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CiSS MLI MEDICAL HEALTH 2B E

Student Last Name(s) &= 44 t4: First Name(s) %4:
Date of Birth: £ £ HH / / Weight: Height:
day B / month B /year F8f& BIEDKE BEONER

I/We confirm that the information on this Medical Health form is a true representation of my/our child’s mental, emotional and
phsycial health at the time of application. I/We understand that if his/her situation should change prior to arrival in Canada I/we
must inform CISS MLI of the changes, to enable CISS MLI to confirm if any necessary support is possible.

Fh Fhfe Bl COREEE S| B SN B FUAMEEA CORL FhT- 5D TR R (S8, SAMERER
REEAIEREICRL CWABTEEERLE I, A2 BERIICIR D ED o156 CISS MLIAREGE Y R— N ERETESZHNE
SHEWERT 5128, CISSMLICFDEERELEITNIEGSHEWTEEBELTVET,

Parent #1: 1R5E%E 1 DB (HECELAXBTHA) | |

Parent #2: 1R&% 2 DB (BETHAAETEHA) | |

*% *%k
EMERGENCY MEDICAL/DENTAL INSURANCE B2 & - i1} /A RE: MA"{;‘;‘ET ORY
All students must have adequate insurance Student will purchase insurance through:

coverage. Some school districts/schools require REEDOIMALEEUTHERBATLIEEL,

it:Seuigl;cieent to be covered by the school issued CISS MLI (unless mandatory through school)

FTARTOEFEE D BERB ORI CISS MLIZELTHIA Gtk SOERH BB E)
ALGITNIEEYESA. HEELDERIC On own* (unless mandatory through school)

Lo TUSIEEDRBRITHIA LR IFNIEES BATER R SORES EMES)

7:{ L\i%’é“b\§35 U i'a_o *if on own - CISS MLI will require a copy of the policy and student must have a credit card for up-front

payments. The student must understand the process to apply for reimbursement.
*BEFEDHE - CISS MLICRREEZS D A —Z TRECIEE W, e  EREISRE
BEDZINNDHY LIy bH— e SEFTEV HE T REREFBRDAESD
Bl THERRTIEEL,

ALLERGIES: Please list all allergies and the effects (if more, please provide on separate page):
TLIWF = UTFICR>TWBINTCDT LILF—DBES SR ZESRA LT EL, BICAYESHEWNSEIL BIRETMEDICAL HEALTH -
Additional Information GEBNIE#R) 1 & ZFIALIEEWY)

Allergy 7L IV¥—DTE%E Reaction fEIX Life-Threatening? SDEMHHSIZEELETTH? Medication o

O Yes LiL\ONo LNZ
O Yes LiL\ONo AV

O Yes LiL\O\Io AV

Does student require use of an EPI-PEN for allergies? 7L )L ¥ — RIS Tz B, T t°’\°\/0)1§)ﬁb‘\‘/\£2“?“7b‘?OYes I LONo AV
Can student self-inject an EPI-PEN if possible? &£ 7El&. B TCITENY I DTENRIBETTH? OYes LiLONo W
Please list any medication(s) that the student should NOT take. HARL TIEWMFEWER EDAD) BB NIKEEALTLIZELY,
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A. HISTORY OF ILLNESS fﬁ’E
Does the student have, or has the student had, any of the following:
HERBLTVWSOBEICEBEDHBHAIC Y L, TRl AR AL TIEEL,

llinesses/conditions JES * Ji@tk:

Yes [$Ld No L UM Z

Appendicitis HER

Appendix removed REXTIFRFE
Asthma 5 &

Covid-19 FEL IO F T 1 LV R RARIE
Diabetes #EFRIE

Diphtheria ¥ 77177

Epilepsy CAUD A

Hepatitis (any form) fF (EDEITE)
Operation for Hernia ~\)b = 77 4
Malaria < =>1)7”

Measles (& LH

Migraines 3855

Yes [&Ld No L MM %

Parasites 274 AR
Pertussis B HB%

Pneumonia i

Poliomyelitis (Polio) 7R') A
Rheumatic Fever ) 7 FZ4
Rubella (German Measles) B &
Scarlet Fever L& SHT#
Tuberculosis #&51%

