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Health History Form
1975 Concour se Drive, San Jose, CA 95131, USA. Td: (408) 433-2280 Fax: (408) 433-9855 Email: admin@cwts.edu

Name of Applicant: Last Name (Surname) First Name (Given Name) In Chinese
HE AR S
Name of Physician: Last Name (Surname) First Name (Given Name) In Chinese (If applicable)
ELy s

Address of Physician
B ARyHAL -

Doesthe applicant have or have had any of the following?

HFEANSEA U THIER ?

YesH No&H YesH No&H
Tuberculosis  fifié5#% O O Epilepsy S/ O O
Heart Trouble (MigHR O O Paralysis & O O
Fainting Spells 4 AE O O Diabetes ¥EFRIKF O O
Nervous Breakdown ¥EfHEESy O O Convulsion fe&# O O
Abnormal Blood Pressure “RIEEF-EE O O

Immunization, what kind?

REATEVES ? H—H?

Has he/ she ever changed or advised to change his/ she residence or occupation because of health reason?

i, A B PRI R A BB B (PR AR TR B 2 [ YesH 1 No&A

Has he/ she ever received treatment or hastreatment been recommended by a physician for physical or emotional
condition?

fit. 4 SRR SR LE AR - SRR MEERAE? O YesH O Nogk

Any continuing health problem? If yes, what isit?
EOAEFENREME? [0 YesH [0 No&A WMEAHIEE - FRERAE ?

Doesthe applicant have any other disability which affects class attendance and participation (such asvision, hearing, or
walking disability)?
HIEARTA G LRSS BEREENEMRRAE ? (40 - R/~ BIEITEAESS)

Remark

st -

Physician’s Signature Date
Ba%y: HE :
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