CERTIFICATEOFHEALTH (tobecompletedbytheexaminingphysician)

AAGEFHEEIC L IRICRE#T 5 2 &
Pleasefillout(PRINT/TYPE)inJapaneseorEnglish.

K4 % Male AAEAR
Name: , O#%Female DateofBirth:
Familyname, Firstname Middlename
1. Sk
PhysicalExamination
L& £ fk @&
Height —_cm Weight — kg
) (iR 4 Wkl O%¥Regular
Bloodpressure mm /Hg~ mm/Hg BloodType ABO | RH ] OA¥&Irregular
@ A o
Eyesight:(R) (L) R (L @R EFOFM IE# Normal
flWithoutglasses ¥ IEWithglassesorcontactlenses Colorblindness[J 2 # Impaired
(4 A OIE% Normal = & [OIE#Normal
Hearing: Of& FImpaired  Speech: [¥¢#Impaired

2. HEEOMEICHONT, 2L XBREORKRELTALTLLEEY, XBREOAFHLEATDHZE (6 4 AL ERTOBREILED, )
Please describe the results of physical and X-ray examinations of the applicant's chest X-rays (X-rays taken more than six m
onths prior

to thecertificationareNOTvalid).

it (JIE# Normal (Lol OIE% Normal
! Lungs: %% Impaired Cardiomegaly: (] #Impaired
—Date %738 556
FilmNo. &M Electrocardiograph: [ 1E # Normal

O #Impaired

Describetheconditionofapplicant'slungs.

3. BUEIRRER ORHR OYes(Disease)
Disease currently being treated ONo
4. BEHHE

Pasthistory:Pleaseindicatewith +or —andfillinthedateofrecovery
(If the applicant has not contracted any of the disease, please chech “None” )(\ ¥ L & FZHL 4 wHFE s LEF =77 F528,)

Tuberculosis......[](..)Malaria....... [J(..)Othercommunicabledisease......[](..)
Epilepsy......[0(..)Kidneydisease.....(](..)Heartdisease......[](..)
Diabetes......[](..)Drugallergy......[J(..)Psychosis.....[](..)
Functionaldisorderinextremities......[J(..)

5. B 7 Laboratorytests
& Urinalysis:glucose(),protein(),occultblood()

RILESR: mm/Hr, WBCcount: /emm  AifO
anemia
Hemoglobin: gm/dl,GPT:

6. DWEOHIZREZBRRTTIV, FEERRWEED, TOEIRRALEELY, )
Please give your impression of the applicant’s health. (If you do not have a particular opinion, please write as such.)

7. GREE OV, B8 - REOKEN O LT, BIEORBEORIUIFIDITEFICmA > 2 bo L BbhE 42
Inviewoftheapplicant shistoryandtheabovefindings,isityourobservationthat his/herhealthstatusisadequatetopursuestudiesinJapan?

Yeso Nono

A Eh
Date: Signature:
E AR 4
Physician'sNamein Print:
MR
Office /Institution:
PITE

Address:




