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PHYSICAL EXAMINATION

RECORD FOR IMMIGRANT TO US

Ry () Age ZEIEZEAY Visa Category

eE HAE H A el

Full Name Birth Date Gender

Tk H IS [EE =T

Interview Date Passport No Case No

I HH A USHRAR DL

Nationality Birth Place Marital Status

WA J A 1% 5 i

Present Country Prior Country Telephone

JE AL (9SO

Present Address

HS X L H T HIR A

Postal Code E-mail

2 [ bk (930

US Address

5 3 A 75 2% & AE M 6] G &
(LA (LA (3D

US City US State US Postal Code

LIS REHOLHEBRAR? GHEE “=&” o “8B7)
Have you taken the immigration health check once before? (Please answer ‘Yes’ or ‘No’)

2. FIRF AR H ¥ Last date of immigration health check

3ARIL-CRAER G RIAAZ? GHHST “&2”7 5 “%B7)

Do you have cough or fever within last week? (Please answer ‘Yes’ or ‘No’)
4R AR IS “R7 8“8 )

Do you have history of Tuberculosis? (Please answer ‘Yes’ or ‘No’)

(5-6 A4t No.5,6: Female applicants only.)
SARIKAGIEHAH-H-4F)
Last menstrual period ( mm-dd-yyyy)

6.EIAR A GFEHE “&7 8“5

Are you pregnant now? (Please answer ‘Yes’ or ‘No’)

7. ZNEENBIANMARELIR, HXHRRE AT
I declare that the information | have provided above is to the best of my knowledge and true.

HIE N AL GEITHINREIHRERS)
Signature of applicant/guardian H#A Date
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Shanghai International Travel Healthcare Center

5 [ 43 4 B3 1F B weer 0 BJZ-048

Application Form and Screening Questionnaire for Adult Immunization
[ BT fy i A S/ This page is completed by applicant]

Bi5 AR /Full Name of Applicant

MBSex [ s/male [ ] %/Female e A/ Date of Birth | | LU [0y
[E$&/ Nationality JIF-S%3/Passport or ID Number

4 #h/Birth Place ERl/Occupation

15 4@ 5 /Have you ever married ? []&Yes [] %No

E{I/Name of your company/school/others in China

iBifl b3+ E]] /Mailing address in China

BiE-S83[F E] /Telephone number in China
BIfE E RSk X [75 2 H 51 E S ] Destination country or region
WS B A, SRR QN AT V7 bR, I U A Bl TS A gk R BT T R B T . U S AN T A A ) G e R AR B ]

The following questions will help us determine which vaccines may be given in clinic today. Please answer these questions by checking the boxes.
If the question is not clear ,please ask the nurse or doctor to explain it.

5 o

N

I 75 i ? Are you sick today?

H
2.3 BRI G 2T I ™ A El X V2 Have you ever had a serious reaction after receiving a vaccination?

SEMA Y. Y GYESE) B il 82 ? Do you have allergies to medications, food(eggs ect.), or any vaccine?

4. JTAR S A LTS 4% #h?  Have you received any vaccinations in the past four weeks ?

5.2 BCE IR . AR . 8 s 2L S R SJK 9 ? Do you, any person who lives with you, or any person you take care
of, have cancer, leukemia, AIDS, or any other immune system problem?

6.2 W IEEAE FHIE R AY . Prlts 259 sl IE#: 2 97« 697 ?Do you, any person who lives with you, or any person you
take care of ,take cortisone, prednisone, other steroids,anticancer drugs, or radiation treatments?
7 35— 5 P 2 75 % 52 B I o S0 % BR 2R (1 #% 2 During the past one year have you received a transfusion of blood or plasma, or

been given a medicine called immune globulin?

8. & 77 K AT U 5 M 22 R B8 99?2 Do you have epilepsia or any other neuropsychical system problem?

9.2 75 Bl S 45 77 T 3 97 322 Ao %2 (AT 3 W B2 4R HH 7R) Do you bring the vaccination record with you ?
1O AU e PSR % HT A H 2422 8UfE R K AN HMWA AT K] ? For women:Are you pregnant or is there a chance

you could become pregnant during the next three months?

UL A5 R AR, AN QA W8 V" k Have you had any diseases below?
Q #4848 K i K Polio Q 4 I Hepatitis B Q JJi If 4 Mumps Q X% Rubella Q k% Measles Q /K Ji Varicella Q 1L & Others

HELERRETIRE “2” BET, BiE4iLAR/If yes, please describe in details

U0 0D 0looooo
O C 0 oo oogEr

FRiE A &% /Signature of applicant H}1/Date
L SERCERN G ALk FOW G207 BT T BT 2
After vaccination, please stay in the waiting room for 20 minutes for observation. ?ﬁ % q] )—E“ 2ﬁi %n
2. PG AT BE LAY SN NOTICE OF POST-VACCINATION

