CERTIFICATE OF HEALTH {2l
(To be completed by an examining physician)
#4Note: All items in the form must be completed. Incomplete form will not be accepted.
EE M TE2TOEAZRZTALTTIVN, REARHLHBEEZTMITOohEEA.
#%Please fill out in Japanese or English in block letters.
HAEE IIHEFEIC L O ARRICRER| L TT SV,
(0 Male %
Naine: [l Female &
K4 Family name First name Middle name
Date of Birth: Age:
AR H (dd/mm/yy ) Tl
1. Are you under medical treatment?
BIEERH DS
ONo
[0Yes (Conditions: )
(Particulars: )
2. Medical history: Please check Yes/No and fill in the date of recovery.
BRI

No | Yes | dd/mm/vy No | Yes | dd/mm/yy

Tuberculosis /o Malaria

Other communicable disease Epilepsy

Heart disease

/
Kidney disease /
Diabetes /

/

/

/ Drug allergy

/ Funetional disorder in

Psychosis / o
extremities

3. Physical examination
Bkt
(1) Height: cm Weight: kg
i Wi Pulse:  [regular :
(2) Blood pressure: ~ mmHg Ui Oirregular R
i
(3) Hearing:  [Inormal E% Speech : [Inormal 1IE®
& Oimpaired €T Sar  Uimpaired 8%
(4) Anemia: [No 7L
i OYes &0

(5) Breath sound: [Inormal EH
M (impaired %75
(6) Heart sound:  [Jnormal EF
DE (limpaired 3278
(7) Cardiomegaly: [INo gL
LHEA LYes &9 If *Yes’, electrocardiograph is required.

bL MHv] oBse, LERBRESLE,
Electrocardiograph: [Jnormal ER
LB Cimpaired 2%

Continued to reverse side B -~&¢ <




4.

3.

6.

Please describe the result of X-ray examination of the applicant’s chest.

T tiond J Film N fusivel led

(X-ray taken more than 2 months prior to this examination are NOT valid.)
HEEH OBBIC2>W T, X BREOKREZTAL TS,
X BREOAMNE 7 A VAT UN—BRATHIE 27 AL LETOREIZES. )

Lungs: [lnormal  IE%
i Climpaired Y%
Date / (dd/mm/yy)

Film No.

Describe the condition of the applicant’s lungs.

Laboratory tests R
Urinalysis: glucose ( ) protein ( ) oceult blood ( )
(S
ESR: mm/Hr WBC count:! mm3
Rk
Hemoglobin: em/dl GPT(ALT): U/L

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?
R OPEERE, 228 - EOKE» LYW L T, HEORBEORRIIEFICHFEICMA > H LD L
BonETh? YesXiINollF= o7& L TLEEN,

OYes  FW ONo W%

Particulars or additional comments:
Bt & HEIE

Medical institution:

Address FITTEHb:

=]

Telephone number &5

Physician’s name (Print) [EHK%:

Physician’s signature [EHI%E 4 :

Date H f: (dd/'mm/yy)




