EEZIE

(EMICEEALTHLITE)

CERTIFICATE OF HEALTH

(to be completed by the examining physician)

BAREXIIEEBICKYHERICES T 5L, Please fill out (PRINT/TYPE) in Japanese or English.
K4
Name Surname Given name % Middle name SKJLRx—
e O B Male 5 AH F A = E £
Gender! 0 % Female Date of Birth yyyy mm dd Nationality
1. B{K#®RE Physical examination
MHE om|| WA OA OB OAB 00O | ORH+[OIRH—
Height Blood type
Q)= K (6)&1m O iE® Normal
Weight &l Anemia O E%E Impaired
FELET (&) () (MDHR$E O ZE Regular
)R AH Without glasses (R) (L) Pulse O FE Irregular
Eyesight B €5)) () (8)m £ / mmH
With glasses or contact lenses (R) (L) Blood pressure g
($)EEA O I1E% Normal 9S&E O 1E% Normal
Hearing O £% Impaired Speech O £E% Impaired
2 MBS RUXBRE (67 ALRN)
Physical and X-ray examinations of the chest (within six months)
M ERX$EFT B /Chest X-ray findings w2 HH E23 H H
Describe the condition of lungs. Date of X—-ray VYYY mm dd
TAILLES
Film No.
(1A O IE% Normal
Lungs O £% Impaired
[Ny O I1E% Normal
Cardlomegaly lllllllllll O £% Impaired
EADhIBEESILE O 1E% Normal
If |mpa|red=>E|ectrocard|ograph O E% Impaired
3 HERRTORE - _
Disease currently being treated [ #& None O # Yes : fa# Disease
4 ﬁ&ﬁ J'L'./I:I H#Hﬁ/lnﬁq:' J'l:/l:l H#Eﬂ//l:l Jﬁq]
) . . % % Name v Date of recovery % % Name ("4 Date of recovery
Past illness/disorder
/under treatment /under treatment
< —
BATHEDICFrosEss [ 3T
E#Hﬁ/ LirthEEE A WVt [Tuberculosis Malaria
EELGWMEEIEMELIC FD MR E TAD A
FrvidHIE, Other communicable disease Epilepsy
EEX 4 Sy
Please check and fill in the 'Ef e ) IL\J";@%.
date of recovery/under Kidney disease Eheart dlseas?
treatment. HER A ERITLILX—
If NOT contracted any of them |Diabetes Drug allergy
in the past, please check NS FOMDES
None . Thyroid disease Other disease
O B [ =
y AL (RS PREERS
None Psychosis unctional disorder in
the extremities
5. RE XEERDFIET CHRRATEE
Laboratory tests It can be omitted if the doctor judges that it is unnecessary.
(1) RRE & Fq=! =il
Urinalysis: glucose protein occult blood
@ WERE | O A T nEFE o
Blood test RBC count x10*/mm°® WBC count /mm® Hemoglobin &
(QRFHEERE| GPT aus
Liver function /1
test (ALT)

6. EffDZKH-ER

Physician’s impression of the applicant’ s health

BGAAR - REOLEEAHNIEZDETRERATEL,

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

7. SEEOHEE. PR-REOERISHIKLT. REORE
DRREFAICBEICHAS5EDEBHLAFEFITN?

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?

O [XL> YES

KAFTIEDIRIFTDWR IZF oy LTS,

B4

Date

EfHE 4
Physician’s
Signature

REMHK

Office/Institution

O LMYA NO

FrTEih
Address




	健診書

