REEZHE
CERTIFICATE OF HEALTH (to be completed by the examining physician)

AARGENIIHBIC L D ABCERTAZ L,
Please fill out (PRINT/TYPE) in Japanese or English. Do not leave any items blank.

K4 D% Male AR Eh
Name : 4 Female Date of Birth : Age :

Family name, First name Middle name

1. B{EHBE  Physical Examinations

n & £k = &
Height cm Weight kg
@2 Mm =E iikt-¢it) ABO |RH -+
Blood pressure mm/Hg~ mm/Hg  Blood Type —
sk ¢ 0% regular
Pulse Rate /min  [J7¥ irregular
3y # 5
Eyesight : (R) (L) (rR) W
BLER without glasses 1L with glasses or contact lenses
4) B A DIE# normal £ § [EX normal
Hearing : M{&F impaired speech : [1E% impaired

2. BEFOBIICOWVT, BREXEREOERZTA L TLLESY, XBRECBMNLIEATSEZE (6 4 AL EEIOBE IS,
Please describe the results of physical and X-ray examinations of applicant’ s chest x-ray (X-ray taken more than 6 months prior
to the certification is NOT valid) .

i o Lok ‘
lung: CHIE® normal Date Cardiomegaly : [J1IE# normal
8% impaired DR impaired
Film No. .

Electrocardiograph

Describe the condition of applicant’ s lung. eCir .
) CIIE% normal IBH impaired

3. BEBREPOFRR IYes (Disease: Medicine: )
Disease & Treatment at Present ONo

4. PEMESE  Past history : Please indicate with -+ or — and fill in the date of recovery.

Tuberculosis- -+~ oc .. Malaria- - oc . o) Measles« - oc . o)
Epilepsy-++- oc . L) Kidney disease:---+* oc . ) Heart diseases: - oc . L)
Diabetes--- oc . L) Drug allergy+--- oc .0 Psychosig--- Ooc . o)
Functional disorder in extremities-++- oc o) Others«-+-+- aoco. L)
Rheumatic fever--- oc . L) Hepatitis (Type: A, B, C,D, ) ( . . )

5. UJF 8RB Vaccination history

MMRYV (Measles, Mumps. Rubella, Zoster)----+- [ Time(s) ( ) Mumps: O Timels) () Hepatitis B-+--- O Time(s) ( )
MMR (Measles, Mumps. Rubella):---- [ Time(s) () Chicken pox«+--+- [ Time(s) ( ) Meningitis---++ O Time(s) ()
MR (Measles, Rubella)------ O Time(s) ( ) Polig-+-+- (3 Time(s) ( )

M (Measles)----- O Time(s) () Diphtheria Pertussis Tetanus combined---+- O Time(s) ( )

6. # & Laboratory tests
¥ R Urinalysis:glucose( ), protein ( ), occult blood ( )+ # {F  Feces: Parasite(egg of parasite)(+,—)
FRik ESR: mm/Hr, WBC count : x10%/ 11, Hemoglobin: g/dl, ALT; u/l
Pregnancy test { ) if you are female

7. BPHEOHSEZRTTFEV,  Please describe your impression.

8. ERHE OB, 2% - REOKR» LB L <, FAEDREORFIIASICERCME 220 L BbETH?
In view of the applicant’ s history and the above findings, is it your observation his/her health status is adequate to pursue studies
in Japan ? yes [ no [J

ZEN} E4

Date: Signature:

E AT K A&

Physician’ s Name in Print:

MA R4

Office/Institution:

e
Address:




