RS

CERTIFICATE OF HEALTH

(EERICEEALTESSIE) (to be completed by the examining physician)
BAAREXIFEEBICKVRARICEEH T, Please fill out (PRINT/TYPE) in Japanese or English.
K4
Name Surname ¥ Given name 4 Middle name  SRJLR—
3] O B Male % AH & A H E3E
Genderi 00 & Female Date of Birth yyyy mm dd Nationality
1. B#RE Physical examination
]
MEE ol O HLAE OA OB OAB 0O | ORH+DORH—
Height Blood type H
OFE K (G Mm O IE® Normal
Weight &l Anemia O 2% Impaired
ZIR [€5)) (%) (MARA O 2 Regular
Q)RAH Without glasses (R) (L) Pulse O A% Irregular
Eyesight i¥BIE [€5)) (%) (8)mE / mmH
With glasses or contact Ienses (R) (L) Blood pressure g
@EAH i O L= Normal O=:= O =% Normal
Hearing O 2% Impaired Speech O 2% Impaired
_ﬁ"‘ﬁm (67 HEIA)
Physical and X-ray examinations of the chest (within six months)
MERX#RFr B /Chest X-ray findings B EA A L:3 H H
Describe the condition of lungs. Date of X-ray YVYVY mm dd
TAILLES
Film No.
(O O iE= Normal
Lungs O 2% Impaired
[N ] O IE® Normal
Card!_omegaly . O 2% Impaired
HERHLEESDER B E®E Normal
If impaired=Electrocardiograph O 2% Impaired
3. bi ] - ] .
Disease currently being treated U %% None O % Yes : % Disease
o Bt W AR SR R
: Past il /disord &% Name v Date of recovery &% Name v Date of recovery
ast iliness/disorder /under treatment /under treatment
BUTHLOIFIvsEss | U7
iR/ Al RESR A LVt |Tuberculosis Malaria
ZEULBWNEEIETELIC Z D fth B AE TAbDA
FruI¥BHIE, Other communicable disease Epilepsy
=
Please check and fill in the Ff&-'“‘ ) DRE
date of recovery/under Kidney disease Heart d|seas?
treatment. #ERIA EHTLILEX—
If NOT contracted any of them |Diabetes Drug allergy
in the past please check FRR sk B FODES
None”. Thyroid disease Other disease
N 720 TR TERE &
v ;‘* L fwff'% Functional disorder in
one sychosis the extremities
5. ®RE XERMOHET THIEATEE
Laboratory tests It can be omitted if the doctor judges that it is unnecessary.
(1) RRE g £A B
Urinalysis: glucose protein occult blood
@ WERE | MK T nERE »
Blood test RBC count x10*/mm® WBC count /mm°®|  Hemoglobin &
QFaeRE| GPT W
Liver function 1U/1
test (ALT)

6. EEDZE-BR

Biaa R REOLE

Physician’s impression of the applicant’ s health

EHRBNIEZD

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

ECRATEL,

pursue studies in Japan?

O [XLY YES

7. EREEORERE, PR-BREOKBRMSHEHLT, REDERE
DRRIEFERICRBIZHRASDEDERDhET M ?
In view of the applicant’s history and the above findings, is it
your observation that his/her health status is adequate to

O LMMA NO

KBFTIEDIRIETDWDNZ HZF oI LTS,

B+

Date

EMMES
Physician’s
Signature

BRERRS

Office/Institution

FR7E
Address




