Hoart to tHoart, Hud in Hond/

Physician’s Report Form

Part A (to be completed by the Applicant)

First Name Family Name
() (%)

Nationality: Date of Birth:
CHEED CHHAEH D

Home Address:
CKEEAENE D

Gender: Home phone:
D (KBEHLE)

Passport number ('#5) :

Height: Weight:
(5 ()

Are you covered by any Insurance (5 LI SEARE) - OYes (&) [ONo ()

If yes, please provide the name of the insurance, the provider, the expiration date) (WA, iHHFRALLR
AR RN, IR

Is your physical activity restricted in any way (f5 AR S 4& EERED 2 OYes CONo
If yes, please explain (WA, WEER)

Part B (to be completed by the Physician) (UL~ & HEAE)

As an Au Pair, the applicant will be living for an extended period of time in the home of a family with
young children or elders. It is therefore important that we are advised of any physical or mental health
issues that may have a bearing on the Applicant’s ability to participate.

CEEWMEfT G FTE I B A RS i B2 Wi At/ i A T A A B D 14 1) D

Please indicate whether the Applicant has been immunized against the following:
CHITE A At LT S 2 1)

Date of immunization

Tetanus CREAT RO OYes [ONo
Diphtheria CEIMED OYes [ONo
Polio N UKD OYes [INo
Measles 2D OYes [ONo
Mumps OB OYes [ONo
German measles (rubella) (X2 (Yes CONo
Typhoid (HFERE) [(Yes CONo
Tuberculin test €23 rp) OYes [INo
Whooping cough QE=19) (Yes [(ONo
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Did the au pair applicant ever suffered:

Anorexia or Bulimia

(R EREs BE) OYes CONo

Any kind of addiction such as alcohol or drugs

CBIRAE RS R R it R

[Yes CINo

Arthritis CHED) OYes [ONo
Asthma Al OYes ONo
Chicken pox KD OYes [ONo
Depression CHPAIS AT D OYes [ONo
Diabetes CHE PRI D OYes [ONo
Eating disorder B gD OYes [ONo
Emotional problems CIR&5 ) 8D OYes [ONo
Epilepsy CRUAE ) (Yes [ONo
Hepatitis (any kind) HF 5, ATA R OYes [INo
Hernia GO (Yes [ONo
Herpes C/at2 OYes [ONo
Measles CFRE) (Yes [ONo
Migraine QIBSLD OYes [ONo
Mumps IR 2D OYes [ONo
Polio /N LBRSEAE ) (Yes CONo
Scarlet fever (A HO OYes [ONo
Allergies QuRsiny) OYes [ONo
Any other disease ARG OYes [OINo

If you have answered yes to any of the above, please give full details here:  ( 1A% B a0 A 1k 2 1),

THAEIRARES VRN

I confirm that the au pair applicant is in good general physical and psychological health, that an ordinary
clinical examination has shown no definite symptoms of illness, and that she/he does not suffer from any
infectious or chronic disease, there is no objection to him/her associating with children.  (ZZiEH HiE AN &

IRURE AR, R0 45 R O o FIE N H AT #E W AR, e A et sl rEom, WIS 1

Fefh o)

Doctor’s Signature and stamp (PEA42254%)

Date (HH

To the best of my knowledge this doctor is qualified and licensed to practice medicine.

Office verified:

Date

*Once the au pair arrives in China, further medical examinations might be required to obtain certain kinds of visa.
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