(EEEMEEA : Only doctors can fill in)
B R ETRIEE
Written Approval to Return to School

ATy TAvR—FaFILAT—L B
Dear STEP International School,
BREK#
Child's Name
% AH
Birthday(YY/MM/DD) / / 4

[5BR]) xzxumEicha BB L9, Please check the applicable disease.

FRLA (IZL7H) Measles
A7zt (&) Influenza
FRaOoF+7A4)L R COVID-19

Bl L A Varicella, Chicken Pox

KE (KIES5 % 5) Rubella

FITUE TR% (B725 <EFB) Mumps

MREESEEZL (7 —J/LE) Pharyngoconjunctival fever

TATHAREREZ Epidemic karat conjunctivitis

Z0ft ( ) Others
£ A Hic2EL (W2ZA) . RIHEE LD, EFEFICKEA L LIREE
s E LT, £ B H&WERERREEHRTLES,

| certify that the condition of the subject who has been absent due to suffering from an
infectious disease listed above meets the criteria for their return to school. The first

consultation date and the first day of their return to school are written above.

Today's date (YY/MM/DD)

F A H
RIS %

Medical Institution's Name

E-IE

Physician's Name

XERTDE KR~ Dear physicians,
D Ry iE YRS R CERBAEE A RICT A B TY, BAMEOEN CORECHTE MRS LIHC !
7oHICH, FRORBREFEICOVTEEHFAIGMO CEAE BEVRLET,

The school is a place where children spend a long time together. To prevent mass infection as much as

possible, please fill in this document about any of the infectious diseases above.



