e AL ES
(BRI AL TEBSCL)
B R (RSB I BCL .

CERTIFICATE OF HEALTH

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

K&
Name Family name ¥ Given name % Middle name  ZRILR—A
[ES:] O B Male 4£5AH F H H
Sex [0 #& Femal Date of Birth Year Month Day
1. BHRE
Physical examination
DEZS PLENES]
( I)-ieight em ( zNeight kg
N7tadl
(Sé'fggpressure mmHg~ mmHg (gﬁ}c’j‘%j; CA OB 0AB (IO i RH+JRH—
(5)RR$E [ % Regular NEREROEE O IEE Normal
Pulse O AEE lrregular Color blindness O £EE Impaired
FAR (B) () (8)FE A O IEE Normal
. iWithout glasses R L Hearin 0 2% Impaired
(6)#72 CEyesioht e = ) > &) = TEE Noma
With glasses or contact lenses (R) (L) Speech O EE Impaired
2. WEEEEZRUXERE (657ALA)
Physical and X-ray examinations of the chest (within six months)
FaERXHRPIT R BEAR F A H
Describe the condition of lungs. Date of X-ray Year Month Day
IHIVLES
Film No.
(1)Rifi O IE® Normal
Lungs 0O E¥ Impaired
(2)/CBEE O 1IE® Normal
_.Cardiomegaly o ). &5 Impaired
EEhhoma=0ERN U 1IE% Normal
If impaired=Electrocardiograph 1 F& Impaired
LA
3.D.iET£,n$§EF0)ﬁ§ O # No O B Yes : §%% Disease
isease currently being treated
4. BRE SoiakHl/aRH SoialHHA/aRH
. . v % Name Date of recovery [ v/ %4 Name Date of recovery
Past illness/disorder Junder treatment Junder treatment
ey S SUyY
ST BEOCF TYIL TSR ijz;culosis ;;ajr !
SBEREEEA. WITNEZAELR 2O R ey
VMBAETRL ICF Iy TBE. REUE o
Other communicable disease Epilepsy
Please check and fill in the date of BIRER ILIRTE
recovery/under treatment. Kidney disease Heart disease
If NOT contracted any of them in the VERRIR =R E—
past, please check “None”. Diabetes Drug allergy
e ey Ui HERERRE
v U *HW’@’%‘ Functional disorder in the
None Psychosis extremities
5.8 &
Laboratory tests
(1) FRA&E ¥ = pTiinl
Urinalysis: glucose protein occult blood
2) BM&E TR B mmBkEL meRsE “im
( )Anemia test ESR mm/Hr WBC count fomm Hemoglobin gm/dl Anemia
Q)FFtHEEEARE | GPT GOT
LET (ALT) (1) (AST) (ur ) y-GTP (ur 1)

6. EMDZH-BR

SIRALEN,

such.

HRGTADRER - 195, TOMRIENBVSEEE. 20

Physician's impression of the applicant’s health
Please write if the applicant needs regular medication or
treatment. If you do not have a particular opinion, please write as

7. SFAEQEIEE. 25 - REOFERISHEL T, REOERORRBIEDCEFICWASE6DLEDONETH ?

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?

(=qA O YRS
Yes No .
=L} F H =] EREE
Date Year Month Day| Physician's Signature
IREMERE FRTEH
Office/Institution Address




