f#BESBTE  CERTIFICATE OF HEALTH

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

K4 4$%F 88 O Male
Name : , Date of Birth: / / O% Female
Family name First name , Middle name

BEZHOBICTEOBEMICEZ T EZEL,
Please answer the questions below before submitting to a physician for your physical examination.

1. BESFMICUTOREOHDVIEREGRKU OIS EABNILEBALTLIZELY,
Please check the list of diseases below and/or specify if you have had in the past five years.

O A%< Asthma O#E#% Tuberculosis O<3>U7 Malaria OTADA Epilepsy C#EFRF& Diabetes
OIS Heart Disease [OBfESs Kidney Disease ORFH&# Liver Disease  [I#&f#f<E Psychosis

O dh  Other ( )
2. E BRY. B, TOMTTLILE—DHY FIH, (A (AYAY-4
Do you have any allergies to drugs, foods, animals, and other? Yes / No

BEHFRMIICEALTLCESL,
Please specify.

)
3. WE. ALDBRTEEZEALTLETD, EYA (RYAY-3
Are you on any medication now? Yes 7 No
%4 Disease BRAAZEE medication
( ) ( )
Physician
1. BERE
Physical Examination
g kK *® = mikE RH +
Height cm Weight kg Blood Type - A B 0 AB
m
Blood Pressure mm/Hg ~ mm/Hg
woh
Eyesight (R) (L) R) (L) BREEEOEE OIEE normal
#2BR without glasses H¥BIE with glasses or contact lenses Color blindness [IE%& impaired

B h OIEE normal
Hear ing MET impaired

2. HEEOHEICOLT, BZLEXBREOHEREZTEALTLESIWL, XBBREODBMBEATSEIE (6 ¥ BLULAIORETED)
Please describe the results of physical and X-ray examinations of applicant’ s chest (X-ray taken more than 6 months
prior to the certification is NOT valid.)

Q 9/ fiti OF% normal 1D i OF% normal
Lung O£% impaired Heart Of£% impaired
)
Date DERX
Film No Electrocardiograph:
OIEE normal
Describe the condition of applicant’ s lung. Of% impaired
3. # Z& Laboratory tests
#® FR Urinalysis
#& Glucose ( ), ZEHProtein ( ), #&IMm Occult blood ( )
IMm;%#%ZE Blood test
FrInEkEK WBC count : x104 /!, BmBkEk WBC count : /ul

PCR lab test result for Coronavirus: Positive / Negative

4. Please describe your impression.

5. SHEOHERE L% - REOHENSHI LT BREORRRKREF+LICBEICWMA S 2D EBbhFETM?

In view of the applicant’ s history and the above findings, do you think his/her health status is adequate to pursue

study in Japan? [=4A (AYAY-#
YES / NO
B {+ Z2
Date: Signature
EAMK A
Physician’ s name in print :
REMR
Office/Institution
7 #h

Address




