Admissions Office

AOBA-JAPAN INTERNATIONAL SCHOOL

C

Health Form
R DR EE

Please complete this form in English
ETHFETIRALIEE N,

[l Student Personal Information 4 & ® & A & #t

FAMILY NAME FIRST 4 MIDDLE
DATE OF BIRTH 4:4E A H GRADE #4F [IMale %
MM H DDH YYYY4E [JFemale %

Il Health History & @ ft. &%

Please indicate if your child has experienced any of the following.

BUEE 1T, DN W C UTOHEBICHE T 25

SO F =y 7 ZBENLET,

A. KNOWN MEDICAL CONDITIONS i/ 7z &
] ASTHMA i &,

[]ATOPIC DERMATITIS 7 b & — LRz %
[]DRUG ALLERGIES |7 L /L ¥ —
[JFOOD ALLERGIES /7 L /L ¥ —
[]OTHER ALLERGIES Z Offi 7 L /L% —
[JADD / ADHD /K e - Z8hEhiE
[JHEART DISEASE Qi it

[ DIABETES %145

[JSEIZURES T AN A

] CONGENITAL ANOMALIES 4 K £ 3

[[JRECENT MAJOR SURGURY, SERIOUS INJURY
REFiEITAl

B.DIFFICULTY/ SPECIAL NEEDS &7 /51| 72 {2 1)
[JVISION #13%

[JHEARING Hi#

[]SPEECH %:&

] PHYSICAL MOVEMENT & {k#@h{f:
[JLEARNING DISABILITY 23 i
[JEMOTIONAL / BEHAVIORAL g /178)
] SOCIAL #2x

[JFOCUS / ATTENTION £ /)/#: 5
] COGNITIVE 72k

] GIFTED / TALENTED %55k 72 F g% #5

C. SUPPORT PROGRAM/SERVICES
YR—=FTB T T L/ =R

[C1PSYCHIATRIST f =
[1PSYCHOLOGIST /2
[CJCOUNSELING #1722/
[CJLEARNING SUPPORT %3 3 {2
[JSPEECH THERAPY % E'—F+ F &' —
1 PHYSICAL THERAPY B2y

] OCCUPATIONAL THERAPY {f: ¥4k

[CJ1EP (INDIVIDUAL EDUCATIONAL PROGRAM)
BMABES 07T L

[ OTHERZ i

If you selected any of the above categories, please provide details of conditions, effects, limitations, medications and treatments. Attach additional documents if
necessary. LEROWTNNEBIR L7z GEE, BUEORIL, B #ilf, BE, CHBENEOFMEBMOE TSV, LEIIE U CHEERZFMT LTTSW,

[l Current Medications # F 3

Please list any medications your child is currently taking. 33 723 BIERA L TV D TRTOHEE ZRRAF I,

NAME OF MEDICINE #5144

REASON 2

DOSAGE & FREQUENCY Fi fit & B

POTENTIAL SIDE EFFECTS
RIVER O Al dEME




l Immunization Record ¥ F5 #%& 0 52 6%

TICK IF PREVIOUSLY CONTRACTED & | VACCINATION DATES F-F#HE H
LIRHC 32072 2 & DB BHRITIIM LT F SV | MMADDHYYYY4E

BCG BACILLUS CALMETTE-GUERIN 0 1 2 3 4 5 6
HNR Y b 5T AR
DTAP DIPTHERIA, TETANUS, PERTUSSIS E?ﬁ;ﬁfﬁ;jg v
SHRA(Y 7T T - W - E A ) E pene
POLIO
Y o O
MMR MEASELS, MUMPS, RUBELLA E m:";sﬁ}; .

CBESS B RS STE
Bl Bes< - BE RS CJRubella B #&
MR MEASELS, RUBELLA
L2 - W FEIRES
MUMPS
Bls< O
HIB HAEMOPHILUS INFLUENZA B O
NETANAAL T W b
PNEUMOCOCCAL O
fili & BR
JAPANESE ENCEPHALITIS O
EENIEES
ROTA VIRUS O
aXY VA
VARICELLA (CHICKEN POX) O
KIEIE
HEPATITIS A
ATUT R U
HEPATITIS B BOOSTER i/l
BHIF O
HPV - HUMAN PAPILLOMA VIRUS O
NER—<7 (LA
OTHER
Zoft U

[l Tuberculin Test Y X)L 7 U ¥ K&

DATE H ff READING /5 RESULT #4
MMA  DDH  YYYYIE X mm CINEGATIVE att

[ POSITIVE Btk

[l Declaration #£32

| certify that the information provided in this form is complete and accurate. |
understand that withholding information concerning my child’s health and well-
being will entitle the school to deny enroliment. | understand that following
enrollment, academic, behavioral or social assessments will be undertaken as
needed. If the assessment results show a possible educational learning disorder,
the school reserves the right to ask the parents/guardians to take the student for
further testing. Should the parents/guardians refuse the testing, and or additional
tests diagnose a learning deficit that cannot be addressed by the school, the
student may be removed from A-JIS and advised to be placed in a school that
would be more appropriate in handling the students needs. | understand that in the
event that a parent or guardian cannot be reached in order to provide consent for
emergency medical treatment, | consent to providing the school with authorization
to seek medical treatment while participating in school-related activities.

