international
school of wuxi

STUDENT HEALTH FORM
(To be completed by parents =g 74 24 ) F4) 2)

Student’s Family Name: &4 o]= A Name: o]
Student’s Birth Date (month/day/year): 84 (2/%9/4)
Grade in August:gd
Father’s Name: oju#] o] &
Mother’s name: ojmy o] &

For the health and safety of all the children at ISW, the following are required for admission to ISW:
ISW o] BE S5 1143 ek & 98 A8 S A vh ) 2 i o] e g

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. &3E5< A4 B ME & wHo ¢ Faol] & #4389 dit 52
whxof gt Aatshs H AT AT g ZFU T Aol Tl d o}, N El, 3dF, 9, olskdd (BAE), T1,5
QA Ao WA F 75 AZ 3 A oF FTh

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 P EL v AR EE O] A7} XS ofok
gyt ol St E o] Al Lol v =X = F o) ol §holl 9lo] o}t B AV fle-& Bl dol = 2. g dAF]i T

The student must have a Tuberculosis (TB) screening, either by skin test or chest X-ray, at least every two
years. StAE-2 2 dnbeh 9] 5 ubg AL 2 7k xeray A AALE S A ¥ A9 7S Ed s ok o

We recommend that the student have an eyesight and hearing check-up every year.
S whd A1, Y A T AS A

Please indicate by putting an X: si@tell x 2 T8} 41 7] v ok
A) If the student has any learning difficulties (eg. Dyslexia)
gp A o] 35 el 7k lF U7 (o B 5F)
B) If the student has a history of any of the following conditions:
A o] thg-7 & 5ol & T Aol gl
Allergies (to medication, food, pollen, grass, dust, mold, others) Details:
A A (o, 2, £IHE, F, UA, T30l F) AHE AAHA A of Al L
Medications taken to relieve aIIerglc reactions <#x #AA k& H&37
Anemi wWd Hepatitis 714

_____Asthma #7] __ Hearing problems #2012
___ Bladder or kidney problems ®-4, =& 2% 2% _ Heart problems 417 23
____ Concussions gz _____Joint or bone problems %4, Z#74 2
____ Diabetes 94 _____Menstrual cramps 974%
_____Eye problems ##ol4 _____Seizures (epilepsy) &= (7+4)

Frequent headaches Serious accidents A}z 7 ¢

_____Frequent nose-bleeds Serious injuries 41 7}3k ©] 4
______Frequent stomachache Others 7|&}
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Kindly provide more details to any checked item so that we can take better care of your child during the school
day. sl Abate] 9l A$- stalol A A4S F o @ AV EE Ego] HEE F o xAISH Aol FA17] vy

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.
ghAY o] ShaLel| A] oF& - g-alof 3H= 4 9- oF ) 9| k9] o] B, H& W, 18 35, HE&FTS IA Aol A BuUlFA7] s o

Parent’s Signature:
- A
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