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Health Certificate for the Overseas Youth English Teaching Volunteer Service Program
[ Valid for Three Months ; Please mail the completed form to the nearby registration office.]

Pt g (Name in Chinese) ~ Assigned Volunteer ID No:

Name in English: Home Tel:

M %] Gender:[ ]9 Male [ ]* Female Passport or SSN ID No: FARRE 15 w4 B A 4p 7
44 (% p #)Date of Birth : /[ #& Nationality : Please attach a recent

i 4t (address) 1.5- inch photo here

£ 81k 4 PHYSICAL EXAMINATIONS

B."% 3 Pulse : =X / & time/min E.x /& Blood pressure : / % 5 & 45 mm Hg
C.~s % Heart : []* ¥ Normal (]2 % Abnormal
F.%8 % 3& # Locomotors : [ | ¥ Normal [ 1 £ % Abnormal

& 1s% P PROOF OF VACCINATIONS

The above named individual has completed each immunization of:

A.[]aTB Test has been taken within last 2 years. B. Hepatitis B series on

C.DTPon D. MMR on E. Td on

F. Polio on

P T ¥ MEDICAL HISTORY
YWicEzE5RLT A % Have you ever had the following diseases ?

A ”%}?a Heart disease - [ ]Yes [ [No F.mJm Epilepsy : [ TYes [ INo
B.# % I Asthma : [ ]Yes [ INo G¥E T Kidney disease : [ ]Yes [ [No
C.% x /& Hypertension : [ IYes [ No  H.Jt 5 Malaria : [ IYes [ INo
D#%)T\}?a Diabetes : [ IYes [ INo LA Liver Disease - [ IYes [ INo
E.:% ﬂ”r)]%}i Allergies : [ IYes [ INo J.She/He is allergic to :

BwoRHpu bR E o s R e 02§86 AL FRXADREMPEL -
Remarks:
The above named individual [ ] is [ ] isnot recommended for working in a volunteer program at a remote school.

Healthcare Provider’s name (print) Clinic’s name
Healthcare Provider’s signature License Number Issuing State
Located in the county of Tel: Date:(M) /(D) /2010

I hereby submit this document and agree to participate in the Volunteer Program for assisting students in the remote areas

in Taiwan. I have carefully reviewed my summer schedule and give my commitment to this program in the highest

priority over any other event.

Volunteer’s Signature Date:




