ERZHE
(EERICER AL TEBCE)
EAE RSB LIARICRMT 3L

CERTIFICATE OF HEALTH

(to be completed by the examining physician)
Please fill out (PRINT/TYPE) in Japanese or English.

K& Surname % Given name % Middle name IRILR=LA
Name
451 O % Male O % Female 4£&HH F A =]
Gender Date of Birth Vyyy mm dd
1. IRBEBR Examination Report
(1)BE Height CMMAE  Weight kg
HRR ) (f5) @)EEH O IE% Normal
()87 Without glasses  (R) L) Hearing O 2% Impaired
Eyesight ¥BIE () (f5) (G)E5E 0O IE# Normal
With glasses or contact lenses  (R) L) Speech O 2% Impaired
(6) FRA&A V& E=| br=Jiiil
Urinalysis glucose protein occult blood
(7)IERES2 RUXERRE (6 AIA) 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)
MIERTIvIZ4FAREE  Physical and Chest X-ray examinations of the chest within six months
PEEBXHRFT R mesEAH F = =
Describe the condition of lungs. Date of X-ray yyyy mm dd
HIWLES
Film No.
(DA O E% Normal
Lungs O 2% Impaired
(200 O E% Normal
Cardiomegaly O E% Impaired
RENHZEE=D0EXN O E% Normal
If impaired=>Electrocardiograph O £% Impaired
YNV RICIRBEIIIRIRE  TB skin test (TST) or blood test (IGRA) within six months
O TST 0 IGRA Date: / /
[J Negative [(JPositive (Year) (month) (Day)
2. REBBRPOFES O £ No O & Yes : Ifyes, state the Disease Name JH%
Disease currently being treated
3. BUEiE JA$Name oA/ /e JAName STARRR/ AR
Past illness/disorder Date of recovery Date of recovery
Junder treatment Junder treatment

ZEIBEDCFIYIETTIEIEEA
[EEPEETA WITNEZELRWES

OTuberculosis #&#%

[IMalaria ¥3U7

(FMEUCFIVIIBE,

Please check and fill in the date of
recovery/under treatment. If the applicant did

[JOther communicable disease Z0fth

CEpilepsy TANA

UKidney disease BY%&&

[JHeart disease:lV&E

NOT contract in the past any of the listed [IDiabetes $EFRFE [JDrug/Food allergy Z&l/&47L
diseases, please check only “None”. LE—
OPsychosis &8x£ OFunctional disorder in the

[0 None #E L

extremities PURSHEREIEE

4. EEPOZER-ER Physician's impression of the applicant’s health

Does the applicant need regular medication or treatment? I #& No O B Yes Ifyes, please describe below.

Does the applicant have any physical or mental conditions that may limit her ability to study abroad? O #& No O & Yes If yes, please describe below.

Other special remarks

In view of the applicant's history and the above findings, is
it your observation that his/her health status is adequate to
pursue studies in Japan? HEEHOBHIE. 28 REOBRHNSHHL T, REOREOIR

RBFEDCEFILMAS560LBONETH ?

O YES (I%Ly)

O NO (L)

X Please be sure to check either "YES" or "NO". If you do not check "YES",

FWU will NOT accept the application.

BTV IRIETOWR HSF oy I LTSN TEWN IS F v/ B NE S EREE RETEEE

°

B
Date

EEiEH

Physician's Signature

IREHHE
Office/Institution

FRTEH
Address




