f2FE2WrE  CERTIFICATE OF HEALTH

Please fill out (PRINT/TYPE) in Japanese or English.

K4 £5AA8 O% Male
Name : , Date of Birth: / / O% Female
Family name First name , Middle name

BEZHORICTEOEMICEZ TEEL,
Please answer the questions below before submitting to a physician for your physical examination.

1. BELFRIZUTOREHDIVERELRRUOMN IS EABHNIERHBALTLIESLY,
Please check the list of diseases below and/or specify if you have had in the past five years.

OF A% < Asthma O#E#% Tuberculosis O<>Y7 Malaria OTAMA Epilepsy O%EFRSA Diabetes
&S Heart Disease OB Kidney Disease CIAFR# Liver Disease O##&E Psychosis
O%0fth Other ( )

2. ELGBRY., BY. TOMTTLILE—DHY ETH, (=4 [AYAY-4
Do you have any allergies to drugs , foods, animals and other? Yes / No
BERBIZEBALTLIZELLY,
Please specify.

( )
3. WE. AIHDBARTEEERALTVETD, YA (AYAY-S
Are you taking medication now? Yes 7 No
%4 Disease ARFAZE medication
( ) ( )
Physician
1. BiRRE
Physical Examination
5 K ® E ik gid) RH —+
Height cm Weight kg Blood Type - A B 0 AB
m £
Blood Pressure mm/Hg ~ mm/Hg
"R
Eyesight (R) L) (R) L) BEEEOAE OIEE normal
#20E without glasses 41E with glasses or contact lenses color blindness OE%E impaired

B 5 OEFE normal
Hearing [MET impaired

2. BEFOMERICONT., B2 L XBRREOBREVBALTLESIL, XBREODAMILEAT I L (6 ¥ AU LATOKREITED
Please describe the results of physical and X-ray examinations of applicant’ s chest (X-ray taken more than 6 months
prior to the certification is NOT valid).

a 2 i OIF% normal Y77 OE% normal
Lung O2% impaired Heart O2% impaired
)
Date 'D%
Film No Electrocardiograph:
OIE#E normal
Describe the condition of applicant’ s lung. Of£% impaired
3. #® & Laboratory tests
#® JR Urinalysis
#% Glucose ( ) . ZEHProtein ( ), #&Im Occult blood ( )
m%#®ZE Blood test
FrI¥kEL RBC count : x104 /I, BmmEkEk WBC count : Jul

4. Please describe your impression.

5. EREOHMERE 28 - REOHEENCHIKL T, REOBBERKREETRICHBEICMASS2LDERDAFETN?
In view of the applicant’ s history and the above findings, do you think his/her health status is adequate to pursue

study in Japan? [F0y [AYAY-4
YES / NO

B+ Z4
Date: Signature
EffK4
Physician’ s name in print :

BEREA

O0ffice/Institution
e

Address




