Tokyo West International School

Health QuestionnairefgEREE (1/2)

Filled out by Parent/Guardian ({3 075 Z 7 ALTZEN)

Student Name A= f£4 Bij
Surnamelf: ' First Name 4 ' Middle Name
Sex Male o Date of Birth /
A1) Female O EEAH
<Food>

Favorite food /F&X72 8~

Least favorite food & F72 B~

Food Allergy B in 7L /L¥—DOH#E: Yes 0 No 0 If yes, please describe:

<Health>
Pediatric hospital name
BV DT DFEBE:
Pediatrician
FHM
Address
ET:
Telephone number
T B
Past illness
BEE:
Allergy Yes O No o
T LI —DF HE:
If yes, please describe:
<Immunization/ 7> [/j#f#> Date Immunized ##Ens 1)
1 /
Streptocogcus > ; 1 /
pneumoniae . ..
oNini e [ ; ViralHepatiis tpe .| )
1 / 3 /
Japanese Encephalitis [ 2 /
(H AR %) 3 / MR 1 /
4 / (B2 JZ) 2 /
1 / Mumps 1 /
DPT-IPV-Hib 2 / (B725<) 2 /
(STRIEA) 3 / Rotavirus 1 /
4 / (2A 74V R) 2 /
Varicella ! / OthersZ DAttt By 1 ;
(KIE) o) / ;




Health QuestionnaireEREE (2/2)

<Medical History/Condition of Your Child>

Tokyo West International School

Eve Condition/Wearin Difficult seeing Yes O Glaucoma Yes O
4 & BEARASET No o PbE No o
R4t {%%S?eé DR Wearing glasses Yes o Squint Yes O Dl <2077
- - 45 No o A Noo
Respiratory Condition 13tsthma Yes O Pneu/lgothorax Yes O
- R B R DA S Noo il Noo Others Z Dt
(BT E) Hyper\ientllatl(‘)n Yes O Breathlessness Yes O
IS B No o - % PR No O
Atopic
Dermatitis Yes O Eczema Yes O Lice Yes o
T e — R Noo BTE2 Noo ¥ Noo
Skin/dermatological condition x
KRGO E (TR —728) Urticaria Yes o Psoriasis Yes o Photosensitivity Yes o
U A5 No o s No o H St BoE No o
Other
ga2liith
Braces Yes O Arthritis Yes O Scoliosis Yes O
Fk-FE Noo BB Nono EHEODA M No o
Fracture Yes O Disk Hermzi Yes o Deformity Yes O
- BT Noo HERIBA~ V= Noo I Noo
Bone/muscles/joint 7
condition . Congenital
B B B D R s apomal 9 1 Condition Yesto P
AT normal O e NI ER No o
*Diagnosis of Congenital
Condition
Wi
Psychological . Inappropriate
consult Yes O Sg;ml?g Yes O Maturation Yes O
DERFRIE DR Nono ,_z};]glci:—'ity- Nono A flin A AR 7 Nono
B R PR :ﬁg: D—F
Psychological/learning Behavioral Delay in Attention
condition Problem Ees - Mental Growth {Ies - Deficit R/ ﬁes o
LB/ H AR B (TBlEE - F ° HEA 7S R AT o s b e
Congenital *Diagnos.i S0t
Condition &I:Ies o Ccon%f?'ltal thg)eﬁg
y oo ondition
ERMEERE B4,
Neuron % Patellar reflexes iRz Normal o Other
' S Abnormal o Z D
<Authorization>
/, (Parent’s name) declare that the information supplied is true to the best of my knowledge. If |

cannot be reached to give my consent to the first aid/emergency procedures, or if the school health
services find necessity of quick first-aid, | hereby give my permission to Tokyo West International School to
seek medical treatment or in-school first aid by the school employee for my child in case of injury or illness
which is incurred while participating in school-sponsored activities.

Parent’'s/Guardian’s Signature:

Date:




