Please refer to the information filled with red and prepare for the certificate which all the information is filled in.

If there are no appropriate information, please fill in “N/A” and do NOT keep the information blank.

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

Unless the applicant has special reasons, the applicant needs to submit the certificate which all the information are filled in.

If there are any parts which are difficult to be filled in for personal reasons, please attach the information letter on that issued by the doctor or home university.

CERTIFICATE OF HEALTH

RERIE

SA

MPLE

If the
applican
t has no
past
illness/d
isorder,
please
check
here.

(ERBICEEALTESIE) (to be completed by the examining physician)
BARGEX(IZEFE(C LRI E I B, Please fill out (PRINT/TYPE) in Japanese or English.
K& | Gaidai Hanako
Name Surname 4 Given name £ Middle name  ZRILR—LA
TR 0 5 Mae EFHH 20X & XH X H
Gender M & Female Date of Birth yyyy mm dd
1. BARE
Physical examination
=
Height XXX om| ™ eight XXX kg
3 NI RE
( %fg[gdipressure XXX mmHg ~XXX mmHg (B)lf,[gdﬂfype MA B [JAB [0 |MRH+ IRH-
(5)ieE M 2 Regular NEEERORRE M IE® Normal Please be
Pulse 0 ~Z Irregular Color blindness 0 &% Impaired sure to be
IR ) (&) ():Ewa) M [E= Normal p
.- | Without glasses  (R) XX L xx Hearing O 2% Impaired teste
(618270 Eyesioht e =) ) O=:& &7 1E 7 Normal after
With glasses or contact lenses (R) (L) Speech [l &% Impaired September
abEE2 (6 P AXIA) / 2024.
Physical and X-ray examinations of the chest (within six months)
FETRB XK <, e HH  [20XX XX AX H
Describe the condition of lungs. Date of X-ray yyyy mm dd
TVLES 1234567890 <~ :
normal Film No. f no film.
M IEm Normal | No.is
Lungs [0 2E Impaired| issued,
2)ICE, M IE Normal please fill
Cardiomegaly [0 25 Impaired| . “NJA”
= a0 EX M 1E & Normal L™
If impaired=Electrocardiograph ~ [1 FE & Impaired
3. AR ] .
Disease currently being treated M % No [ Yes : j%# Disease
4. E&ﬁiﬁ . v 5% Name Date of recovery v & Name Date of recovery
Past illness/disorder Junder treatment Junder treatment
ZEHIBIEDCTFIYIESTIARER &% N7
SAERZEA. WINBEZEL Tuberculosis Malaria
RVMSEETERUNCFIVITRT TOAREEAE Thh A
Eo Other communicable disease Epilepsy
Please check and fill in the date of BRE DRR
recovery/under treatment. Kidney disease Heart disease
If NOT contracted any of them in the YERKRIA FHIT7LIF—
past, please check “None”. Diabetes Drug allergy
- PUR PR RE PR =
v / U #%*EFIQE,% Functional disorder in the
None Psychosis extremities
5. R 8
Laboratory tests Iri;tsTJTt is
() MR8 " [negative =H negative =3l negative .
Urinalysis: glucose protein occult blood - negative,
BIRE TR HMEREX MExR= B |negative please fill
Anemia test ESR | XX mm/Hr WBC count XX femmi - Hemoglobin XX gm/dl pnemia |2 in
(Biﬂ:Fggz =3 = GPT G T “ . ”
LFTﬁ“ﬁE (aLm| X ) (AST) xx () y-GTP XX (url) negative”.
6. EEOZH-BR No needs regular medication or
Physician's impression of the applicant’s health treatment.
e ER - IR OMN BN HNEEDETTRA T,
Please fill in if the applicant needs regular medication or treatment.
7. Inview of the applicant's history and the above findings, is B 20XXI XX/ XX quum Please be sure to be issued
it your observation that his/her health status is adequate to Date after September 2024.
pursue studies in Japan? EEEOBEE. 22 RECREISHKLT. B | EEIBE | XOOXXXXXXXXX
TEDEROINRIEFEDICEBFCWAS3E0LBONFTH ? Physician's Signature
IZ YE S NO RERESZ | XOOOXXXXXX
(1FLY) (Lrz) Office/Institution
XX XX XYY YYYYY
% Please be sure to check either "YES" or "NO". If you do not %\ Please be sure to be checked in
check "YES", the application will NOT be accepted. Address “YES”.
WFTEVDIRBETODZNZF oI LTSN TRWISF Ty AL G| BEE If it is checked in “NO”, TUFS
FELELA. S
does not accept the application. =




