4
BERA eaning 1) Left /= Right 4
Teeth F ki
Nose examination £ & 2 Left 7= Right £
Allergy history (e.g. Drug / Food)
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Medical history & Regular medication
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Hospital/Operation record
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Polio (IPV) DTP MMR
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Hepatitis A Hepatitis B BCG vaccine
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Rotavirus vaccine
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Z T iP5t Hepatitis B virus antigens HbsAg
BCG test £/ri (£

Doctor’s name (Block Capitals) [P=/fizs4

Signature FEIT% 4 :

Date of examination #2x [ 11:

Address Hbiik: Telephone Hifi 5 14:
Fax: Email address L 7k



