Fill in all the part. Certificate with blank is not accepted.

ERRZHRE CERTIFICATE OF HEALTH
(EEB(CEEALTESIE) (to be completed by the examining physician)
BHARGE N (FZEEEICKDIRRRICESE e T B¢, Please fill out (PRINT/TYPE) in Japanese or English.
K&
Name Surname B4 Given name % Middle name ~ ZRILR—LA
TERT O B Mae AN &+ H =
Gender [0 & Female Date of Birth yyyy mm dd
1. BFRE
Physical examination
(1% E:S K
Height Ml Weight 9
)]s BITRES
Blood pressure mmHg~ mmHg Blood type JA OB [JAB IO |LRH+[CIRH—-
IGLIEE] I % Regular NEEEROEE ] [E& Normal
Pulse (0 ANE& Irregular Color blindness O £F Impaired
FRAR ) () (B)EET] [T IE/ Normal
| Without glasses  (R) (L) Hearing O &% Impaired
(6)#7) Eyesight [z =) ) OEES T 1E 7= Normal
With glasses or contact lenses (R) (L) Speech O &% Impaired
. EPEEEZ X (6 hATIA)
Physical and X-ray examinations of the chest (within six months)
MEBX e EAH F H H
Describe the condition of lungs. Date of X-ray yyyy mm dd
JIVLES
Film No.
(TR 0 IE®= Normal
Lungs [l &% Impaired
2y Ok 0 IE®= Normal
Cardiomegaly O &% Impaired
== a—1I0EX J IE®= Normal
If impaired=Electrocardiograph 1 & Impaired
3. HastRDiR= . ;
Disease currently being treated O & No [ A Yes : #m# Disease
3 AR AN aER
4. EZE’E . v JR%&Name Date of recovery v Ji%&Name Date of recovery
Past illness/disorder Junder treatment Junder treatment
ZEIBEDCFIYIESTAIFER FETA N7
[BEREEEA. WINEZHEL Tuberculosis Malaria
RWSEETEUICFIYITES TOARRGAE ThHhA
Eo Other communicable disease Epilepsy
Please check and fill in the date of BixE YRR
recovery/under treatment. Kidney disease Heart disease
If NOT contracted any of them in the YERKIR FHIT7LIF—
past, please check “None”. Diabetes Drug allergy
PR FERE P =
== Nrrt==}
v U *Hm{%‘“‘ Functional disorder in the
None Psychosis extremities
. Laboratory tests
KIRE pic] =H =il
Urinalysis: glucose protein occult blood
BRE Gy H BMEREX | M= i =1
Anemiatest | ESR MMATE WBC count MM Hemoglobin 9m/el | Anemia
B TEREIRE GPT GOT
LFT e (ALT) (VAR (AST) (1) y-GTP (ur 1)
6. ERDZH- TR
Physician's impression of the applicant’s health
AR RO BN HNEZOETRA T2,
Please fill in if the applicant needs regular medication or treatment.
7. Inview of the applicant's history and the above findings, is B
it your observation that his/her health status is adequate to Date
pursue studies in Japan? EEEQREE. B2 -REORREISUGLT. B | EHHBH
TEDEROINRISFEDICEBFCWAS3E0LBONFTH ? Physician's Signature
REMERE
D YES (I&Ly) D No (L\vR) Office/Institution
X Please be sure to check either "YES" or "NO". If you do not AREth
check "YES", the application will NOT be accepted. Address
DFTEFLDIRIETOWD R NSF oo L TEZEN, TIEWDISF v I AVELG S | B3
ZELEEA.




