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. 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.

BRRES

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

CERTIFICATE OF HEALTH

SAMPLE

(EE@(CEE)\UCB‘BC&) (to be completed by the examining physician)
BASER 3 5SFEICLDIAICSEH T DL, Please fill out (PRINT/TYPE) in Japanese or English.
K& Gaidai Hanako ‘
Name Surname % Given name £ Middle name = RJLF—Ls
TR T 5 Mae THHH 2000 & X 3 X H
Gender 7] # Femade Date of Birth Yyyy Mmm dd
-Physu:al examination
}-Ielght XXX bl {Nelght XX kg
Wi/t mHg ~ o i A —B —AB —O i RH_ —RH
Blood pressure XXX MMAg ~ - XXX mmrg Blood type " OF 0% OY j@™ + 0 -
(5Lﬁﬁ?§El Vg3 Re?ular EREsOaMm M 1% Normal
ulse [ A%z Iregular Color blindness 1 £ Impaired
TRIR ( ) &) q o 5] A L& Nomal
(6) %) Eyesight Without glasses 1.2 (9 Hearing [] #£5 Impaired
lidaadii* 13 7 7= O =& A & Nomal
With glasses or contact lenses (R) L) Speech (1 £% Impaired
ZR0 XPuRe (6 BMHEA)
Physwal and X-ray examinations of the chest (within six months) R
T BN XERPT 62 TRe I H F XXH XXH be tested
Describe the condition of lungs. Date of )§a=y| 20)% mm 3§ <r i
L e
normal Film No. 1234567890 <l
(THD 1 L Normal LTI
ungs ] g*@ Impaired '
(YL A 1L/ Normal
......... CAGOMEIRY o i IREED,
NG E =B A & Nomal
If impaired= Electrocardiograph ~ [1 % Impaired
:I: i1 4 i
‘Disease currenty?elng treated U MNo [ HYes % Disease
TR T T AR STEE
ot E&{,ir i v AR &Name Date of recovery| JA&Name Date of recovery
Past illness/disorder Junder treatment Junder treatment
Z2E9HEDICFIvHE T alg Fa1% 337
BEPZEEA LWINBIEZEL Tuberculosis Malaria
RUMBEREL IICF 19793 EOMRAE TADA
& Other communicable disease Epilepsy
Please check and fill in the date of ={E3 LIRS
recovery/under treatment. Kidney disease Heart disease
If NOT contracted any of them in the TEDRIR BRI 7L E—
e anthas | Past, please check “None’. Diabetes Drug allergy
no past = y - _—
) = R Y e o in the
check here. None Psychosis extremities
) Laboratory tests
) e i3 . B e i
Urnalysis:  |gluicose ‘Neqative protein negatlve occult blood negatWe
?) BIRa PRy EESEsT m = =11 : If the reusult is
@ Anemis i EsR . X)X mmHrl wBC count XX fomm Hemoglobln XX omidl | emia negatlveé'ﬁﬁé‘;;'ﬁféf.'” "
(B ERcRe | GPL. GOT
B) tizsbe W vy ur 1) (AST) XX 1) y-GTP XX (1)
6. EEFDZH-RR L
Physician's impression of the applicant’s health No needs regular medication or treatment.
AR - ISEOLBENHNIEZDETEZA T &0,
Please fill in if the applicant needs regular medication or treatment.
. . . . 3 |=ER]
7. Inview of the applicant's history and the above findings, is < Besure o be
it your observation that his/her health status is adequate to Date 2OXX/ XX / XX April 2024.
Be sure to be Egmg%
checked in pursue studies in Japan? FEEBOELEE, LT REORENSHHLT, ]
YES i | EOREOERBRACELCTMASHEOLBONETH ? Physician's Signature ) O.0.00.0.00.0.0.0.0¢
NtO TUIi?hdoes $ @gﬁﬁ;m%
not accept the m B
lication. -
application YES ('i[:‘) D NO (L‘L‘K_) Ofﬁoe/lnstitution XXXXXXXXXXXX
*Please be sure to check either "YES" or "NO". If you do PRz XXXXXXXXXXXX
not check "YES", the application will NOT be accepted. Address
WYTIRLD IR IFTODNZNZF oy I LTS, T HSF v o AL \G
FERELFEEA,
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