Typhoid BzF 7 X

Varicella (Chicken Pox) 7KJ&/&
Vertigo/Dizziness $E L)

>> Other Z D

Disease, impairment or abnormality of JEK [EEPEE 1w

Blood or Endocrine System MR fz (& RIEE
Bones or Joints B Xz I&EAEIDER

Brain or Nervous System B{ZE fe |8 &R 28

Ears or Hearing BEX fz|3BE R ICEAT 5K E

Eyes or Sight BEX 3R E TR I 5K E
Genito-Urinary System ;B FRETBER R D& E

Heart or Blood Vessels (M &k el E ME ICBI T A& E
Lungs, Respiratory System fli®M K23 BT Sk B
Other Abdominal Organs Z DD e £

Skin (Acne, Eczema, etc.) ZEEE (ICEVEEEL)
Stomach/Digestive System JH{L 288 B RIEH

Tonsils, Nose or Throat @R, B &, EDIEZE

Please give a full description of any condition listed as YES, providing details for care/treatment and/or dat? of illness/last \e\pisode.
A separate sheet can be attached. &G\ Yes|T v A ANTZIEBIC DWW ZDREER IBEDIRR FRALTWLWAHLEIDLE
BT OWTEFZRRALTLIEEVRICAY ESTE VS EIE BIHETMEDICAL HEALTH K Additional Information GEAINTE$R)

J e L, TRELTIEEL,
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B. MENTAL & EMOTIONAL HEALTH #E#01a#a G ERIKEEIC DL T

The mental and emotional well-being of students is of extreme importance to CISS MLI. As custodians of the student, we need to
meet the needs of each student at the academic, social and homestay level. Failure to disclose emotional or mental issues that affect
your child is not only a disservice to everyone involved, but may lead to a withdrawal from our programme if the care of your child is
found to be greater than what can be provided within our programme. We ask for honesty so we can accurately confirm support.

EREDFE#N, FENERRIEASS MLICEO Tl CEE T ERDREE L CAIBIRFERER ARE A —LRATAITHEWNTE
E—AVEVDZ—RITSABLED BN E T, BFRICHEZ 5EADBRENE I3FHN G REE AR LGV LI BRELEICRF
BELROI I THABFROTT7HETOT S LN TRUETESEEZBASLHMENIIFZE. HT AT S LHSDORREAIC DD
BEREMD BV E T B LY R— M EHEICHEES CEAL D EBICGEAL TV KK SBRO L LET,

1) Has the student ever been tested for or diagnosed with a Cognitive Learning condition such as:

BEICUATOESGERMEBREICOVWTREZRIF ) BIENY LI EDRBIETH:
Yes [£LY No L MR

ADD - Attention Deficit Disorder ;X = /R EfEE

ADHD - Attention Deficit Hyperactivity Disorder ST BT Pg - ZENFEE

Disgraphia K& SKEFEE

Yes [£Ld  No L MMZ

Discalculia Z DM GEZFSEA L TLIEELY,)
Dyslexia B#==E
Other Z Dt GElIZ AL TLIZELY,)

2) Does the student suffers from or has the student received counselling for:
ROESTFIERICELATWEN ATV ) VT EZIF e EEHIETH

Yes [ZLy  No L\MZ Yes (&L No LM %

Anorexia Nervosa

FRIEE BAUIRAE

Anxiety
FEEE

Asperger’s Syndrome

77 AN VA —fEIREE

Autism Spectrum Disorder
BEAANRY b3S LfE

Avoidant/Restrictive food
intake disorder

Drug or alcohol dependency

=Y. 77) L 2 — ) UIRTEIE

Gender Dysphoria
TERIER

Obsessive-Compulsive Disorder
sEaMEE

Orthorexia

FIVELF27 (ERFE)

Post-Traunatic Stress Disorder
IDAMEBRA ML ABEE

(o] - PR 4 B IRELAE

Bipolar Disorder Premenstrual Dysphoric Disorder

FHRHEPEE ARERIRRR[DIEE

Bulimia Nervosa Severe mood swings

A RIE CBRIE REIBORMADELL

Depression Any other mental, emotional or behavioural
SR condition: LEEDMICER T NE KSR, 15HE

