RS E

CERTIFICATE OF HEALTH

(EBRICEEALTESSE) (to be completed by the examining physician)
BARGEXI(FREEICKDIARICEEER T DL, Please fill out (PRINT/TYPE) in Japanese or English.
K4 ’ '
Name Family name 4% Given name % Middle name  SRILR—A
[ES:] O 5 Male H£FHH H H
Sex [] % Femal Date of Birth Year Month Day
1. BHERE
Physical examination
MEE AL
Height s oMl Weight k9
(3)m/~ ~ (4) M0 2Y _
Blood pressure mmHg mmHg Blood type OJA OB JAB JO éDRH+ CJRH
(5)Am3A [] X Reqular MNEEREEOEE 0 IE® Normal
Pulse [ A<EE Irreqular Color blindness [ 25 Impaired
HEHR A) () (8)FET 0 gﬁ Normal
. iWithout glasses  (R) (L) Hearing ] & Impaired
(6)#27 Eyesight = ) & |0== O E& Normal
___iWith glasses or contact lenses (R) (L) Speech 0 2% Impaired
2. MBBEEEZRT X (6 5BXA)
Physical and X-ray examinations of the chest (within six months
TERXFRPT R, mezEHB & H H
.Describe the condition of lungs. | Date of X-ray : Year Month Day
VLTS
Film No. :
(1A O 1EE Normal
Lungs : O 2% Impaired
(2)1CAHiek O 1EE Normal
.Cardiomegaly . Lo RS Impaired
HEN B E=OER T T IEE Normal
AT If impaired=Electrocardiograph  [] 2% Impaired
Disease currently being treated O & No [J A Yes A& Disease
4. BRAESE | SRR/ A | SRR/ A
; ) v J/m&Name | Date of recovery | v/ f/m&Name | Date of recovery
i} Past illness/disorder i i Junder treatment i | Junder treatment
LI 2ENTFIVIE T AR A : ~5U7 :
SBEMZTA. WINHEZEL iTuberculosis iMalaria
BUMEERIEL (CF I35 ZO BT _ CADA
k. iOther communicable disease {Epilepsy
Please check and fill in the date of %ﬁ% ' E:Dﬁfﬁ
recovery/under treatment. :Kidney disease iHeart disease
If NOT contracted any of them in the BRI A 7L -
past, please check “None”. iDiabetes iDrug allergy
T @ — TR FERERE =
v U #ﬁmﬁf‘”‘ Functional disorder in the
: : None iPsychosis : extremities :
5.®& B
Laboratory tests
M aa ® =8 B
Urinalysis: glucose : _ protein occult blood
DBMRE | L | PN =i 2 o] IS P =T
Anemia test ESR WBC count : Hemoglobin g Anemia :
O)FFHEREIRE | GPT GOT i} :
LFT (ALT) (ur 1) (AST) (ur 1) y-GTP (ur 1)

6. ERDZE-BR

HRGEHSATE - 193E, TOMBIENRBEE. € |
DETIRALEL,

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 such. :

7. EFREDREE. 25 - REOBERISHIERL T RECEROKRBIFEDCEFICMASFEDLBONTIH ?

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?

[l (AYAY-4
Yes No
=EN) F =] H EENES
Date H Year Month Day| Physician's Signature
REmRE | FRAEHD
Office/Institution i Address




