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Universidade da Cidade de Macau Program

City University of Macau

ASBRRERS(ERANIEE K/ ME)
PRE-ENTRANCE MEDICAL EXAMINATION REPORT(MACAU/HONG KONG/TAIWAN AND OVERSEAS AREA)
* ILREBAER - &8 - EHMERFRRRR A

Applicable for the medical establishments in Macau/Hong Kong/Taiwan and overseas area.
F—E4s BEEAER (HEBL&EE) PARTI PARTICULARS OF STUDENT (FILLED BY STUDENT)

I . 5

Chinese Name ’ Sex ’ v LT B
I 24 op H o 1.5 Inch Photo
English Name ’ Date of Birth

T op N

E-mail Address Contact Number *

[ER b4

Postal Address

REWMEALL . OB R R

Emergency Contact Person Contact Number -~

LR LN X : < & /+ [J* 5/~ EERNE =)

Relationship with student Father son / daughter Mother son / daughter Other (Please specify)

I BB A g FRIPEPRISR 2 FF o il LR e
Have you or your family ever received a tuberculosis treatment? If yes, please specify.

2. BAEHFAE I AMMBE? T 0 P BT
Have you or your family ever suffered from mental illness? If yes, please specify.

3. BB A FRAB BRI CRBERAR?ET o el SR
Have you or your family ever suffered from syncope, epilepsy, congenital heart disease or other diseases? If yes, please specify.

4 B EHFA T E A EROEL 2FF o Ep S
Have you or your family ever suffered from asthma or having history of allergies? If yes, please specify.

5. ELF AT RERM?ET Fam RGBS
Do you have impairment in hearing? If yes, please describe getting used to hearing aid/s or after medical or surgical treatment.

6. GEF BT HMAR?ET » FLP LR
Do you have physical disabilities? If yes, please specify.

7. BEFAHBGRIFEPE?ETF > F5LP PP 2 R HEHERT A -
Have you ever received tetanus vaccine? If yes, Please specify the date and submit a copy of your immunization records.

AA LGP FADFFLAAREP P EEN FEAREE 2TT -
| hereby signed and declare that the above mentioned contents are correct and true.

4§ b EER I
Student's Signature ' Doctor's Signature
p o . p o
Date ) Date
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FEHS BEEERER (HEB4IEE ) PARTII PHYSICAL DATA OF STUDENTS (FILLED BY DOCTOR)

1. ¥ % Height 2. %8 £ Weight

3. & /& Blood pressure 4. = F Heart rate

5.4 #4  Vision
X #1 @ Before correcting visual acuity + P% Right eye % % Lefteye
X D 18 After corrected visual acuity % p% Right eye < P Lefteye

BE 4 f84E Color tactile [] &% Normal
BF (GP AEd p s ss)
Abnormal (please spemfy if color blind or weakness)

H s P2 B Other eye diseases (Please specify)
6. )T\ ¥R ( B0 B ) Routine urine (containing protein or sugar)

(] £ % (3P ) Abnormal (please specify)
7,393k MAIFL (= B2 N %) Chest X ray report (valid for three months)

[ ] &% Normal

L] &% (FFF pEEE @ﬂi‘t}—)

Abnormal (Please specify whether it is infectious)
8.n 2 E (X i * > L5 4 ) Blood Test ( For students applying for student dormitory only )
8.1s ¥ 2 CBP
[] & % Normal
(] 2% (P L3 2@al)
Abnormal (Please specify Whether it is infectious)
8.2%F7% su Liver Function Test
[ ] & ¥ Normal
L] 2% (e 22 3248)
Abnormal (Please specify whether it is infectious)
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| certify that the above information is verified by me and the health condition of the candidate is suitable/not suitable for enrollment of the

] #& Suitable ] %3 & Not suitable Fffﬁﬁﬁk#fi = /'5 3L

L RN pE . Valid Through Seal
Doctor's Signature ~ * Date ~
10. ¥ # & 3* Doctor's remarks

(Fa2zp FELTRERF AR FEP AT SR ZHFRLET AL E®H M )
(If doctor cannot confirm |f the candidate's health status is suitable for attending the University, please specify the reason, and indicate if it is a permanent or temporary issue.)

E=5 %@aﬁﬂ (HB4EHER) PART IIT PARTICULARS OF DOCTOR (FILLED BY DOCTOR)
T : RN T

Doctor's Name Doctor's License Number

ERE R E AL . BT

Medical Institution Name Contact Number

EREF RS n

Medical Institution Address
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R MY PR R BRTER AN DT 73?@‘1"—“

Thls report is exclusively used for admission to City University of Macau (“the University”). The University has the right to check the student's health status for the purpose of admission. The student must
lsubmit the original version of this medical examination report with doctor's signature and the stamp of hospital or health center; otherwise, the report will be considered invalid. Completion of
|the report by new students is for the purpose of conducting educational activities, providing educational assistance and maintaining contact with students, their parents or guidance. City University of Macau
undertakes the protection of personal data and will make every effort to ensure the confidentiality and integrity of personal information collected and maintained by the University. All personal data provided
jand registered by the student which related to their education at the City University of Macau will be transferred to the student dossier established by the University. The personal data mentioned above may
Istill be transferred within the University, and other entities, in accordance with the law, or with prior authorization, for the purpose of administration and teaching at the University. The City University of

Macau observes Article 3 (Conservation period) of the Authorization No. 02/2008 of the Office for the Personal Data Protection of Macao, with regard to the conservation of the students' and graduates'
personal data. Enrollment will not be completed if the student fails to complete or confirm any of the required areas required in the report, personal identification and educational and / or academic
ualifici S.
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W HEH Recipient's Signature and Date
FOR OFFICE USE ONLY Bt 348 t2p Y

Review Person's Signature and Date
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