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Did you get the COVID-19 vaccine ? Yes ./ No
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When did the second or third vaccinations end?
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Have you ever had any serious diseases? Yes ./ No
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If yes, please provide details:
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Are you currently receiving medical treatment for any illness or taking any medicine? Yes ./ No
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If yes, please provide details:
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If so, give the name of any medicine(s) and how often you take it/them:
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Have you recently had any symptoms, or any concerns, anxiety, or worries? Yes ./ No
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5, UTOREIELZHIN-Z &1EHY £3H?  Have you ever been diagnosed with below mfectlous diseases?

0 vz No D;ggtuberculosis DB%EE%V;&Hepatitis B chja:?;&Hepatltls c CIHIV 0% (Dﬂhother ( )
6. ;;E@%Eé;\ L T< 7Z& ), Forfemale students only:
@ Iﬁgfz LTWETH?E t%@ijm:‘ﬁiitataa DETH? =R RAIAY S
Are you pregnant, or is there a possibility you might be pregnant? Yes ./ No
ke 4 5oL ot

P=4n% %E%R Ltﬁti ﬁU%ﬁVfﬁ(D I, X& v 71Tz T<7Z& L Ifyou answered "yes," please inform the staff at the reception desk when you check in
FASTW HALAES LD AU N)

Q7 (2 H) |34 T4 A 2 Are you currently menstruating (on the day of your exam)? IELy Yes / LshZ No
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