BED NS ©

CERTIFICATE OF HEALTH

HREE KR
Name of applicant Last First Middle
£FAH = g g &% TRl CE
Date of Birth Year Month Day Age Sex Male Female
IREFR T B
Current Address Phone No.

EEFMEEALTL/ZE L)/ To be completed by the examining physician.

g & rE
Height cm Weight kg
®_ A R a bd BERN a %
EyeS|ght Without glasses (R) (|_) With glasses or contact lenses (R) (L)
m E N .
Blood Pressure =/ Sys. mmHg &{E&/ Dia. mmHg
R&E 2/ Glucose - + + 2+ 1M/ occutt blood‘ - + + 2+
Urinalysis test EH/ Protein R T + s
RSP L UYEEE/ Medical condition currently being treated and medical history
TIEABEP ORI/ Treated currently
O Yes (Medical Condition: )
O No
BAERE Medical History: Please check each box & if you have had any illness and fill in the date of recovery.
#&#%/ Tuberculosis O (Date: / / ) N> 7/ Malaria O (Date: / / )
Other Communicable disease O (Date: / / ) TAD A/ Epilepsy O (Date: / / )
BiBDfA=\/ Kidney Disease O (Date: / / )
IDMBDIRER/ Heart Disease O (Date: / / )
HEFRTR/ Diabetes O (Date: / / )
EHNT7LIVF—/DrugAlergy [0 (Date: / / )
FER/ Psychosis O (Date: / / )

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

FREFEDIIERIC DUV T, B & XA, DEEDBEREELAVT TV RBEDAMNEEATEIE,
(61 AL LRIDIRE(TESD. )

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)

<

The results of physical

) )
/ J‘ j‘ \ i O 1E%/ Normal D O I1E&/ Normal
[/_'f Q Lungs 0 2%/ impaired |Cardiomegaly| [] EH/ Impaired
( )|( )
O 1EF/ Normal O IE%E/ Normal
O MEpX#giRE/ Chest X-ray O 2%/ impaired IEBE/ Electrocardiograph O E&E/ impaired
Date: / / ( )| Date: / / ( )

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

FOZEUIER. BEEE ORERIRREIRDEFHY T B,/ The overall physical condition of the applicant is:
[] &/ Excellent [] B/ Good [] =1/ Fair ] &=/ Poor

SFEE ORI, 2R - REOBERNSHEIL T IREDREOREETRICEZICMA 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 &L/ es [0 wwz/No
E B 4 Prin @
Physician's Name Signature
PREREE S
Name of Medical Facility
& R T BiE
Complete Address Phone No.
2 ¥ B F R H
Date of Examination year month day

Aichi University
Student Exchange Program




