DW= ©
CERTIFICATE OF HEALTH

HREE KA
Name of applicant Last First Middle
£ERH = g 5| &% TRl £ . %
Date of Birth Year Month Day Age Sex Male Female
TR T &5
Current Address Phone No.

EEFMEEALTLIZE )/ To be completed by the examining physician.

g & K&
Height cm Weight kg
R AH AR a bis BERN a E
EyeS|ght Without glasses (R) (|_) With glasses or contact lenses (R) (I—)
m E _ .
Blood Pressure ==/ Sys. mmHg ={&/ Dia. mmHg
RIRE 2/ Glucose - + + 2+ B/ oceutt blood - + + 2+
Urinalysis test EH/ Protein R T + o
RS L UYEEE/ Medical condition currently being treated and medical history
TIEABEPORR/ Treated currently
O Yes (Medical Condition: )
O No
BEEE Medical History: Please check each box ¥ if you have had any illness and fill in the date of recovery.
f&#%/ Tuberculosis O (Date: / / ) ~N3')7/ Malaria O (Date: / / )
Other Communicable disease O (Date: / / ) TAD A/ Epilepsy O (Date: / / )
BiBDfA=\/ Kidney Disease O (Date: / / )
DR/ Heart Disease O (Date: / / )
#EFRIA/ Diabetes O (Date: / / )
EHNT7LIVF—/DrugAlergy [0 (Date: / / )
FER/ Psychosis O (Date: / / )

BEEDMEEMIEZ/ Functional disorder in extremities O (Date: /)

HREFEDIIERIC DUV T, B E XA, DEEDBEREELAVLT TV RBEDAMNEEATEIE,
(61 AL ERIDWREIFESD. )

XFREEZZURVEEIE. ADVICIGRARBEDRRERH TS &,

Please describe the results of physical, X-ray examinations and electrocardiograph.

Examination date should be indicated. (X-ray taken more than 6 months prior to the certification is NOT valid)
In case you don't take X-ray examination, the IGRA (Blood) test result is required instead.

‘Q %\ The results of physical

\ i O 1E/ Normal DM O 1E%/ Normal
{/_: u Lungs 0 2%/ impaired |Cardiomegaly| [] EH/ Impaired
( )|( )
O Hﬂﬁﬁxﬁfrﬁﬁ/ Chest X-ray O _I—.E".%"/ Normal O .I—.E".%A/ Normal
[0 IGRAMRE/ The IGRA (Blood) Test | [1 EH/ Impaired ILVE&EB/ Electrocardiograph O 2%/ impaired
Date: / / ( ) Date: / / ( )

FDih4FscEIE/ Please describe any particular comments regarding to applicant’s health.

FLDZRT LR, BEEE DRBRIRREILIRD EHY) TH S, / The overall physical condition of the applicant is:
[J &/ Excellent [0 B/ Good [ =1/ Fair ] &=/ Poor

SFEE DR, 2R -REOBERNSHEIL T IREDREORREETRICEZICMA S 2EDERBVETH?

In view of the applicant's medical history and the above findings, is it your observation his/her health status is sufficient to pursue studies in Japan?

[J 1&L/ es 0 wwz/No
E B £ Prin @
Physician's Name Signature
PEREE S
Name of Medical Facility
£ il + B/
Complete Address Phone No.
2 M B *F B S|
Date of Examination year month day
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