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MEDICAL CERTIFICATE

* in English

This is to certify that the examinee |isted on this form was examined at our facility and the

attached records are complete and correct.
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Printed Name of Medical Doctor Medical Facility Name

Signature of Medical Doctor Medical Facility Phone No.

| agree that attachments were filled out correctly and that if any information is found to be

false/fraudulent, it will result in course cancellation, return to country, and/or recoupment

of any associated fees.
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Signature of Examinee Date (yyyy/mm/dd)

Rank and Printed Name(Last, First) Passport No.




PRIVACY NOTICE 7Hel™E 11X|

Providing this information is voluntary; however, not providing requested information may
result in delay or possible rejection of the individual's application to enter the ROK

military education institutes.
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| . PERSONAL INFORMATION 21Z{Afgt

1. Name of Examinee(Last, First, MI) 2. |f Family Member, Name of Applicant
I AARKE HH SHEIEY A2 XX H4Y
3. Date of Examination 4. Passport No. 5. Status &=
(yyyy/mm/dd) oHHS
HARAX} [ ] Applicant XX}
[ ] Spouse Hf<X}
[ ] Dependent Child Xi4
6. Present Address &4 7. E-Mail Address MAI2H FAo
8. Rank 2 9. Date of Birth (yyyy/mm/dd) 10. Sex A=

MEE

[ ] Male [ ] Female

11. Name of Examining Location, and Address(include Zip Code)
AXT|sYn FA(2HHS 2

Il . MEDICAL HISTORY =

Do you (or your child) have a history o

f
Hst=(=E Hetel 47 ChS2 €2 So4S dEe Hol UAgHn?

| AL
1. Frequent/severe headaches or migraines? B2t/ HFo| F&

HES

n

m
kR
rir

2. Fainting, dizzy episodes, or syncope? 7| &, O{X|HZ L AAl

[ JYes [ 1 No

3. Stroke, TIA or head injury? Z&%, ¢ & &al o= T2 &4 | [ JYes [ 1 No

=
4. Epilepsy, seizures or other neurologic disorders? L|™MZE, &t
AZA Ehof

IJYes [ ] No

5. Eye or vision problems? Al23 Zloj

[ JYes [ 1No

6. Ear, nose, throat problems; hearing loss, hoarseness? -,

- x AN
B olah HH AN M =

’ [ Ives [ ]No

7. AFIIergies or history of anaphylactic reaction? &a|=7| =
H (=)

yS)

= zjeld

[ JYes [ 1 No

8. Shortness of breath, asthma, or COPD? =&t A,
H A

Al cC
e R

ra

rr

ohd m 4

[ JYes [ 1No

9. Abnormal chest x-ray? H|HA EF dlAg0f

[ JYes [ 1No




Name: Passport No. Page 2 of 5
10. Positive TB skin test, IGRA, or tuberculosis? ZsH I FEHIS ZHA,
ojTal AN, A AU IYes [ ] No
ism? EHE &N e §
11. AAn%uLysm blood clot or pulmonary embolism? =%&/F, &M | 1Yes [ 1 No
12. High blood pressure? &gt JYes [ 1 No
13. Murmurs, palpitations, or other heart problems? &S, AMAHEES,
=5 O 9 AY Ha Jes T 1o
i i 2 2 Al 9 E
14, %’f?olmajghﬁaF esophageal, or other intestinal problems? %, | E} IYes [ 1 No
- : : 2 Fck oo 7
15, lecaﬂdloe hepatitis, or other liver disease? &%, 7tg 1 < 7t 1Yes [ ] No
16. Intestinal, rectal problems or hernia? =X}, =% st 9l EFEL JYes [ ] No
; H H i 2 dia} EEE Zor X5}
17. %gary or kidney problems, blood in urine? &4 SE =, 1Yes [ 1 No
?EHREE, MM O 2
18. EHl—E? Ite)sé%hyrmd or other endocrine disorders” , o | 1Yes [ 1 No
19. Joint or back pain/injury? & 3 32| EZ / EAl JYes [ 1 No
20. Rheumatologic disorder? FOIE|A JYes [ 1 No
21. Anemia? HI& IYes [ 1No
22. Blood transfusion? =& JYes [ ] No
i i i i i ? akzlz|o e T
23. Mgall%é,%troplcal or other infectious disease” t2|of, = IYes [ 1 No
24. Any skin or nail disorder? & % & & st IYes [ 1No
25. Cancer of any type? & JYes [ ] No
26. Any thickening or lump in breast, testicle? % H|Z, &1, L=t
é 9 P ™ T IYes [ 1 No
27. (Female) Are you pregnant? (044A) oxl| Al =l y? IYes [ 1No
28. Is there any other medical or mental health condition not covered
in questions 1-277? IJYes [ ] No
2 1~27H StzollAM AZEHKX L2 J|EF SMIF AESYHI?
Explanations required for "Yes" answers to questions 1-28.
1-28H & ‘of’ 2ln iEst g=0] U2 4, MM Hd
[Il. LIST OF CURRENT MEDICATIONS & X =& Zol <
V. HOSPITALIZATIONS/OPERATIONS/MEDICAL EVACUATIONS &l /=/E ¥
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V. MEDICAL EXAMINER COMMENTS ON SIGNIFICANT PATIENT MEDICAL HISTORY AND |TEMS

H A AR B T oA oA

VI. CLINICAL EVALUATION 7| & &%
1. Height(cm) 2. Weight(Kg) 3. BMI 4. Pulse 5. Blood Pressure
(sitting)
Check [+ ] each item as indicated. Select "N/E" if not evaluated.
S E= 2ol [V ] EAL. Y gl 42 "dY gls"s M st
Normal | Abnormal N/E

1.

