Health Declaration Form

Owing to safety concerns, you are requested to provide information on your health conditions and medical history. Your
provision of accurate information will help secure the safety of you and other WIE participants. In the event that you
terminate the internship before the scheduled date due to undeclared health conditions and medical history, you shall

be liable for all the evacuation and medical expenses.

The information provided in this form will be used for administrative purpose for the WIE Programme, and will not be
disclosed to any third party who is not related to the Programme. Please refer to the Privacy Policy Statement of PolyU.

Medical History (Please tick the appropriate box(es) and provide further information as appropriate and necessary.)

REEBARMT

Abdomen g E5 Allergy B

[1 Abdominal operation within the last month H A | [0 Allergic to Drugs ¥f&&%75 8

TR (Types of Drugs ZEPIFEAH: )
00 Colostomy Z5H5 %11 [0 Allergic to Food ¥ &Y,

[0 Other significant abdominal conditions Ei &% 2 | (Types of Food &4fE%H: )

Cardiovascular /[ i R IEE L4

Endocrine and Drugs 3433 5z 264

O Cardiac illness /(g Z=95
[0 Hypertension 1= [ JB&

O Diabetes #EFR I

[J Under treatment with antihistamines, tranquilisers, or
decongestant drugs, or any type of drugs with side effects
that could affect alertness and judgement [F#7<7 1 4H4%
e~ SERFEI - iBSTE » BUH R BB R o T 8EY)
EDE=

Locomotor EE AL

Neurological fH&E Z.4¢

O Limitations of limb movement Y fa, G [EhE¢

O Epilepsy, fits or blackouts E&J ~ FJLIAFHIZEE Bk
[0 Migraine {f75EJE

Otorhinolaryngological E.£:1f%

Respiratory MK .45

O Acute otitis media or externa =}t h BB /NE. R
[0 Chronic suppurating otitis media &4 b4
Hx%

(0 Scarred ear-drum E-JtE{5

O Sinusitis £& %

[J Acute respiratory conditions & B2 "FI5 22475/
(1 Bronchitis 37 @& 3%
[J Asthma Bzl
(please provide further information FEHE{LiE—&F])
- Frequency and severity of attacks ZF{FEAH>R 7 F2 £

- Date of last attack _ZRZ&/E HEH:
- Treatment required F755 6%

Visual 357

[J Acute Myopia 73T 7

O Visual field limitation or uniocular vision #7 By [Eit =l BEEHE



https://www.polyu.edu.hk/privacy-policy-statement

Health Conditions (Please answer all the questions and provide further information as appropriate and necessary.)

1. Do you have any symptoms of fever and/or acute respiratory illness (such as fever, chills and rigor, cough,
diarrhoea, shortness of breath, difﬁculty in breath, etc.) in the past 5 days? {Ri#E 5 A KNS & H IR 28 EH1/3

MR 2 AR (B« 3802 ~ TR~ REVR - PRI TR - MPIRINERTE ) 7
[J No & (] Yes 72 (Please specify the symptom(s) 55 %/[HHEA: )

2. Are you currently, or on an ongoing basis, experiencing any seriously negative feelings (such as severe anxiety,
chronic insomnia, grief, nightmares, severe stress, depression, etc.)?

B IEESFHES TR Ea mEEE (PIERE - FHEAIR - 285 - B2 - B - @) ?
O No & [J Yes /& (Please specify :5zFHH: )

3. Have you ever sought treatment for a mental, psychological or emotional condition?
W%Eﬁfr’%ﬁﬁ * ‘Dfiﬁ‘%éﬁﬂﬁ/ﬁ—r /mf ?
O No & [J Yes /& (Please specify :5=FHA: )

4. Are you currently receiving treatment for a mental, psychological, or emotional condition?
R & ARG OHEEEE IR Z /a5 ?
O No & O Yes &

5. Ifyou are currently receiving treatment for a mental, psychological, or emotional condition,
a) have you discussed a plan with your doctor/counsellor/therapist to continue treatment while doing an internship
abroad?

WIS B AT EEREKS ~ OEEEE IR M2 a8 - (REE G0l B e S e B4
EEIEE SR s ?
O No & O Yes &

b) has your doctor/counsellor/therapist given approval for you to do an internship abroad?

IREVESAE R, a R AT S AR IR RIS NE S 2

[ No & O Yes &
6. Do you have any special needs that we should be aware of?
O No & [J Yes /& (Please specify :5=FHH: )

I confirm that the information provided in this declaration form is true and correct.

Full Name: Student ID Number:

Signature: Date:

For access to or correction of the above personal data, please email to wie.nonlocal@polyu.edu.hk.
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