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FOREIGNER PHYSICAL EXAMINATION FORM
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Sex

18 Male
12 Female
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Birth Day-Month-Year
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Present mailing address Blood type
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Nationality : {Stamped Official
Birth Place
{or Area) Stamp)
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Have you ever had any of the following diseases?
{(Each item must be answered “Yes” or “No”)
B #i 9 Typhus fever UINo {JYes ] #1  Bacillary dysentery CINo []Yes
AL R I E Poliomyelitis TINo [Yes fii B FF B W Brucellosis [ONo [Yes
| % Diphtheria CINo OYes i BF 4 Viral hepatitis [ONo CYes
B 4 Scarlet fever CiNo OYes i V% 39 85 Bk Puerperal  streptococcus
1 # Relapsing fever  INo [Yes infection [ONo [JYes
T ONo [IYes
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¥ Typhoid and paratyphoid fever

Epidemic cerebrospinal meningitis

ONo OYes

OONo [OYes |
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Do you have any of the following diseases or disorders endangering the public order and security?

Toxicomania

(Each item must be answered “Yes” or “No™")

[INo 3Yes

AP EL  Mental confusion...........cooovnviiinriinnennns CINo [JYes

KO P BRIEAY Manic Paychosis...o.o.iveveenireenns, ONo [OYes

IH | ,} A Paravoid Psychosis...............ee.n, ONo [OYes

’sychosis ; ; 4

il Z) 58 Hallucinatory Psychosis. .............. CONo Olyes
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Height cm Weight kg Blood pressure mmHg
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Development Nourishment Neck
W o LA i L Hi
Vision LR Corrected Vision 7 R Eyes
BB, 1 L3S HR T gk
Colour sense z Skin Lymph nodes
H 3 Fi B 14
Ears Nose Tonsils
) Wt M
Heart Lungs Abdomen
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Spine Extremities crl P
syslem
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Other abnormal findings

Bl X 2%
Erfras R
CBRHES TR )
Chest X-ray
Exam
{Atlached chest X-ray
report)

LB
ECG

L sms
CHLE S . M
A

Laboratory exam

(Attached test report of
AIDS, Syphilis etc.)
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None of the following diseases of disorders found during the present examination,

£ #  Cholera P 45 Venereal Discase
MBI Yellow fever filigh4%  Lung twberculosis
Bl 7 Plague L AIDS
Bk M Leprosy F b5 Psychosis
B HaAs Wi
Suggestion Official Stamp
PRy 1 4

Signature of physician Date