General / Constitution &t / XA

[

|

2. Mental / Affect / Mood &4l 742t [ ] [ ] [
3. Skin I & [ ] [ ] [
4. Eye &= [ ] [ ] [
5. Ear / Nose / Throat & / &3/ 2% [ ] [ ] [
6. Neck / Thyroid = / ZtAM [ ] [ ] [
7. Lungs / Thorax H / &Z [ ] [ ] [
8. Breasts 7t& [ ] [ ] [
9. Cardiovascular (Record murmurs/abnormalities)

Al (AES 7 oA L] L] [
10. Abdomen S+ [ ] [ ] [
11. Male Genitalia HA AM7| [ ] [ ] [
12. Anus / Rectum / Prostate (If indicated)

e, AE HMEM (sl Exieh L] L] [
13. Musculoskeletal / Spine / Extremities (Note limitations) [ [ [

=4 /| HF/ AKX (MSAE GA)
14. Lymph Nodes 2= A [ ] [ ] [
15. Neurologic 214 [ ] [ ] [
16. Female Gynecologic (If indicated) AHEQIT}b (&H &HXtH) [ ] [ ] [
17. Body marks / Scars / Tattoos Al EAl/EE/ 224l [ ] [ ] [
Notes (Describe every abnormality in detail. Include pertinent item number before each comment.)
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VII. VACCINATIONS o+ &

Measles, Mumps, Rubella
(Or list individual Measles,
Mumps, and Rubella
immunizations below)
g9, Az, 2
(EE= otefoll zkz+ 7|xH)

Dates of immunization(yyyy-mm-dd):
HE =t

First immunization date(yyyy-mm-dd):
Meas | es Second immunization date(yyyy-mm-dd) :
9 (or) Date of Disease(yyyy-mm-dd):
(or) Date and result of measles titer:
First immunization date(yyyy-mm-dd):
OR Mumps Second immunization date(yyyy-mm-dd) :
=712l (or) Date of Disease(yyyy-mm-dd):
(or) Date and result of measles titer:
First immunization date(yyyy-mm-dd):
Rubel la . . . .
= x| Second immunization date(yyyy-mm-dd):
gl_
(or) Date and result of measles titer:
Polio Dates of immunization(yyyy-mm-dd):
(Three or more doses)
Z~ofafy|
(33| o|ah)

Diphtheria, Pertussis,
Tetanus(DPT)
(Three or more doses, one
within the past 10 years)
Cl=ZE 2lo}f, wWdsl, mtatE
(33| olAt. == 1047t 138 ME
)

Dates of immunization(yyyy-mm-dd):

—

Chickenpox)

e

Varicel la

al

Dates of immunization(yyyy-mm-dd):

Influenza
Pl ZF AKX}

—

Dates of immunization(yyyy-mm-dd):

Yel low fever
(Ages 19 and above if
traveling from or through an
infected area)
o

(194 OlAfel x|} w2xp)

Dates of immunization(yyyy-mm-dd):
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VIl. LABORATORY ANALYSIS ZHAtz&x}

All tests are required
HE g 22 Al 28

(18

unless otherwise specified. Check [+ ] result of each test.
AAL e ZF dAF Z3odl [V ] EA

Tests AAlEH=

Results AAIA T}

Tests AAtet=

Results AAIA T}

1. HBsAg [P [N 2. PAP SMEAR [ TPos [ 1Neg
B& 7he 5t 08 Ul mzzEe [ INE
3. HBAb(Anti-HBs) 4. EKG
B 7Hod 544 [ 1Pos [ 1Neg T [ JPos [ 1Neg
5. HBeAg 6. Chest X Ray
B! 7iot Shel [ JPos [ INeg 5 ol Ao [ JPos [ 1Neg
7. HCV Ab(Anti-HCV) 8. Urine HCG
caizieraa L JPos N0 | mermmeay | U TPes T e
9. HIV combi Ag/Ab(AIDS) 10. ABO typing(serum)
ofl ol =2l /5t L TPos L JNeg | gy ierqy
11. RPR(VDRL) 12. ABO typing(cell)
of s L JPos L INes |z ey
13. Drugs 14. Rh typing
ob2Z{ Al L IPos [ INea | o  erey
15. Alcohol 16. H/H
DECEDS L JPos TN | gy
17. 7B 23l
Tuberculin Skin Test Result (millimeters of induration): JPos [  1Neg

OR

IGRA test [

] Pos

] Neg

IX. ASSESSMENT OR PROBLEM LIST

got & E2MdE

X . RECOMMENDATION FOR TREATMENT / FURTHER
STUDY / CONSULTATION OR FOLLOW-UP

HDAg

Typed Name of Examiner
ZAzlofAL HY

Signature of Examiner
e

Date(yyyy-mm-dd)

Address =24

Phone No. TatHS