Possible reactions after vaccination:
D RN — N TEREBRLPER . R R Z AN .
Normal reactions: Injection-site-aches, slight fever or hypodynamia within one week.
ARRALER: AT ERRHIAC I RSO A BT, AR
Corresponding treatment: No special treatment required. You can do a hot compress at the injection site, and take more rest.
SERERN: VER R . s, AEUREIEB8. 5°C, BHALE LI IR Z K B S R DAY s A
Abnormal reactions: Pains and tumefactions at the injection part of the body or even suppuration; body temperature over 38.5c; skin rash,
tumefaction or other abnormal reactions appearing in the other parts of the body, and the tendency for deterioration.
ARFRIEON: R akpE, @B Bl EBERE, JF i Ak,
Corresponding treatment: Immediate visit to hospitals, better to district ones or higher levels, and phone call to our centre
WA O — 2 Ti8: 00-15: 30,52 R HERAM) []021-62686428 [ ]021-62686187 [ ] 021-63295026 [ ]
Tel:( Monday to Friday 8:00-15:30,National holidays excluded)
3. HEFEARRIIN: FA “o” ddT N7 AR

2

Post-vaccination prohibitions: 0 with“\"are tips for prohibition. LTEERRITIERES O
IE3TR A S S 55 BRI B, R R st R e e {'ﬂ
In the following 3 days : Avoidance of overwork and exercise, and prohibition on alcohol and stimulating food; o E E i TR R 59
UESA T A G R 7 No.15 Jin Bang Road
: 200335,Shanghai, P.R.China
In the following 3 months, better not get pregnant. Tel:8621-62688851
e Fax:8621-62683088

www.sithc.com

Others:



Administrator
打字机文本
注：18周岁及以上申请人请打印本页表格，如实填写并亲笔签名。
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Shanghai International Travel Healthcare Center

P BG 3E MR IE B g 0 BJZ-048

Record for Adult Immunization

BT s A4 s - JA S /This page is completed by physician or nurse.] R c
& | - T i #t= 5 & i &% F

Vaccine Name of product Lot Place of injection Remark

3% #/Yellow Fever
# L / Cholera
JER IS X/ MMR
7K / Varicella

it J& / Infulenza

fili % / Pneumococcal

T / Hepatitis A

L/ Hepatitis B

' Z JIT / Hepatitis A+B

R B/ Td

H W/ DTP

Z. b / Japanese Encephalitis

Vil / Meningitis
LM S W IR 1R/ Hib
{4i 7€ / Typhoid

4R 8 / Rotavirus
AR R 42 / Polio
#RZ / Measles

JX¥% / Rubella

JE IR 48 / Mumps
JE R 993 /Rabies

Qe OasAn Qs An Qe Al Qzxe@En T Qusahdsm QikipEse Aris AR
QM A7 QEEHR D QEEpR Qs s A dize)le O Hib
IFF 4 S /No. of certificate

E=If%=/Signature of physician H#A/Date
HEWEIF IR T EME R RIFAZZ/BH
| have received and read the notice of post-vaccination. Signature of applicant/Date:
== /
| b E R R DA R ¥ # 5 20 &N
& Travel NOTICE OF POST-VACCINATION
# %/Name of Applicant #SNo.
THESHETHRMEER, FEBEREMNIT. Booster should be finished.Please see the doctor's advice as below.
% HVaccine %1% hn5&/1st Booster $2)% fin58/2nd Booster 3% fn5&/3rdBooster 4% fin5&/4th Booster

EIf% = /Signature of physician H#i/Date
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Shanghai International Travel Healthcare Center

ARG IZFPER 15 B ko A1) BJZ-048

Application Form and Screening Questionnaire for Children and Adolescents Immunization ( <18years)

[ BT (g o i A5/ This page is completed by applicant]

##/Name

MB/Sex  [] B/male [ ] k/Female e Af/Date of Bith | | (L [ [0y
[E|#£/ Nationality JE{4S%5/Passport or ID Number

4 #h/Birth Place ER\l/Occupation

i@ iflit it [+ [E]] /Mailing address in China

15 S45[# [E] /Telephone number in China

BI{E E R X [7 2 H 5 )35 1 Destination country or region

W2 AR B ) R, AR QA TR V7 bRad, 32 i) UK AT B 1B AR Ve sE PR RN R T o AT AN I R I 10 R ) s A B ]
The following questions will help us determine which vaccines may be given in clinic today. Please answer these questions by checking the boxes.
If the question is not clear ,please ask the nurse or doctor to explain it.

5 o

1 o

. H v 2 7 2 Is your child sick today?

2. 0 Fe BBl 1 )5 % A5 A7 1 ™ T ¥ [l ) V2 Has your child ever had a serious reaction after receiving a vaccination ?

LR HAY. &Y (Y E ) sl B Ml H s 2 Does the child have allergies to medications, food (eggs ect.),or any vaccine?

4. 354 R A % B R Has your child received any vaccinations in the past four weeks?

5.0E A5 AT MR . i . S8 B g RGP 2 Does your child,or any person who lives with or takes care of him/her,
have cancer,leukemia,AIDS,or any other immune system problem?

