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[]1. & No L17. & Epilepsy [J13. ¥ = B mPsychiatric Dx
[[]2. * 2+~ Tuberculosis (TB) [18. =za+j3% S LE [ 114. &5 Cancer
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Health Certificate for Short-Term Students
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Date of Birth ——— —— —

9 % % ¥ %4/ Laboratory Examinations

A B 2 BT 2 v e B 4R 4 S SR 4838 P / Proof of Positive Measles and Rubella
Antibody or Measles and Rubella Vaccination Certificates :
a. 788 % / Antibody Tests
fﬂ 7% 48 | Measles Antibody [ ] & 14/ Positive [ ] £+ / Negative [ | & rx %_/ Equivocal
7% BUFE 7 4748 / Rubella Antibody [ ] 5 |2/ Positive [ ] 1444/ Negative [ | & 7z </ Equivocal
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name of administering hospital or clinic and the batch no. of vaccine. If the childhood vaccination
certificate is submitted, it is important to include the record of the vaccines administered only after one
year of age.)
L Fe 7% 3 7 3487 P | Measles Vaccination Certificate
D B % IR 1 #4872 P [ Rubella Vaccination Certificate
7 EMAE L > W57 3§ ¥ 7R P 444/ Having contraindications, not suitable for vaccination

B. 5338 X k% 2424 3 / Chest X-ray for Tuberculosis :

X k¥ 35/ Findings :

2 7/ Result :

[ ] &+ /Passed [ ]t 1% 24%/ TB suspect [ ] & ;# 7&33.7 %7/ Pending [ ] # & ./ Failed
[ | &2 % % % / Not required for pregnant women

T 4 %% % [ The final result of health examination :
[ ] &£ #/Passed [ ] 7f:&— ¥ & % / Need further examinations [ | # & ./ Failed
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TR AR 2 938 X L& 484 -/ This form lists the required medical examination
items for students applying for short-term study in Taiwan.This form is only used for
reference, students may submit a copy of vaccination certificates and the chest X-ray
report instead of completing this form.
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Proof of Positive Measles and Rubella Antibody or Measles and Rubella
Vaccination Certificates (alternative)
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Date of Birth YYYY/MM/DD

a. {48 4 / Antibody Tests

T 7% 4748 | Measles Antibody [] 15 42/ Positive [ ] t4 42/ Negative [ ] A 7z </ Equivocal

7% BUr7% 448 [ Rubella Antibody [ ] F5 12/ Positive [ ] 1512/ Negative [ ] & 7z </ Equivocal
b. 7 I# #48 P / Vaccination Certificates (F2F* < i+ B3Zf 32480 & ~ BT K o P50 o hofe ' 20 B

AP > HigfE#e <301 o [ The certificate should include the date of vaccination, the

name of administering hospital or clinic and the batch no. of vaccine. If the childhood vaccination

certificate is submitted, it is important to include the record of the vaccines administered only after one

year of age.)

L] Fr% 35 1 3482 P | Measles Vaccination Certificate

[ 46 B 7% 3 17 #2485 P | Rubella Vaccination Certificate

c.[ |7 &% & » #7 i ¥ 3¢ B 48/ Having contraindications, not suitable for vaccination
T %5 ¥ EF % & / Signature of Chief Medical Technologist :
§. ¥ ¥ B7 & % / Signature of Chief Physician

%5 e f § * & & / Signature of Superintendent :
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Chest X-ray for Tuberculosis Report

A #* ¥ #/Basic Data
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Nationality - Passport No.
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X & 7./ Findings :

#] %_/ Result :

[ ] & 4% & % / Not required for pregnant women

PR & 3 / Signature of Chief Physician :
%73 B § F % & % / Signature of Superintendent :

p #p / Date of Examination : / /

[ ] &t /Passed [ ] 2% &+4% [ TB suspect [ ] & ;% Frins %7/ Pending [ ] # & & / Failed

% :x/Note : #3P = B * p 3 3 o [ The certificate is valid for three months.




