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,:“J: BRAN KS‘OM E
o HALL ASIA

Physical Examination Form || ZHAL®E

This form is to be completed and signed by your physician.
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Student Name &t 0| £

Date of Birth A4 14 & !:

Day(2l) Month(&) Year(¥x)

Height 7|: Weight X| =
BP €& Pulse aHbr

Hemoglobin result 8| 2 2 2 5l =X|:

General Health: Please check any areas of concern and describe in the space provided below:
AZYE: gil= B0 HIASHA| 2 LIE2 Oofzfol| RtM|S| 7| Zsh Z=Al7| BHEFLICE

|:| Head and neck( 2|/5) DJoints(I'.jg) |:| EENT(O|H|21%) DVision(M )
|:| Back(s) |:| Chest(7t%) |:| Endocrine(L} &H]) |:| Hearing(& &)
|:| Gastrointestinal($| &) |:| Reproductive system|:| Heart(M %) |:| Speech(§{s52)

(4472

|:| Psychological/Emotional(® A1 &/ZH &)

Other 7| Ef:




Will the student need follow-up care with a specialist while at Branksome Hall Asia? () Yes () No
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=

If yes, please specify “0"Ql 2L FHZEQl &2 7|X{s F=A|7| HHEL|C}:

Please list any medications currently taken by the student and indicate when they were started:
ol X =EFQ ool ALHH FES AZSH Al7|2f 2H H0{Z=A|7| HHEf LT

Please list all known CONFIRMED allergies and provide a letter stating the type of reaction of
ingested or exposed to any of the following:
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Foods 2Al:

Medications 2}:

Other 7| Ef:

Does she require an epipen? vesO No O

Y27 &3 SSFAE ERZ2 LY

Please list any previous surgeries or hospitalizations 1t 2| ~=0|L} LA AHS HO{FMA|2:

Has this student had Chicken Pox? O Yes O No

o] =50 ZEE HO| A H?

If no, has she been immunized against Chicken Pox? OYes O No Date:
OfL|2tH, =50 BHHO| AGHt?

Has this student had Hepatitis B? O Yes O No
syl BY Zteol ZHE Ho| A&

If no, has she been immunized against Hepatitis B? O Yes ONo Date:
OfL|2tH, B ZtHO| HAHO| ASLIN?



Please attach a copy of blood test results of immunity to Chicken Pox and Hepatitis B.

=572t BY ZtHof Cig Ho| FAE EAHAM ButE HEFESHF A7 HHELICL

| have examined

Student’s Last name &t 9| M First name 0| &

and find her to be in good health and fully capable of participating in the athletic and co-curricular

programs at Branksome Hall Asia.
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Signature of physician =& 9| A &:

A

Date %%

d
0z
no

Day(2) Month(2) Year(® k)

Address A~

Telephone M3 S:

Under the Personal Information Protection and Electronic Documents Act(PIPEDA), Branksome Hall Asia is committed to
protect the personal information of all our constituents. All information collected on this form is in accordance with the
Branksome Hall Asia Privacy Policy, available at www.branksome.asia

Email: admissions@branksome.asia
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Student ID: Grade __

Immunization Requirement

* Please help us ensure the student’s vaccinations are up to date and he/she has received booster vaccinations of
DTaP, Polio & MMR at age 4-6 and Tdap at age 11-12.

* Please PRINT the exact dates (mm/dd/yr) of vaccinations received.

Immunization Records

Tvpe of Vaccine 1stDose 2nd Dose 3rd Dose 4+h Dose 5th Dose
yp mm/dd/yr mm/dd/yr mm/dd/yr mm/dd/yr mm/dd/yr
DPT/DTaP: Diphtheria, 2 months 4 months 6 months 15-18 months 4-6 years
Tetanus, & Pertussis
Tdap: Tetanus, Diphtheria, 11-12 years
& Pertussis
2 months 4 months 6-18 months 4-6 years
Polio
MMR: Measles, Mumps, & 12-15 months 4-6 years
Rubella
#1 #2 #3

Hepatitis B
Varicella: Chicken pox 12-15 months 4-6 years Disease History
OR Disease History

Tuberculosis Screening

All students enrolled at BHA are required to have either PPD skin test OR chest X-ray every other year.

Test Performed (circle one) Date (mm/dd/yyyy) Result
PPD skin test OR PPD skin test:
Chest X-ray Chest X-ray:

Please Note:

If PPD skin test result is positive, a chest X-ray is required.
A BCG vaccine does not exempt a student from completing the TB requirement to attend BHA.

Physician Signature

Date of Examination(MM/DD/YR)

Physician’s Printed Name

Clinic Name & Phone Number