B, X TENEIRED H D, GFlZETEALT
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3) Has the student ever inflicted or tried to inflict self-injury (suicide attempt, cutting) No LMW A OYes =i
BEICBETA BRFE VA MY ME) ZiTole. B LLUTHF cTENBIETH,
4) Has the student experienced any personal traumatic events that may cause emotional or behaviour issues
(ex. divorce, severe illness or death in the family or of a friend, personal accident) O\Io WA OYes =i
BEICEHRNE I ETE EOMEES | SR T L5 M IUREGDERE LIETELBITTH,
() BEGE. RIEP R ADERPIEAN EREEFIEECHHRGL)
(3) (D) IYesEBBAWEWBE FFlASEALTIEED

l If any above is YES, a supplemental CISS MLI Medical Details form will be required to provide full details,

@ | treatment plan and medications required currently and while in Canada. CISS reserves the right to impose
conditions to a student’s accept based on required support. FERDWFIhHOHYESDIZE . BESIUHFFHERICH
ELRZ O, AETE. EE5IALICISS ML Medical Details FormDiZ I H B ELEVE T, CISSITHELHR—MEDE,
EREDZIFANCEKGZRTEFEZBLET,

C. MEDICATION & PHYSICAL ACTIVITY

1) Other than medications for allergies already listed, is the student currently taking medication that will be required to be taken
also in Canada? Please ensure all medications come with original label, dosage instructions and a translation into English.
EREE T TICTRAWEWTWA T LIVF—DREUN AT A TEIRANMEL G HEERERBLTWETH? IRNTOEZERIC
EA VI FIVD NIV RAFRAE. BLUZDERHDFIENTND T EZRERLTZEW,

\NNZ N
No LMAA es (L O Name of medication DL F Is this prescription? Dosage 1 B DIRES

or available in store?

WHEE HREDEESTIH?

2.) Recommendation for general physical activity in school or participation on a sport team?
FRTITONE—RAGEE P AR—Y F—LANDBMICDONT
Full physical activity including physic D% #5 al education classes with no issue or modifications
FROBEZZH. EOLITEIICEHBBELEMTES,
Modified activity because of:
BT BICHT O TCERBINEFEL DD, GFlZGTZALTIIEW):
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D. HISTORY OF IMMUNIZATIONS/VACCINATIONS: % py bmit ¢ ctudent’s official oo g%
F P EREEG: ease submit a copy of student’s official immunization recor

* BFFIRGEARNDOFHEEREROIC—ERE LTIV *

IMMUNIZATION RECORDS will be reviewed by the school/school district and submitted to the provincial Health Unit.
HEALTH UNIT may require missing immunizations be received either prior to arrival or once in Canada.
I NOTE: this list is accurate as of Sept 2023. Changes to required immunizations may be advised by provincial health units prior to student arrival.
[ FhhEER R FR BB EERICL O THETN MORERBITRETNE T,
ESHSN-FHEROBEPEHRHIBYTOEWMMES. AT A NDOHREEIZFIBRIC. REBIVENEBEERINSILHHIET,
ARICDUAME2 02 3FIARRTOLDOT, BEFICNDRERBICKIARELGFHERBOANBHNEBICEIIHENDHIET,

1) Please indicate the date, month and year of all immunizations/vaccinations received by the student.

FRhEERRZE R, SETICRIIFHHiEEDEEH (B/A/AE) Z5R ALTLEL,

Vaccine 79F >/ Date (dd/mm/yyyy) Date (dd/mm/yyyy) Date (dd/mm/yyyy) Date (dd/mm/yyyy) Date (dd/mm/yyyy)
1= 2B 3E8 4E1H 5E8

Mandatory for school attendance*
707 S LB ) BDFEE

(last dose must be in last 10 years) Diptheria

I77V7 (BREEHNBEI10FLURA

(last dose must be in last 10 years) Tetanus

RIS E (R EENBEI10FEUNT HBTL)

(last dose must be in last 10 years) Pertussis
B A (RRBEENBEI10ELATHZILE)

