LEMANIA COLLEGE
SWITZERLAND MEDICAL

QUESTIONNAIRE
Eir g RO%

1. PERSONAL DETAILS (please write in capital letters) ™ A{£4HE B

Mr. &4 o Mrs. &£+ o Miss /N4H o

Family Name #& First name %

Father’s name Q3% # Father’s first name %3¢ i
Mother’s name £}3E 4 Mother’s first name &3¢
Date of Birth 4= H#: DayH Month A Yeart:
Address Hitik

City 31 Postal Code Hil4

State X & Country %

2. MEDICAL QUESTIONNAIRE & i &

Yes & | No&

Has your weight varied by more than 5kg in the last 12 months?
ARdE+_ANMAEGERERUAHEIAATG?

If yes, by how much and why?

mER, Btz b? RAAREE?

Have you consulted a physician over the last 3 years, for anything other than a check-up or a
2 | minor affection?
ARZEN=ZFE, RTHAR, FRAEZFLESE?
3 Have you already been hospitalized?
TBREERBTL?
a) In the medical department Py %}
b) In the surgical department 4} &}

) In the neuropsychiatry department *& ## £}

d) In a centre for detoxification and rehabilitation from drug abuse 7% & 1 g & & L
Has an abnormality already been noticed in biological test?

b R RS RIUE R T B2

5 Was an affection of respiratory or cardiovascular organ found?
R R IR B0 I AS B ) 8 2

6 Was a psychic illness or neurological or muscular disease found?
B R IURE # B BR8P B0 ?

v Are you presently under medical treatment for a mental iliness or a psychic disturbance?
HREMRBEEEZRITRMEOEEIRT?

8 Was any illness of the digestive or urologic and reproductive organs found?
REBRINBUCRGMMR KRG PR ?

9 Was any illness of the metabolism system (diabetes or lipids disturbances) and blood system

found? R BFEMAM RS FERFRIMIEEEL) MMBRLEKBR?




Was any disease of the skin (eczema, acne or cancer), of the eyes or ears found?

O | B s R mf RS GBS, M5, B ?

11 Was any other disturbance, disease or sickness unmentioned above found?
ZHAUERERIKERBAE?

12 Do you have any neonatal malformation/or any chronic/or any congenital disease?

RBHFEILETY . 18 M5 RBUE R MR ?

Will you have to be surgically operated on or to undergo any medical complementary
13 | examinations during the following months?
EETRINABRBESHTFAEAFTERTIAT?

Do you suffer or have suffered or are you predisposed to the diseases of the following
14 | organs?

BREEFUTHENER:
a) The bones, the articulations or the muscle ‘& #, X EALA
b) The Back & &

¢) The kidneys, the genital organs, the bladder or the prostate
BAE. AEEE. BHEEER
d) The central nervous system H1 ik # 2 & &

2. MEDICAL QUESTIONNAIRE(SUITE) 4 5 % B il %

If you answered yes to one of the questions on page one (medical questionnaire), please specify:

MBTES T (AR %) B, - EEA R, HE TR AN

Will you have any special
Question Information Treatment needs during you studies at
number & BIT TR Lemania College

9= Switzerland?
FRB R ] E R &
REERINMFEEFEE?




3. PHYSICIANS’ DETAILS (please write in capital letters) % B4 Bt R 5 R

Mr. %4 o Mrs. KK o Miss /IMiH. o

Family Name #k

First name %

Professional address 732\ bk

City

Postal Code Hls%m

State X B

Country %

Phone number Bt & Hi%

Fax number % &

Mobile number FH. 51

E-mail HR4E

4. PHYSICIAN’S REPORT /i i it & K& B J7 8 Bh B i

To be completed by a physician only
REEHEAES 5

Name of the patient & 3% #: 4

Date of birth H4 H#j: DayH MonthH

YeartdE

Blood pressure IfiL [ MM/HGEX /R

Height(kg)& & (A7)

Clinic Evaluation i K 3¥E 4

Please indicate if you have experienced any problems with the following:

B AERHE AT B &M 2R PEFTEETH:

Sex {:5): MaleB® o Female % o

Pulse rate» Bk % _

Yes & No &

Please specify & i 8]

[y

Skin Bz ik

2. Head & Neck Of11

3. Eyes&EarslRf1F

4. Mouth &Throat M FnMx

5. Chest & Breast & Lungs ff, %L, M

6. Heart & Blood vessels .t (1 fn Ifi. &

7. Digestive system yH{t & O

8.  Nervous system H X [0 % O

9.  Skeletal, muscular system B #, ALAZO

10. Urinary, reproductive system iR, A5 %
|

11. Others (specify) Efth ($85&)

Required Laboratory tests / information

MNETRE/FER

Blood Group I #4:

Tuberculin Skin Test(TST) &5 #% & & & Bl i :



Has the applicant been immunized against any of the followings? Please specify the dates and nhumber of doses.
HIEARBEZ I T ABEM? EH B AN E:

Yes £ No && | Dates H A Doses 7| &

. Diphtheria H M

. Whooping cough & H %

. Tetanus &% £ X

. Poliomyelitis 5 % 7% Jit %
. Tuberculosis(BC) % # %
. Hepatitis A F 2 fiF ¢

. Hepatitis B Z. B T %

N(fofLn|Ah|W|IN|—

The undersigned doctor certifies that all information provided in the present document is complete and correct.

DTREENEELZTR, IERAFER S EBFHERH

Date H #i:
Physician’s signature and stamp E4 04 5=




5. SCHOOL AUTHORIZATION #Z#X

Does your child need special care during her/his studies in Lemania College Switzerland?

e L3S e W B i I B, 8 BT 7 2 0 L A ) Y R B 2
1. Allergy % oYes oNo

If yes, please specify which allergy &1 82, % 1 B A b S 8

Which medicine i B b 24 33 £ :

Dosage 7l &:

2. Food &%y oYes oNo
If yes, please specify which diet I &2, HEULHBFEY:

3. Other medicine? HAth %4 Yes oNo

If yes, please specify which illness 15 &, % B /& 6 B I L 7 5% «

Which medicine B #h24:

Dosage 7l &:

Does your child need special infrastructures during her/his studies in Lemania College Switzerland?

R LRFRWERFEIME, ENETREESRERNETREG? oYes oNo

If yes, please specify which infrastructures fin &, % ¥ B 6 f B 97 1% %

Do you authorize Lemania College Switzerland to take your child to the doctor or to the hospital if
necessary?

BRERMELEREBELERFELENFTENEZ FREERE ZER? oYes oNo
By signing this document, the parents or legal guardian confirm that they are aware of the following:
BEYEEXG XM, KBREFEERP ABHAREUTRAAE:
- Student is required to have medical care and health insurance recognized by the Swiss authorities.
A AR B B 2 R AT R B T AR R A 42 R AR
- Lemania College Altdorf-Switzerland can provide a medical care and health insurance to the student.
3K 5 Je W2 e W] DAOA S 4R R IR R T AR B A 42 RR AR
- If it is not the case a copy of the students’ insurance has to be sent enclosed to medical questionnaire.
MEZAREXGMBEF AREHEUERE, YA MANEFREROENSFNNERTETRERSE L.
Date H #i:

Signature of the parents or legal guardian K B8 & EE OO A OF:




