CERTIFICATE OF HEALTH f{dEi2krE

(To be completed by an examining physician)

#* Note: All items in the form must be completed. Incomplete form will not be accepted.

HEE MTETOEAZTZALTFEFEW, KEADRDHLGEITZTHTENEEA,
*Please fill out in Japanese or English in block letters.
A ARGE T RFEIZ L D FIRICREEH L TR &0,

Name :

K4 Family name First name Middle name
Date of Birth: / / Age:
HEEAH (dd/mm/yy ) A fn
1. Are you under medical treatment?
BUEIRHR T DR
[INo

(OYes (Conditions / particulars :

[1 Male L)
[0 Female %

2. Medical history : Please check No / Yes and fill in the date of recovery.
BEAE

No | Yes | dd/mm/yy

Yes

dd/mm/yy

Tuberculosis / Malaria

I

Other communicable disease Epilepsy

Kidney disease Heart disease

Diabetes Drug allergy

~ |~ |~ | - | -

/
/
/
/

Functional disorder in extremities

Psychosis

I
I
I
I

3. Physical examination
R
(1) Height : cm Weight : kg
Hk (NG
(2) Blood pressure : ~ mmHg Pulse : [lregular
JiiNES fikfs Oirregular
(3) Hearing : [Inormal ER Speech : [Inormal EH
7 [Jimpaired KT L Cimpaired %%
(4) Anemia: [ONo 7L
& 1. [IYes &Y
(5) Breath sound : [Jnormal ER
52\ §=3 Oimpaired 2%
(6) Heart sound : [Inormal iE
B

D Limpaired %
Cardiomegaly : [ONo 72 L
LB R OYes &0 If ‘Yes’ , electrocardiograph is required
HLL BV ] OEAe, LEXBRELTRETHD
Electrocardiograph : [Inormal EH

DEX Oimpaired #%

H

T

Continued on reverse side Zf~f:<




4. Please describe the result of X-ray examination of the applicant’s chest.
The examination date and Film No. are exclusively needed.
(X-ray taken more than 2 months prior to this examination are NOT valid)
HEEE DREBIZ OV T, XBBRAORKREZTAL T EIW,
XBBEDOHME 7 4 VAT U N—=8FEATHZ L (2 # ALL ERTOMRAILHER))
Lungs : [Inormal EH

ffi - Oimpaired 2%

Date / / (dd/mm/yy)

Film No.

Describe the condition of the applicant’s lungs.

5. Laboratory tests i

Urinalysis : glucose ( ),  protein ( ), occult blood ( )
R

ESR : mm/Hr, WBC count : mma3

Uin/8

Hemoglobin : g/dl GPT(ALT) : U/L

6. In view of the applicant’s medical history and the above findings, do you think that his/her health
status is adequate to meet the demands of studies in Japan?
A OBEAEIE, 222 - A ORERD OHW LT, BIEORFEDRIUTFFAFRICIHZ 5 H b D &
BbnEzT71? Yes iINolZF =7 & L TLIEEW,
LYes 13w CONo WwWu\xz

7. Particulars or additional comments :

R~ & HFH

Medical institution :

Tl e R2 1B 5 it e 53¢

Address FT{EH :

Telephone number EiiFE = :

Physician’s name (Print) [ERiK4 :

Physician’s signature [EffiE4 :

Date Hf : / / (dd/mm/yy)




