<For International Researchers>

AfERF Fx vy ¥— k. MOVE-IN HEALTH CHECK SHEET

BZ - Ovw %4 . Name of Accommodation :

A fE & K 4. Your Name :

A fE B B A B ) FAr-F& 53

Move-In Date/Time:

1. EREKE DA Preexisting Health Conditions O %Y .“YES

(BYDIHE. NBEZEE. Write in detail, if any.]

2. HEIOSFTIFUEBEDEE / COVID-19 Vaccination
- DO FUOBBERLRICERATHLETN? O L YES
Are you fully vaccinated against COVID-19?

-HEREL=T79F U DiEFEIZ DL T~ Name of the Type of Vaccine

O3 =47 « (Comirnaty)#h:E .~ 7 7 A Y —(Pfizer)
ONFX €T 7 (Vaxzevria)fiix /7 X k5 €+ (AstraZeneca)

(Month) / (Day) A.M.

éj\

- P.M.

O & L.NO

O Lz ~NO

OCoVID-19 74 F > & T )L F(COVID-19 Vaccine Moderna)f#ii¥ .~ & 7 JLF(Moderna)

O %o 4th.~Other (
XV FUEET. BEABIZHE->TORAEAEFHTIEIHY A,

Vaccination is not a prerequisite condition for your move-in.

3. ABELBOMOEEF T v % . Health Check at the time of Move-In

{X;8.~Body Temperature °c

B L &_7Shortness of Breath O %Y. ~YES
KE - REEE . Lack of Taste, Smell O Y.~ YES
+& - f=A.~Coughs and Sputum, Phlegm O »Y.“YES
12 % & .“Malaise O %Y. ~YES
& 5%.~Nausea O &#Y.-YES
T4/ Diarrhea O %Y. “YES
Z DD IELK .~ Other Symptoms O %Y.~YES

(HY DIFE. REZILE. Write in detall, if any.]
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O ZL.~NO
O & LNO
O ZL.~NO
O ZL.~NO
O & L.NO
O ZL.~NO