BRER T 2 AEE . ERICEH SN TV LIARITERTH W RARAS R
ZEEBEVET, ROTHEORE/ FEICONWTHERZRT Z LI, FRBAFE
Wr o B E IS 2 L HE L9, ATk, REIDG U THES), B, EimidtharE
MiHMishsd Z E2BRLET, b LM R, FEEEOAREMEN R ol
Alx. FRIZERDMEZZTIIT 2 L 2 R#ETICERT AR R H Y 9, (&
HEEN ZOIRITG URWGE, EEREOHK R, FR Tl T gk
ERH D EBMINTHGEIE, AR TR ZOAEICHE L-2RICERLTH D
I A Y, BOTEAERBICZIT AL, EIRE CRAREE B
DA, REE L EENEN AR WERTY Y Ry A X —F T a S R — LN
BREFOM YR ERIEEZ & D 2 & 2ROFRICE TR E A,

SIGNATURE OF PARENT GUARDIAN
REHEH

DATE
EE)




C
Dietary Restriction Form
BEHIRAERE

Please complete this form in English
LTHRETITWALIEI N,

[l Student Name 4 & K4

FAMILY NAME %% FIRST 4 MIDDLE

[l Dietary Restrictions

DOES YOUR CHILD HAVE ANY DIETRY CONO vz

RESTRICTIONS? B AR EHIRIZH D 32
[J YES (please specify below) i3\ Gl & LLFI2)

Il Religious Restrictions, Family Policy 7% F 0¥l /FRED J7#HC X 5 il R

RESTRICTED FOODS & DRINKS
FEEOEH S FEEO GTENC X0 RO F T TR0 BRI 2 HIR L TV ET,

Il Medical Restrictions fEE EOHH (T L L ¥ —72 E)NT X AR

RESTRICTED FOODS & DRINKS
e L(7 L =72 E)ORBEIC L Y RO T HUT T RO E~MIRBH 2 HIR L TOET,

CONSEQUENCES OF CONSUMPTION
FNERELIGS. COLIRMUENREZETN? ETEE LEN?

[l Other Requests

If there is any concern or request regarding our school lunch program, please list them below:
AT =N T FICET D TERR IBER LI I L LICEES T,

[l Declaration #£32

SIGNATURE OF PARENT GUARDIAN DATE
PRl L AfS




AOBA-JAPAN INTERNATIONAL SCHOOL C

Admissions Office

Medical Clearance Form

AFREFED W&

To be completed within the three months period prior to the application date by a medical physician who is not a relative of the applicant.
ZORWER, AFHEEOBRUSAOEMICE Y . AEEERIA LV i#ll> T3 r AUNIERSND b0 LT 5,
[l Student Name 4 & K4

FIRST NAME 4 FAMILY NAME # DATE OF BIRTH A4 H H

MMAH DDH YYYY4

Il Physical Information sy

HEIGHT & & WEIGHT {K#H BLOOD PRESSURE IfiL/+ PULSE N4 VISION 1.3

RA& L %=

[l Health Assessment f& 5 IR &

SKIN NORMAL iE i ABNORMAL #7%  DETAILS OF ABNORMALITY £ (2> T o
O O
HEAD & SCALP Hf/df % O U
EYES & VISION H - #/ O U
EARS & HEARING ¥ - B3 O U
NOSE & THROAT £ - I O U
MOUTH, TEETH, GUMS 11 - # - ti% [ U
CHEST & LUNGS Jfai - Jili O U
HEART /L O U
ABDOMEN JI£ O U
MUSCULAR-SKELETAL 58 ##% O U
NEUROLOGICAL & O U
NUTRITION 3% O U
URINALYSIS Rt O U
OTHER CONCERNS Z o O O

Il Assessment Summary 22 O # &

Based on this health examination, can this student fully participate in regular schoolwork and physical education activities?
BREROMR, KEORKELED, BEOFROREIIZNT 5 ENTIETN?

CIYES i3
[INO (please specify reasons) W\ (ELR 72 B H)

NAME OF PHYSICIAN [Zflio> [$44 SIGNATURE [E#li0> %4 DATE
EE)

MEDICAL FACILITY NAME  Jiilt - 22944 PHONE #&# ADDRESS [ i BT 7 He




