Medical Information Form EfF{= B %

(Please complete a form for each child.)
T I EORIES

CHILD'S NAME #:44: DATE OF BIRTH A HH: /1 GRADE
L
1. Is your child presently under a physician's care for any reason? If yes,

Please explain:
BB ALRRSEMIAEAEANMERT WRE, BHEPRRE:
2. Has your child had any injury or surgery? Please check appropriate boxes and explain:

BT T L HREMIFARAL? RE, FhE TROTERNTH, FiXRER.

o Head (concussion)sk o Wrist Fi o Foot i o Lungs fif

o Eyes iR O Hands &F o Toes BIfE o Shoulders fEfE

o Ears B o Fingers 35 O Spine 4% o Dislocations fix F3
o Nose & O LegfB o Neck i o Muscle strains Jlpj$i{5
o Throat Hzf o Hip gy o Back & o Ligament strains $J
o Teeth Fif o Knee &z o Arms F= O Hernia ii &

o Jaw T30 o Ankle BIg O Chest & O Osteomyelitis B 8§84

3. Does your child have any history of the following conditions? Please check appropriate boxes:
ENEZTFESBEIETIIER RS BENKMNAERNFTH.

O Diabetes $EFR s 0 Blood in Urine MFR O Nervousness £

0 Rheumatic M 0 Bladder Problems % fit 5] @ o Kidney Problems %5

o Asthma B o Genitalia Problems 438 2% 0] &R o High Blood Pressure = fl &

O Hay fever ZE¥ME O  Tuberculosis fiz51% O Persistent Nose Bleeds 3342 & 4
O Epilepsy (seizures)fiifii 0 Fainting Spells &k O Heart Problems /{5

O Arthritis X9 2¢ O Persistent Cough #r42 Bk o Stomach (ulcer, etc.) B

O Anemia Z3 1l 0 Dizziness k& o Consistent Cramping #4245
0 Hepatitis Z i O Ringing in Ears E05 o Migraine Headaches 5L

4. Is your child currently taking any kind of medication? OYes 2 ONo &
BT RIEERRZ DY
If yes, please explain 1R ZE, 151k PERA:

Instructions for medication 54/ 43:

5. Has your child taken any medication for emotional/behavioral problems such as Ritalin for ADD/ADHD, Prozac
for depression, Xanax for anxiety, etc? _ If yes, explain circumstances &7 F2 &R A4t % ADD/ADHD
R Z KN AYINIRIEEMITABD, SHEXHEENE LB FI RN Lr, 5EH MiHELE
MITABBN AR, MRS, FHERER:
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6. Does your child have a history of emotional/behavioral problems? 0O Yes 2 o No & if yes, please explain &9
B ZaRBEMITANEAL, MRE, BN

7. List childhood diseases (e.g. chicken pox) 15 E#Z FEETHNER (B, KE) :

8. Is your child allergic to bee stings? O Yes 2 O No & If yes, explain reaction &Y% F X HE#d &5, MR
=, TENH:
9. Is your child allergic to any food or medication? 0 Yes & 0O No &  If yes, name food/medication and explain
reaction S FIHMERRYMAYIHE? MRE, BERIEE RETAAYHER

A

10. Does your child have any problem that limits his/her participation in athletics? O Yes /2 O No &
If yes, please explain B EZFR2ERAXLRRE, FESMAEEE’ WRE, BHEPRE:
11. Does your child have a hearing problem? &M% T HERERERBE? oVYes 2oNo & If yes, does
he/she wear a hearing aid? fNRE2, MhEBIVraE TG

oYesZ oNo&
12. Does your child have trouble seeing? o Yes & oNo & EHEZFIR B RIIB?  If yes, does he/she
wear glasses or contacts? 1RZ, B RFEDRERED?

o Yes o No
13. Blood type (if known) & (NREE) :
14. Please list any prescription or over-the-counter medications your child takes on a regular or as-needed basis.

BIHERTBECHLET LT ER, UETHZH:

Name of medication: Dosage  Time taken Purpose
2 EIR FE PRZ5 R[] 7R

Name of medication: Dosage  Time taken Purpose
2 RR FE PR Z5 it [E] Z1ER

15. While at school, all medication, whether prescription or over-the-counter, must be dispensed from the XIA
office. With the exception of asthma inhalers and Epipens, students are not allowed to carry medications with
them at school. If needed, medications can be kept in the XIA office and can be dispensed only with written
permission from a parent. | give / | do not give (please circle one of the two) the XIA school office permission
to dispense the following medication to my child, if needed:

FFERAAE, ARG TR T BimR AR, HMATRATERIELTTZ, DIH XA NDRER
M. FERRTBITHREAAY, MEANEGFHEXADLE, BREFEERKNBEENE, T4
K. MRBE, BRIV (BITH) XA DAZEBATAYLEIRNZ T

Early years: %iJL

Ibuprofen — for pain/fever Antibiotic cream — for bruises
MIRZF-FRmI R MRGE -

Elementary & High School: /\#& fz

Ibuprofen — for pain/fever Paracetamol — relief of headaches
MR-l R AR B—EBRE
Antihistamines — for minor allergic reactions Antibiotic cream — for bruises
AR RRF—R L8 MRGE-B1h
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IMMUNIZATION
RECORD i ¢ %

DATE —
D/M/Y

H-A-%F

DATE —
D/M/Y

H-A-%F

DATE —
D/IM/Y

H-A-%F

DATE —
D/M/Y

H-A-%F

DATE —
D/M/Y

H-A-F

Diphtheria Tetanus
Pertussis B ARZGR &%

-
=]

Polio B 88K R

Measles/Mumps/Rubella
FRIZ/BRRR K/ N5

BCG Skin Test (TB)& 41
BRI (i)

Hepatitis B 7, & &

Hepatitis A A fF& &

Japanese Encephalitis H
PN

Typhoid 5%

Chicken Pox 7Kg

Small Pox X

Yellow Fever E#\5%

Influenza 3% &%

Tetanus B {5 X

Gamma Globulin FFHER

=

Other HAth

Signature of Parent/Guardian ZRK%&:

Date H #5:

1
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