Medical Form for Visitors at CTTB
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Name % & Sexf: Bl

Address #t 3

Date of Birth tH4£BH] Blood Type "' &] _
Weight & Ei Height =) .
Color of Eyes E,ELE;JFEFIE"I Color of Hair PESZ# &1 _

Person to contact in case of emergency BREH B A A B EF R itut

Name # & Phone E5E

Address #h 31F Relationship B&%&

Please answer the following questions in detail ﬁ% F%P AT [ Fﬁ“‘ 1 Fﬁﬂ JE

1) Describe your general state of health — & {gt R Jpd 7y [

2) List the name of illness, year of illness, and seriousness of illness for any major health

problems you have had in your life (including mental illness)

M2 ZEROT (8RR RO ) 7 B B

(over ES—HE)



3) List the standard U.S. Gov’t required immunizations that you have had and their dates

SRS R R R A R

4) All applicants for residence must have a tuberculin test within the past year
ORI ERE NN R R
Tuberculin test result: [ ] Positive [ ] Negative Date
iR ER OB & & % B &3

5) If you have any health problems, please list them below and indicate any restrictions to

your activities [ fit 0 [l R 2 S5 F I R LG 6D

6) List the names and dosages of all medications you are now taking and identify the illness

that requires such medication. 2l vt iy ™| {7 721 86 P22 > 3 B R Rl BN E RN .

7) Name the date of last complete physical exam by a licensed physician

FAT N2 P v 1

Signature of Applicant Date
H R A & B B




