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Health Certificate for Short-Term Students
(%51’% R B THEBE) ¥ % P #F / Date of Examination
(Hospital’s Name, Address, Tel, Fax) YYYY/MM/DD

A * ¥ #/Basic Data

F-4 )
ﬁ&e: 5?I[H/M[H/F
Nationality Passport No.
Dateof Birth ——7— — —

® % % ¥ % /Laboratory Examinations

A F% 2 AR 2 A R AR E &I 48P / Proof of Positive Measles and Rubella
Antibody or Measles and Rubella Vaccination Certificates :

a. #Li¥ ¥ 4 / Antibody Tests
Ji7% #7488 / Measles Antibody [ F5 12/ Positive [ ] 141/ Negative [ ] A #& %/ Equivocal
% B F7%; #u88 / Rubella Antibody [ ] F# {2/ Positive [ ] 4514/ Negative [ | & 7z 2/ Equivocal

b. FF I# &4 P / Vaccination Certificates (FEF ~ 2 B3P &8P & ~ I T2 B o #5504l %
Prifzm > Hiafd# 8% Jf < 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.)
(] F7% 3E 17 3483 P / Measles Vaccination Certificate
[ 46 BURE 7 7R 17 #4838 P / Rubella Vaccination Certificate
c.[ 17 &M% L » %7 i ¥ 3f I# 344/ Having contraindications, not suitable for vaccination

B. %j 3% X k%% %% & & / Chest X-ray for Tuberculosis :

X k% 3./ Findings :

#) 2/ Result :

(] & #/Passed [ ] 4% 0% 2+%/ TB suspect [ | #& % F& 322 %7/ Pending [ ] # & #&/ Failed
[ | 2 4% % % / Not required for pregnant women

B & 442 % / The final result of health examination :

[ ] &£+ /Passed [ ] ’fi&— # & % / Need further examinations [ | # & #&/ Failed

T j“;f ¥ ¥ % % / Signature of Chief Medical Technologist :

P FE % % / Signature of Chief Physician :

”?55 B f F % & % / Signature of Superintendent :

p#p/Date: YYYY/MM/DD

HAiL/Note: 22 3 X+ EHPF B BT 2L REEKRARD £ c 2HENTELY > B4 7 00k

B
TR BfazEm 2 5930 X k& A 4F 4 - / 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.
AZEP = B " P 3 % o / The certificate is valid for three months.
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Proof of Positive Measles and Rubella Antibody or Measles and Rubella
Vaccination Certificates (alternative)

A * ¥ #/Basic Data
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Name ° Sex ~LJF/MLI+/F
- EELA
Nationality - Passport No.
2 Evp
Date of Birth " ——— /MDD

a. ¥k ¥ 4 / Antibody Tests
Jt- 7% 4788 / Measles Antibody [ | F5 |2/ Positive [ ] 1514/ Negative [ | & #x €/ Equivocal
7% Bfr7 88 / Rubella Antibody [ ] 15 4./ Positive [ ] 1512/ Negative [ | % 7z €/ Equivocal
b. g 17 # 4% P / Vaccination Certificates (ZF P v i 3L Bfd p ¥ ~ BBIRATE B $45 o ol ' = pF
BREEP > B E$9  ~ 1k 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] B 38 17 #4837 P / Measles Vaccination Certificate
L] 48 BF7; 3E 17 3487 P / Rubella Vaccination Certificate

c.[ |7 &@E & > %7 if ¥ 3f I» #44/ Having contraindications, not suitable for vaccination
f. & ¥ & & / Signature of Chief Medical Technologist :
PR R E % / Signature of Chief Physician :

Flift & % / Signature of Superintendent :

p #p / Date of Examination : / /DD
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Chest X-ray for Tuberculosis Report

#A > ¥ #/Basic Data

i ¢ Ho
Na;e : Sex L #/ML*/F
N B

Nationality ~ Passport No.
hdEip

Date of Birth " —— /MM /DD

X k% 3./ Findings :

#) %/ Result :

[ ] &4 /Passed [ ] 1% &+% /TB suspect [ ] & /2 Fe32 7 %7/ Pending [ | # & - / Failed
[ | & ¥ %% / Not required for pregnant women

T %’3 7 % % / Signature of Chief Physician :
Flift & % / Signature of Superintendent :

p #p / Date of Examination : / /

# 2 /Note : *ZP = B ? p 3 3 o / The certificate is valid for three months.




