international
school of wuxi

STUDENT HEALTH FORM/ 224 {g R

(To be completed by parents H F KIHE)

Student’s Family Name 2242 0E4 (i) - Name %4:

Student’s Birth Date (month/day/year) HHAEH (H/H/E)

Grade JT £ 42

Father’s Name B 144 Tel HLiE:

Mother’s name B} SEH1E 4 Tel HLif:

For the health and safety of all the children at ISW, the following are required for admission to ISW:

N T AR A A N AR, T AR TR 1ISW 5324 A 1R B A

1. The student must observe the basic minimum childhood immunizations as recommended by the Child
Development Center of the World Health Organization. Minimum immunization requirements are for:
Polio, Diphtheria, Pertussis, Tetanus, Measles, Mumps, Rubella and Chicken Pox. A photocopy of the
student’s immunization record must be given to the school. #4252 F 24 Jif TG W 5 11 [ 5% 950 42 1)
G/t AR ZAHER LB e B v A, AT/ LR, Ik, B H %, B, BRI
RMRZ . AR A S e S sk BB
The student must have a yearly physical examination performed by a medical physician. This will also serve
to clear the student for participation in Physical Education and Sports. 2#2E W21 i 125 AF 1R 474 FEE f e A
A, FRRMMIEI SO o IR R R A S A E UREH At I 2 15 H AR o
The student must have a Tuberculosis (TB) screening, either by skin test or chest X-ray, at least every two

years. S8 BT — IR E A I, 8 1 Bk B B X-D' 7575

We recommend that the student have an eye-sight and hearing check-up every year.

PATE VA A NS R HAT M A

Please indicate by putting an X i X Khr7x:

A) If the student has any learning difficulties (eg. Dyslexia) %27 2F /& 5 & 27 > W R HE ?

B) If the student has a history of any of the following conditions i%2#4: 4 |~ #1) )9 52 nth 2

_____Allergies (to medication, food, pollen, grass, dust, mold, others)? X124, &%), ek, B, K4, &
B, HAhTE? Details 1E1H:

____ Medications taken to relieve allergic reactions Jiid 8 AR 254

____ Anemia 741l ____Hepatitis 4%

___ Asthma B0 ____ Hearing problems W /7 [r] it

____Bladder or kidney problems Zit, "B % ____ Heart problems 0>




_____Concussions K Z ____Joint or bone problems ‘B 5,5 7595
____ Diabetes ¥ JRIH _____Menstrual cramps J%HEJH&
_____Eye problems i /7 [A] it ____Seizures (epilepsy) i i
_____Frequent headaches £ & 1 L/ _____Serious accidents % 5 & Al
_____Frequent nose-bleeds £ it & IflL ____Serious injuries =B 5215
_____Frequent stomachaches 4% 1"t B Ji ____ Others HAth

Kindly provide more details to any checked item so that we can take better care of your child during the school

day. MR AL MR,  DAE AR 37 L n] DAAEARIYIa) HEBA R ) % 7

If you want your child to take medication at school, please send a note with the medication and give the name of
the medication, the dosage, the time to take medication and the frequency. Thank you!

HIER T TAAERMIRARS, SR E kU 2Rk, 7, IRAINE], RRaeiR 25 i RE. wig!

Parent’s Signature ZX K244 Date H #:
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