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Registration Form of TB screening for Korean Visa Applicant

144 (Name) 51 (Sex)
OMEE) O K
4= H #(Date of Birth) 1% 5 % (Phone Number)
0 O
I 1 fi5h (Passport Number) B R HbE (5 9IRS ) (Address)

o EWSLEE T, HALAREH:

Please answer the questions by checking the boxes.

1. HETASMAL? Are you pregnant?
07 No (52 Yes

1. BREYHEMZE? Have you ever suffered from tuberculosis?
DT No (& Yes

2. BRTEYEZPEAZIAIT? Have you ever received anti-TB treatment?
DT No & Yes

3. TSR 4% £ ? Have you ever contacted TB patients?
DT No (& Yes

4, BHIE B ARSI Zu . BT, RE RS ?
Recently have you had any symptoms like persistent fever, cough, night sweat or weight loss?
O7 No (52 Yes

FNCBXBFAN ABRITGIR, FEXHEREIE B AT
I declare the information provided above is to the best of my knowledge and true.
CAEPNE AR P2

Signature of applicant/guardian

ZHEES AR HAEEA | FEABABGEIES ERRE AT

Physician X-ray Diagnosis Acknotledge Receipt of Remarks
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