(CHECK: PV opv) Polio
RIA (v  REEDOFIETIF)

Measles

R (IFLD RLA)

Mumps
BlesLb¥E

(German measles) Rubella
Az (ZaiELh)

. . Type C Type ACYW
2 types of Meningococcal conjugate

BERR % (2 47

Students born in 2010 or later: (Chicken Pox) Varicella

KiE - KFEE 2010F B ICE TN EGE)

Other (not mandatory)
B TIE BV, Z DD FEL#ETE

Human Papillomavirus (HPV)

ebNEO—TI17ILA

Haemophilus influenzae type B (Hib)
ANETAIVARLVTIVI VY EBE

COVID-19: brand:
wROOFIIF Y A—H—

pfizer®moderna’x &)
+~ |Mantoux BCG **
TUberCUIﬁ%s*l; YNV VR G BCGR IS

A
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2) In the event that the health unit assigned to your child’s file requires a mandatory vaccination, do you give permission
for a health practitioner from the health unit to administer the vaccination to your child? CISS MLI will provide all
necessary information and details prior to the appointment.

HEIEDEFEADEELLHRERBL O BB ZRBITONTWE VI F U ZEET DL OROOSNTIGE REBD
EBRREEDBFEAICTIF o ZIT DT EZFFRILE T H ?CISS MLIEREZ TN TDIRHRE Fl A EETRIICIREL

£
O YES we agree to vaccinations being given in Canada NO, do not provide vaccinations
BB AT E TFIERER A LICRELEY, WWA FRAERIELIE VN TIREL,

* Ontario requires all vaccinations listed under Mandatory. Other provinces strongly recommend vaccinations but may consider non-vaccinated
students or students without all vaccines above. Non-vaccinated applicants must inquire first with CISS MLI. _
*FAVRZUANTIE, AR A RENTWD IR CDI I T EENEH T ONTWE T, ZDMDMNTH, V7T > DiEFEE B HERLTWEY

N FRAEEZ 2T COGEWERD, EEEDINTDOVIF 2L WV EWERICREL TZDERTEHIEEHVE T, FHERESZ T TWVEWE
FEEEFAUASS MUK TERWEDELIZELY,

** The BCG vaccine may produce a positive result in a test for Tuberculosis. Canadian high schools may test incoming students for Tuberculosis, and the BCG is not a guarantee of
immunity. Students testing positive for Tuberculosis may be required to have a chest x-ray or prove that he/she does not have Tuberculosis, or in some cases may be required to take
medication. The cost of the x-rays or medication must be paid by the student as medical insurance will not pay these costs.

**BCGTY F U IHEIRE CIHRIEDRIGEEGTIREED BUE T, HF 2 DRl FAEICH USIIREZ1TOT DB E T H BCGIFEBRE R T 5D TIEHYE

YA GEIIRE CHEMED LT X E Z 2 S CRWTEZ AL REENEL T HHED B E T, ERFERIFTNOXIRRE PREDERE /N
—LGEW e ERBSEDRIETINENHIE T,

FOR PHYSICIAN bW DIFESRAM  **)AEIF**

In my opinion, the general state of the student’s health is: O Excellent Good Fair Poor
TADRIETIE COERDEFRREITHESHIC RERYF R & BREFEAGL
In my opinion, the general mental health of the student is: O Excellent O Good Fair Poor
FADRIETIE COEFEDIFRREITHEESHIC RERYF RF Pt EREFEAGL

I, the undersigned, have reviewed the medical history of the applicant including the immunization history listed above, have given a
thorough physical examination of the applicant, and certify that all important medical information has been noted on this form and that
nothing relevant has been omitted.

FBRECHY, LD FHEELRE ICHFEDRELZIEE L BRI ZTV. EEEERBFRN IO 7+ —LICEE#H INTL
BE BLUBETHIEDNEEEINTWVEWTEFFRALE T,

Physician Signature: Physician Seal or Stamp E3E
B EDES

Physician Name:
BEESR (77)IVT7RY b
70y I)

Date: E%H (H/B/FE)

Physician Address:
BB DR

eMedicaI



