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CERTIFICATE OF HEALTH

(to be completed by the examining physician)

BAREN(IREE(CKDEABRICEE R T DL, Please fill out (PRINT/TYPE) in Japanese or English.
K&
Name Family name 34 Given name % Middle name  SRJLR—A
TR i O B Male EFHH J=| H
Sex [0 #% Femal Date of Birth Year Month Day
1. BFRE
Physical examination
MEE : AL
Height oM\ Weight kg
(3)MnE - (4)MmAg B H _
Blood pressure mmHg mmHg Blood tvpe A OB OAB [JO : CORH+ JRH
(5)Hma O % Regular NEEETORE 0 1E% Normal
Pulse O AEE Irreqular Color blindness 00 2% Impaired
R A) (&) (B)EES O 1% Normal
iWithout glasses  (R) (L) Hearing 0 £% Impaired
(6)#71 Eyesight &) V) Q=3 T E& Normal
) iWith glasses or contact lenses (R) (L) Speech 0 2E Impaired
CEE IO (6 7BA)
Physical and X-ray examinations of the chest (within six months_
FOEBXERFR R mezEHH F H H
... Descri !?.‘?.t'l‘?.?!?!‘.(.’.'t'.‘?ﬂ9f.|.l!!‘.9.3.... Date of X-ray Year Month Day
JIVLES
Film No.
()il O 1IEE Normal
Lungs [0 2% Impaired
(2)1CMi 0 1E&% Normal
Cardiomeqgly i L) B Imoared
EED E%%AZNL,\EE,I L7 IEE Normal
— If impaired=Electrocardiograph  [1 EE&E Impaired
Dlsease currently belng treated O #& No [J B Yes : 5% Disease
AR AR AR AR
4. EZ?I‘E . v fW%&Name i Date of recovery v fW%&Name i Date of recovery
Past illness/disorder : i Junder treatment : i Junder treatment
ZHIBEDCFIVIESTAIFER HERZ H N7 i
[RERZELA. WITNHEZEL i Tuberculosis iMalaria
RUVSEFTERU [(CFIvI93C 2 DANRRIAE : {CADA
Eo {Other communicable disease } {Epilepsy
Please check and fill in the date of ERER : DOV
recovery/under treatment. iKidney disease iHeart disease
If NOT contracted any of them in the HELRIR EEITLILF—
past, please check “None”. iDiabetes iDrug allergy
: : ﬂ — TURR IR =S
v i 5*'5’@{%% {Functional disorder in the
None iPsychosis iextremities
5.1& &
Laboratory tests
() IR o £8 B
Urinalysis: glucose ! protem occult blood
Anemia test ESR WBC count Hemoglobin g Anemia :
QFFEREIRE | GPT | GOT ] :
LFT (ALT) () (AST) (1) y-GTP ((VAD)

6. EMFDZH-ER

B ALIZE L,

as such.

HrEEEARR - 193, ZOMBEENRVMEEE. %0)

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

7. SFAEOBIEE. 28 - REOBERISHIMTL T REORERORREBFEDCEFLMWAS3E6DLBDONEITH ?

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?

Ly Wz
Yes No
=ED) F A H EEER
Date Year Month Day| Physician's Signature
REMRS | PR
Office/Institution : Address




