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CERTIFICATE OF HEALTH

(to be completed by the examining physician)

Please fill out (PRINT/TYPE) in Japanese or English.

IEMRS3EDEBONTIH ?

health status is adequate to pursue studies?

HRAEOEE. 28 - REOBRISHETL T, REDRRORR(IFEDICIEF

In view of the applicant's history and the above findings, is it your observation that his/her

([ILY Yes

B TEW] & TWWR] IEFTYIUTSEZW,
Please be sure to check either "YES" or "NO".

K% Surname Given name & Middle name = RILR—A
Name
451 0 5 Male 4FHH F )=! = EFE
Gender - # Female Date of Birth yyyy mm dd |Nationality
1. B&RE Physical examination
BE HE
. cm| kg
Height Weight
E MmiRE
mmHg~ mmHg JA OB OAB 0O ORH+ [ORH-—
Blood pressure Blood type
ISz EREEEOEHR
(] 2 Regular [ F%& Irregular . [0 FE# Normal [ % Impaired
Pulse Color blindness
|/h B3R H/R /L %8IE With glasses £A&/R /L
Eyesight Value Without glasses or contact lenses
L £
T [l IF% Normal [ 2% Impaired Speech [l IF% Normal [ 2% Impaired
2. WEPIEEZRUOXHFRE (64 ALIA) Physical and X-ray examinations of the chest (within six months)
BEERAH F J=| B |[FAILLES
Date of X-ray VYYY mm dd Film No.
(1) B Lungs 0 IE®E Normal [0 2% Impaired
L] E# Normal — (4)\ Go to (4)
(2) {Mi# Cardiomegaly
[l =% Impaired — (3)\ Go to (3)
(3) LEM Electrocardiograph O IEE Normal O 2®E Impaired
(4) FIEBXHRFT R
Comment for the chest X-ray
3. REARPDORES
. - [J] #® No [ B Yes (#%& Name of disease : )
Disease currently being treated
4. BIAERE SeAREHR/ AR SeabsH/iaEH
Past iliness/disorder v %42 Name Date of v 74, Name Date of
BETBEOCFIY I, FHRIAR recovert/under recovert/under
FERA. WTNEREUBMESR (1 el L
Ul EFTvoe3ae. TR No—
Please check and fill in the date of Tuberculosis Malaria
recovery/under treatment. ' %0)1@@%5 <
If NOT contracted any of them in the ) ) .
past, please check”None”. Other communicable disease Epilepsy
BRE Y35
Kidney disease Heart disease
iktaerEE TahKIA
Functional disorder in the Diabetes
v AN FEER R ) UILF—
None Psychosis Drug allergy
5. #& & Laboratory tests
(1.) ﬁ(@ﬁ Y 0 Negative = n Negative M 0 Negative
vrinalysis Glucose [J  Positive Protein [ Positive Occult blood [ Positive
() LTk oy EA IR MmERE =i [ Negative
Anemia test mm/Hr /ecmm . gm/dl
ESR WBC count Hemoglobin Anemia [0 Positive
L} A
(3) FHiperaeE GPT 0/ 1 GOT 10/ 1 V-GTP w1
LFT (ALT) (AST)
6. [EEMDEZHT - R Physician's impression of the applicant’s health
(1) #a5F
Overall impression
(2) HAGEHYEE - IREDOHKEENHDEI N, S (OAEA
Is there a need for regular treatment and medication? [0 72U No O wESHD YES Fill in(1)
(3)
I I

LWX No

EETE 2 Bt
Physician's
Signature Date
R wiiiE
Office/Institution Address

[Notice to the Physician]

WEZERTI/ ANy

Please ensure that this form is signed and stamped with the official hospital/clinic seal.




