
Hospital's

Mark
ITEMS  REQUIRED  FOR  HEALTH  CERTIFICATE Type B

National Name, Hospital's Name, Address, Tel, FAX
Date of Examination

  ( BASIC DATA)

(MEDICAL HISTORY)

  (PHYSICAL  EXAMINATION) 

Name ––––––––––––––––– Sex 
Male Female 

ID No. –––––––––––––––– Age –––––––– 2
/ / Married Single 

Date of Birth ––– ––– ––– Marriage

Passport No. –––––––––––––––– –––––––––––––––– 
2”PhotoNationality

County (Staying) –––––––––––––––– –––––––––––––––– 
Phone No.

Have you ever had diseases of the following
. .

Yes No Yes No
   Heart disease    Malaria 

. .
Yes No

     Plasmodium vivax    Hypertension 
. .

Yes No
     Plasmodium ovale    Lung disease  

. .
Yes No

     Plasmodium malariae    Asthma  
. .

Yes No
     Plasmodium falciparum    Liver disease 

. .
Yes No Yes No

   Diabetes    Tuberculosis 
. .

Yes No Yes No
   Kidney disease    Dengue Fever 

. .
Yes No

   Epilepsy   Others –––––––––––––––––––––––––

. cms .    Normal Abnormal 
   Height Lungs 

. kgs .      Normal Abnormal 
   Weight Liver

. / mmHg .      Normal Abnormal 
   Blood Pressure Spleen

. / times/min . Normal Abnormal 
   Pulse Thyroid gland 

. . Normal Abnormal 
   Body Temperature Lymph nodes 

. Right Left        . Normal Abnormal 
   Vision Locomotors 

. Normal  Abnormal . Normal Abnormal 
   Skin Mental condition 

. Normal  Abnormal ,                 
   Ears (If abnormal, specify disease                .) 

. Normal  Abnormal 
   Eyes Others                  

. Normal  Abnormal 
   Heart 



(LABORATORY EXAMINATIONS)

A.HIV Serological Test for HIV Positive Negative Indeterminate

   . Screening Test EIA  Serodia  Others ______________ 

   . Confirmatory Test Western Blot     Others ______________

B. X Chest -Ray for Tuberculosis

   Normal      ( Abnormal ) ______________________ 

   Standard Film Only

C. Stool examination for parasites includes 

Entameba histolytica etc. (centrifugal concentration method)

   ( Positive, Species ) ______________________  Negative

Check-up for Leprosy

   Normal Abnormal

. Positive - MB,PB Diagnosis if either of them 

positive    Negative

.  ( Finding bacilli in affected skin smears ) Negative

( Skin lesions combined with sensory loss or enlargement of peripheral nerves ) 

Yes    No

6 6

12 ( 12 )

      / /

Remark

a. This form is for Taiwan Residence Application.

b. A child under six years old ( not including age 6 ) is not necessary to have laboratory examination, but the certificate of vaccination is 

necessary. 

c. A pregnant woman or a child under 12 years old ( not including age 12 ) is not necessary to have chest X-ray examination. 

d. Females aged 15 to 49 years old should provide proof of a positive rubella antibody titer or a rubella vaccination certificate :

Rubella Antibody Positive     Vacc inat ion cert i f i cate of  Rube l la                                      

e. Above the medical report of Mr./Mrs./Ms. , He/She passes fails the checkup. 

(Chief Medical Technologist) 
Name  Signature

( Chief Physician ) 
Name  Signature

( Superintendent ) 
Name  Signature

/ /

Date / /

Valid for Three Months


