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Please diagnose the applicant’s heath and physical

conditions.

JUHF EfE
g % L % Male Nationality
N £FAR i3 R B % [l %Z& Female
ame Date of birth Year Month Day
;&2
Blood type
IR £ FR
Address
(AT EERETEA)
=2 F A =}
Date of Examination FER (Without Glasses) %I1E (With Glasses)
E #-8 & N #=h ( )
I . . Eye
Direct Indirect sight
w R (Without Glasses) %&I1E (With Glasses)
5 Q ¢ ( )
A
R
% L EE O &8
i (Normal) (Abnormal)
Chest 7
X—ray Hearing
Exami- []IE® [ 28
nation | Ff % (Normal) (Abnormal)
Describe the condition of applicant’s lungs
ZODMDERRUES
Please describe in detail if you find any other disease.

SRR LEED E B DBV L =AY B,

| hereby certify that the above diagnosis is true and correct.

& A =

Date of Examination

¥ PR (FRTEHE) Physician’s Address
E & # B8 & Name of the Clinic
E A

% Name of Physician

&

Physician’s Signature




