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Alliance Bible School of Central and South America

BEREHK

Health History Form

W HARL
Name of Applicant:

Last Name (Sumame) First Name (Given Name)

In Chinese * x4t 4

1. Does the applicant have or have had any of the following? & 3% A% & H VA T 895E K ?

Tuberculosis A 4& 4 OYes#  ONoi%#  Nervous Breakdown #&4¥ 3% 55 OYes A/  ONo&H

Heart Trouble - s OYes# O Noi&#  Fainting Spells <4 A% OYesH#  ONo%k#H
Diabetes #& #% 5% OYes#  [ONoi&#  Convulsion jg & ~ 3k /5 OYesH  ONo%k#H
Epilepsy & £ OYes#  ONo:4#  Paralysis ¥ & OYes#  ONo %A

Abnormal Blood Pressure 7~ iE % &4 oo &R

Immunization, what kind? & & # Ay £ 41 ? AR—4& ?

OYes A/  ONo&H

2. Has he/she ever received treatment of has treatment been recommended by a physician for physical or emotional
condition? ttu/4s 7 & 4% B A 6y F RS RS TR e b 0 RB AR RN EBETERE?

3. Any continuing health problem ? % & # 45 4% 644 B 28 2

OYes /  ONo & A

4. Does the applicant have any other disability which affects class attendance and participation (such as vision, hearing, or
walking disability)? W 5 A% & & Pyt b3 R S R AE B 0y AL FE P A 2 (e ) AT 8 TR 5 %)

OYes A/  ONoZH

5. Remarks
BARL B #1
Physician’s Signature: Date
BAML Xt 4
Name of Physician: In Chinese (if applicable)
B E o Huhk
Address of Physician:
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