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

CERTIFICATE OF HEALTH

(EEBPICEEALTESICL) (to be completed by the examining physician)
BASER 3 5SFEICLDIAICSEH T DL, Please fill out (PRINT/TYPE) in Japanese or English.
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Name Surname % Given name £ Middle name = RJLF—Ls
31 O B Mae THEHH T H =
Gender 1 # Female Date of Birth yyyy mm dd
-Physical examination
MEE YD
( ?—Ieight om| eight kg
CTifE mmHg mmHg |0 T A B AB 0 i RH. RH
Blood pressure . . Blood type - O (U™ + 07—
(5):%}9 [ 12 Regular ER Zm0am 1 L= Normal
ulse [ A%z Iregular Color blindness 1 £ Impaired
TRIR ) 7:3) B 0] L= Nomal
-+ Without glasses  (R) (L) Hearing 0 2% Impaired
&) 272 Eyesipht g e 3 (iR ()= T L% Nomd
With glasses or contact lenses (R) L) Speech [ $5 Impaired
. a2 R0 X piRe (6 B HEIA)
Physical and X-ray examinations of the chest (within six months)
T Bl XeR P 52 ez s = 3 =) =)
~ Describe the condition of lungs. | _Date of X-ray yyyy mm dd
7{J.FK§‘€
Film No.
(T 01 it Nomal
ungs 0 2% Impaired
()M [0 E% Normal
......... Cardiomegaly I o o
HENpaGa=0mE L ke Normal
If impaired= Electrocardiograph ~ []1 2% Impaired
3. ﬁ?x’“ﬁﬂialﬂ = i1 4 i
Diseasécéurrenty?eing treated O #No [ & VYes , % Disease
73 | sen B LA E Foio iR/ 58
ot E*(,ﬂi i v A ZName Date of recovery| JA&Name Date of recovery
Past illness/disorder Junder treatment Junder treatment
ZEIHEDCF vV T mls Fa1% <37
BEPZEEA LWINBIEZEL Tuberculosis Malaria
RUVBERMEUICFIvIF B EOMREIE TADA
& Other communicable disease Epilepsy
Please check and fill in the date of (£33 LIRS
recovery/under treatment. Kidney disease Heart disease
If NOT contracted any of them in the TERI% BRI 7L E—
past, please check “None”. Diabetes Drug allergy
=¥ . ot FE
v L 1R Eﬂﬁf&?ﬁh%ﬁaa in the
None Psychosis extremities
) Laboratory tests .
() RR = B B
Urinalysis: glucose protein occult blood
?) BIRa Gy EESEsT Mmeeses =il
()Anemia tfslt ESR mmHr|  WBC count ol Hemoglotﬁh gmdi Anemia
(B T iAciRE | GPI GoT
B) tizsbe (AL ur 1) (AST) 1) y-GTP (1)
6. EEFDZH-RR
Physician's impression of the applicant’s health
MEHVUER SO B ENBNEZDETIEA T &L,
Please fill in if the applicant needs regular medication or treatment.
7. Inview of the applicant's history and the above findings, is i
it your observation that his/her health status is adequate to Date
pursue studies in Japan? TmEomzE. pg mrEORENsHAKLT, R| EE1ED
FEORRORRBFEACBECHMASIEOLBONETH ? Physician's Signature
REMER
D YES (1FLY) D No (L&) Office/Institution
*XPlease be sure to check either "YES" or "NO". If you do PRTEHD
not check "YES", the application will NOT be accepted. Address
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