EEREZHE (20244FFEhR)

CERTIFICATE OF HEALTH (for 2024)

(EEEM(CSEALTESIIE) (to be completed by the examining physician)
BAE Y (FHEEC LN TR, Please fill out (PRINT/TYPE) in Japanese or English.
ﬁzi Surname % Given name % Middle name  ZRILR—A
31 0% Male 0O #& Female A FAH F H H
Gender Date of Birth Yyyy mm dd
1. RBFER Examination Report
MBE Height cm|2){KE Weight kg
IR ) (£) (@)FES O IE% Normal
B)HRH Without glasses  (R) L) Hearing O 2% Impaired
Eyesight ¥BIE () (f) 5)S3E (] IE% Normal
With glasses or contact lenses (R) (L) Speech O &% Impaired
(6) FRi&E ] = il
Urinalysis glucose protein occult blood
(7)WEPEEEZ R UXIRIRE (6 7 ALIA) Physical and Chest X-ray examination within six months
Chest X-ray can be omitted if the results were negative for TB skin test (TST) or blood test (IGRA).
BB IwIAMRIRE  Physical and Chest X-ray examinations of the chest within six months
RO EBXHRFR R mERH T J=| H
Describe the condition of lungs. Date of X-ray yyyy mm dd
IV LES
Film No.
(1) (] IE% Normal
Lungs (] 2% Impaired
ALY, 7 (] 1IE& Normal
Cardiomegaly [ 2E Impaired
EEIHIIEE=0ER [J IE% Normal
If impaired=Electrocardiograph O] 2% Impaired
YNV R HRBFZ(EIMERE  TB skin test (TST) or blood test (IGRA) within six months
0 TST (1 IGRA Dat / /
[J Negative [1Positive (Year) (month) (Day)
2. REaBEbhoRs [ #& No (0 & Yes : J&4% Disease
Disease currently being treated
3. BIEE v fAm&Name SeAREHAABED & Name SeakEEsAE T
Past iliness/disorder Date of recovery Date of recovery
Junder treatment Junder treatment
ZEIBOD(CFIvIESTIAKER 137 N7
SBERZEEA. WITNEZHEURVE Tuberculosis Malaria
SEMELICFIVITEIE, TOAMRIIE TANA
Other communicable disease Epilepsy
Please check and fill in the date of 2] IRE
recovery/under treatment. Kidney disease Heart disease
If NOT contracted any of them in the YELRIR E=HI/BYTLILF—
past, please check “None”. Diabetes Drug/Food allergy
== \ = 426 M= ==
4 ﬁ*qy%:m\ mﬂﬁ*’%ﬁﬁblxﬂ =
[ #&L None Psychosis Functional disorder in the extremities

4., EEDODEZER-BRR Physician's impression of the applicant’s health

Does the applicant need regular medication or treatment? If yes, please describe.

Does the applicant have any physical or mental conditions that may limit her ability to study abroad? If yes, please describe.

Other special remarks

it your observation that his/her health status
RORRBFEDCEFICMASEDLRDNITH ?

O YES (IXLY)

FWU will NOT accept the application.

FtEA,

In view of the applicant’s history and the above findings, is

is adequate to

pursue studies in Japan? EFEREOQEEE. 28 - RADERIMSHML T, RIEOR

O NO (LvyR)
* Please be sure to check either "YES" or "NO". If you do not check "YES",

W TIED I RIETDWZ HZFzyILTLESW, TEW IS F v I B S S B EEZETE

B
Date

EEES

Physician's Signature

IEsV it
Office/Institution

PRTELh
Address




