Personal Health Record Photo
o AnE .

Student Name/22E 44 (English) (4=2)

Gender (1#5]) F/M Date of Birth (i H )

Class (¥14)

Home Address (% Fz i)

Contact Tel. No. of Father (531 & H11%)

Contact Tel. No of Mother (E}SEE % HiiF)

Please note: A.l.A. takes no responsibility for ensuring your children are vaccinated.
This is a matter between parents and the family physician. The following is to make us
aware of essential medical information we need to know in order to be able to look after
your child. =ik % 2% E bR 2 A 1 S 45 2 AT BT He b, IXAN A BE S KRR A 4 53, N T ik
S 4 ) HR A () 421, VB IS DT R A TR AR A B 1 40

Please indicate if your child has any physical condition that may require special
attention. e.g. asthma. 2= 4 fg 5 75 2273 = F 0, 451 0 - B

Is the child allergic to anything (e.g. penicillin, aspirin, milk, insect stings)?
AT RN 2R DY 2 UK (1 TR A, BUHTULAR, 24, )

In the event of an emergency, do you agree to allow your child to have first-aid
treatment at school? (general First-aid including minor cuts and abrasions)
RREBRIEWA RGN, 7L ERZRGEIT? (RSB SEM 1 R 45:45)

Yes j& No 75

(To be continued %: 1)



Personal Health Record
) nE

Please indicate the Medical Care Facility for non-emergency treatment.
A R B BT ALY

If your child requires emergency medical attention and we are unable to contact you,
please note that your child will be taken to the nearest clinic/hospital. You are
personally responsible for the payment. a5 & 2l bt i SIGVERR2% B i i, A1 %
T HEAE Wb BN 13K B Bl B2 BT SR B VR T -

Name of Parent/Guardian(xx K silli# Ait42) Relationship with child (5%45:%)

Signature (2%4)

Date(H #1)




	Contact Tel. No. of Father (父亲联系电话)______________________________
	Contact Tel. No of Mother (母亲联系电话) ______________________________
	Is the child allergic to anything (e.g. penicillin, aspirin, milk, insect stings)?                  学生对何种东西会敏感(如:青霉素,阿斯匹林,牛奶,虫咬)