6.2 W IEEAE FHIE R AW PUits 259 sl IE #2207« 46972 Is your child ,or any person who lives with or takes care of
him/her,taking cortisone,prednisone,other steroids,anticancerdrugs,or radiation treatments ?

7 35 —4E P 2 75 2 52 By 1M o) % 9% BR 2R (1 #2812 During the past One year,has your child received a transfusion of blood or plasma,or
any treatment of immunoglobulin?

U0 Ul U U0 D UoDD
U0 0o UoUoooegr

8. Je 17 R AT 0T B 4 28 R 452 Does your child have epilepsia or any other neuropsychical system problems?

9. T FAIE, WM Q W E«” id Does your child have any of the following diseases?
¥ &t K L & Polio Q Z iT Hepatitis B Q 8 it £ Mumps O K92 Rubella Q fIZ Measles Q 7K fi7 84 717 IR i@ 92 Varicella  Q H:'¢ Others

O
%

10. J2& 15l 5 a5 A 1k 25 0 28 3 % 1 10 TRB $2 Bl id 3 2 Do you bring your child” s vaccination record with you? | |

ELiREmichE “2” BRI, FIEMIREA/Ifyes, please describe in detail

K1 | 537 A % &/Signature of parent/guardian H #/Date
— —— —— —— —— — — — — — — — — —— —— —— —— — — — —
L S8R 5 (F AR5 S5 2053 B 5 T 5T« =
After vaccination, please stay in the waiting room for 20 minutes for observation. ? ; %q] )—E‘- Zﬁi %n
2. FRRIE AT fE DL SR NOTICE OF POST-VACCINATION

Possible reactions after vaccination:

R S AT IR R R Z T ANIE .
Normal reactions: Injection-site-aches, slight fever or hypodynamia within one week.
ARBZALFE: AN EIRR AR L. FOREG AL B FE, TR
Corresponding treatment: No special treatment required. You can do a hot compress at the injection site, and take more rest.
SEHRN: TESHRFRF LA . sk, B3, 5°C, S AL L L K e R R BT AT RS
Abnormal reactions: Pains and tumefactions at the injection part of the body or even suppuration; body temperature over 38.5%; skin rash,
tumefaction or other abnormal reactions appearing in the other parts of the body, and the tendency for deterioration.
ARFEE e, @R B G R, Jf rEE R
Corresponding treatment: Immediate visit to hospitals, better to district ones or higher levels, and phone call to our centre
BRI (A RATS: 00-15: 30 R [ 021-62686428 [ ]021-62686187 [ ]021-63295026 [ |
Tel:( Monday to Friday 8:00-15:30,National holidays excluded)

P EAR BT T “0” T N7 hHERIRR.

Post-vaccination prohibitions: 0 with“\"are tips for prohibition.

A3 P e Gk BE 57 SRR T B0, R s ek e £

In the following 3 days : Avoidance of overwork and exercise, and prohibition on alcohol and stimulating food;
No.15 Jin Bang Road

g 200335,Shanghai, P.R.China
Others: Tel:8621-62688851

Fax:8621-62683088
www.sithc.com
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Administrator
打字机文本
注：未满18周岁的申请人请打印本页表格，如实填写并由法定监护人签名。
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Shanghai International Travel Healthcare Center

¥ B 3= 0 SR B ke A (<18%) BJZ-048

Record for Children and Adolescents Immunization ( <18years)
JE T PE AE 5 4 - JH S /This page is completed by physician or nurse.] N °c

&= W = M A W #tS PE - S i3 &% i
Vaccine Name of product Lot Place of injection Remark

# #/Yellow Fever
FE il / Cholera
JBRJIE X/ MMR
JKJ& / Varicella

Wit 8% / Infulenza

Jifi % / Pneumococcal

F T / Hepatitis A

L / Hepatitis B

H i / Hepatitis A+B

K5 A8/ Td

o W/ DTP

Z % / Japanese Encephalitis

Vit Jii / Meningitis
&Y R v IR 1R/ Hib
4i & / Typhoid

AR 7 / Rotavirus
il K it R [ Polio
k% / Measles

JA#Z / Rubella

JI R 28 / Mumps

FE R /Rabies

OEzE O AR QF4 AR Ay An Q@ T Qusrise Qi r Qs AR
QM AR QEEHR D QEEpR Qs s A e)le A Hib
JEF 4= /No. of certificate

Efi%=/Signature of physician HH#A/Date
B EI T RIR T EME A" I/ BIP AZA/BH
| have received and read the notice of post-vaccination. Signature of parent/guardian/Date:

EHERRGDEREE D ¥ #5200 EA

NOTICE OF POST-VACCINATION

# % /Name of Applicant 4 SNo.
THEEETRMBEIER, FEBEENIT. Booster should be finished.Please see the doctor's advice as below.
J& & Vaccine %1% in5%/1st Booster $2)% IN3%/2nd Booster 3% hn5&/3rdBooster 4% fin58/4th Booster

EmZ=/Signature of physician H#i/Date
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