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 the
applicant
has no
past
illness/dis
order,
please
check
here.

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.
e S CERTIFICATE OF HEALTH | SAMPLE
(ERBICEEALTESICL) (to be completed by the examining physician)
BAGE X (F5REFE(CLDBARRICEE I DL, Please fill out the form either typing or writing in block letters
in Japanese or English.
K& Gaidai Hanako
Name Surname 4% Given name £ Middie name ~ SRILR—LA
TR LI 5 Male FFHH 20K = XH X H
Gender M Z& Female Date of Birth yyyy mm dd
1. BEEE For “XX”, please provide numerical answers.
Physical examination Answers other than numerical values, such as “N/A” or “Normal”, will not be accepted.
( )Eg E% ==
Height XXX eml ™ weight XXX kg
(S)M/E ()iinb
Blood pressure XXX mmHg ~XXX mmHg Blood type MA OB OAB O |MRH+[RH-
IQ)IGE! M 2 Regular NEEERDER M IE& Normal
Pulse O AZ Irregular Color blindness (0 &% Impaired
RAR A () B)EET] M IE= Normal Please be
a5 . |Without glasses  (R) XX L xx Hearing [0 &% Impaired sure to be
(6) 270 Eyesight e ) ) RS M IE & Normal ot
With glasses or contact lenses (R) (L) Speech [1 =% Impaired )
IR . (6 P ALIA) after April
Physical and X-ray examinations of the chest (within six months) 2025.
FETEBXHRPN 5, s HH  [20XX FXX AXX
Describe the condition of lungs. Date of X-ray yyyy mm dd
JVLEES 1234567890 €~ If 10 film.
normal Film No. No. i
(1)Am M 1E& Normal .
Lungs O £7% Impaired| issued,
2)C M IE/ Normal please fill
Cardiomegaly (] 2% Impaired| in “N/A”
Em)homa—LBX M IE& Normal
If impaired=Electrocardiograph 1 ZE & Impaired
3. AP DRR, , :
Disease currently being treated M % No [ 5 Yes : J@% Disease
4. B SoaN AR A S AR/ e
. - 1 ] v J5Z Name Date of recovery v JmZName Date of recovery
Past illness/disorder Junder treatment funder treatment
ZHIBEDICFIVIE AR LA N7
[BEPZSEA. WINBZAEL Tuberculosis Malaria
RUVBSEEF ML I(CFIvIIBT TOANRRZYIE [
to Other communicable disease Epilepsy
Please check and fill in the date of BIRR IVERR
recovery/under treatment. Kidney disease Heart disease
If NOT contracted any of them in the HEFRIA ZERTLIF—
past, please check “None”. Diabetes Drug allergy
TR REPR =
= Dt=c]
4 / U *ﬁmﬁf““ Functional disorder in the If the result
None Psychosis extremities is negative,
. Laboratory tests Eleasi_ﬂ”,ln
7"? /E‘\ & negative 55 negative =il negative « negative .
Urinalysis: glucose protein occult blood
i=) TN BMEREX EEES= Bl |neqative
Anemiatest | ESR | XX mmhr WBC count XX femm| Hemogiobin XX gmidl | pnemia | ©
BETRE GPT GOT
T (L] XX U (AST) XX Qurl) \-GTP XX (url)
6. ERFOZH-ER No need for regular medication or
Physician's impression of the applicant’s health treatment.
e - EOHEEN S NIZOEZEEA TS,
Please fill in if the applicant needs regular medication or treatment.
7. Inview of the applicant's history and the above findings, is B 20XX/ XX/ XX Please be sure to be issued
. . . . Date after April 2025.
it your observation that his/her health status is adequate to
pursue studies in Japan? EEEOBREE. 28 -pEOREISHGLT. R |  EIES
EORBEDORRIEFDCEBFCMAS260LBONFIH ? Physician's Signature 00000000
IREN G
M YES sy O NO won) | gieinsinion | ®@®®O®O®
X Please be sure to check eith e o ks
check "YES", the application \ Plfea-se be sure .to be checked in “YES”. < 00000000
BETZL R ETOOE IzFovsLed [fitis checked in “NO”, TUFS does not
ZELFEA, accept the application.




