BEZHS

CERTIFICATE OF HEALTH

(ERRICEEALTESSZE) (to be completed by the examining physician)
BAEXRIEEEBICKYBRABICESHITIIL, Please fill out (PRINT/TYPE) in Japanese or English.
K4
Name Surname % Given name % Middle name  SRJ)LR—
TRl O 5 Male £FA/H : A =} E£
Genderi 0 % Female Date of Birth yyyy mm dd Nationality
1. BK#RZE Physical examination
75
MEE o LB OA OB OAB 00 | ORH+DORH—
Height Blood type H
Qr=E K (6)& I O IE® Normal
Weight & Anemia O 2% Impaired
RIR [€5)) (%) (DARTA O 2 Regular
@fRA Without glasses (R) (L) Pulse O FZE Irregular
Eyesight iF&IE [€5)) (&) (8)m=E / mmH
With glasses or contact Ienses (R) (L) Blood pressure g
@FEA i O IE® Normal O O IE® Normal
Hearing O 2% Impaired Speech O 2% Impaired
Wz’a‘&axﬁﬁ (67 AEIA)
Physical and X-ray examinations of the chest (within six months)
MO ERX ¥R Fr R /Chest X-ray findings Re&ERE -3 Jz] =]
Describe the condition of lungs. Date of X-ray yyyy mm dd
TAIVLES
Film No.
(1B O iIE® Normal
Lungs O 2E% Impaired
QD O iIE® Normal
Cargggmegaly lllllllllll ] E”ﬁ'ﬁ," Impaired
ERGLEESHER O ES  Normal
If |mpa|red:Electrocardlograph O £% Impaired
3. BEARTORER . o h
Disease currently being treated L %% None O A Yes : f&% Disease
4 ﬁ&ﬁ J'L‘./I:I Eé—fﬁﬂ//éﬁq] J'L'./I:I Eé—fﬁvq//él\ﬁqj
' . . % % Name 4 Date of recovery % % Name v Date of recovery
Past illness/disorder
/under treatment /under treatment
BATHLOCFIvoERmS [ Neadd
BHA/SAERESE A LVt |Tuberculosis Malaria
BLLELEEIEMELIC T DR TADA
FIvI9HIE, Other communicable disease Epilepsy
=] ¥ =]
Please check and fill in the %&-M ) 'L'\&-'“".
date of recovery/under Kidney disease Heart disease
treatment. FERIA ERT7LILE—
If NOT contracted any of them |Diabetes Drug allergy
|n the past please check ARSI & ZOMDES
“None”. Thyroid disease Other disease
- . EREREES
P
v '? L f*q’ﬁ;'“f Functional disorder in
one sychosis the extremities
5. ®’E X ERMD BT CHRE AT BE
Laboratory tests It can be omitted if the doctor judges that it is unnecessary.
(1) RBRE #E =] =il
Urinalysis: glucose protein occult blood
(2) mikiRE FRINEREL =Jiik=3- mheERE /d
Blood test RBC count x 10%/mm’® WBC count /mm® Hemoglobin &
(QFFHaERE| GPT aum
Liver function 10/1
test (ALT)

6. ERfiOY¥H-BER

Physician’s impression of the applicant’ s health

BETHER- REOLEMAHNIETZOETEATIL,

Please fill in if the applicant needs regular medication or treatment.

studies in Japan?

O (&L YES

O LMMZ NO

KL FTENIRIETOWNZ JIZF oL TLESLY,

7. EREOMEE. PE-BREOHEMSHHLT. BEOER
DRBEIEFEAHBFICHZSLDEBDOIETH?
In view of the applicant’s history and the above findings, is it your
observation that his/her health status is adequate to pursue

Bt

Date

ERME 4
Physician’s
Signature

BREMEER

Office/Institution

FR7E
Address




