ST. JOHNSBURY ACADEMY JEJU

Student Medical Form StA19| 2 )| =

Part Il. Medical Evaluation 2| & & Jlrhis part must be completed and signed by the physician. If the information on this form is
incomplete, an additional medical check-up will be requested. 0| 222 2% 2| At 2 HG6tD AHolOF & LICH H&E B2IH0I&st B FIHE QN Z ALt
2= ALICH

Student's Name Birth Date Gender
&M 08 MEAZ A =k
Physical Exam
Height Weight Blood Pressure Pulse 2 /min
AE em e kg 2 mmHg Temperature Xl 2 °CIF
Normal Abnormal Comments Normal Abnormal Comments
Neurologic Abdomen
HEENT Genitourinary
Dental Skin
Heart Musculoskeletal
Lungs Psychological
Screening
Rt
Vision Screening Al & 23 At L - Auditory Screening & & A At o Pass o Fail
o Corrective Lens
o Glasses
Test
Hemoglobindl 2= = Bl =Xl Result: g/dl
UrinalysisA 24 2 A Result:
TB(tuberculosis) testZ &4 & At o Tuberculin Skin Test I| 2 EtS 2 Al o Chest X-ray E X4 A At
(Either Tuberculin Skin test or Chest X-ray needs to be done. Result Date
EHEZS HI2ES Z2AM E= E2EXH HALIIS) Z e
Immunization

Please check by a physician that the child has vaccinated properly along with ages. Please put check Mark "V" or "O" on the box or leave the date of
vaccinations when those have been done. * If your child already fully vaccinated and submitted the completed records of vaccination previously, you
do not need to submit the records. 0t012] LI0I0I & 2 E S0l OIFHB =X AL A 2l 2= SEALICH HZE S0l 020 /O Vv L=
"O"BEAlLL L= HZEEO0 0OIF0E EME JIA5H0 =AID| HEELICH *

st M DEHLYHESS 226D D II=SS 0101 MEGHRE 0= LAl JISS MEGHA 220t l&LICh

DTap Cl|ZEIc|OF Tt &S Yol Gl Polio 4 0t0HY| MMR =& Olotsd e S& JEV 2! = | & (Ab-AHBHAL)
#1 (2 months) #1 (2 months) #1 (12-15 months) #1
#2 (4 months) #2 (4 months) #2 (4-6yrs) #2
#3 (6 months) #3 (6-18 months) Hepatitis B BS! 2+ & #3
#4 (15-18 months) #4 (4-6yrs) #1 #4
#5 (4-6yrs) HPV (Girl student) #2 #5
#1 (12yrs) | #3
_ _ S = . Please state the year if child had chickenpox =5 SI2& U= 2R
I AFIZ HHOI = d == A
Tdap CIZHI2|OF, It&at S, B =IOt &S Varicella =5 HAH=A 2
#1 (12-15 months) .
#1 (11-12yrs) #2 (Optional) o Yes (Date: )

*If above is not filled out by a physician, immunization certificate must be attached when you submit this medical form and it must be written
in either English or Korean. ?12| & SWHA0| 2AAN SJofl HETX Z2B, HAESSBEHME AF MESAl SN ZRoH0F &LICH
SAN= DS 5= £= A0Z HM=SEZ0{0F SHLICH

Other Comment

o participate fully in the school program, athletic activities and competitive sports.
st =, MSgs, AZXHI|0N =20 20 JtsELIC
This student may

g stle o participate in the school program, athletic activities and competitive sports with the following restriction/adaptation:
Otefel MeHAEEZ0l JALt= JtEoH0 st +=, Msgs, AX= ZI0 EW JtseLIth

Physician's Name 2| AtO| & Physician's Signature2| Al A & Name of Hospital 2| 2J[2 0| S DateZ & &




