TR

CERTIFICATE OF HEALTH {to be completed by the examining physician)

H AR AR K AR IC i A D b,
Please fill out (PRINT/TYPE)in Japancse or English.

s 193 Male AERA H{lih
Name : [ Female  Date of Birth; Age:
Family name, First name  Middle name
1. H{k#iT  Physical Examinations
N & fe i
Height cm Weight kg
2y L JE gim O regular
Blood  pressure mm/Ha~ mm/Hg Pulse [J7R%E irregular
G| A
Eyesight : (R) (L) (R} (L)
#ILHE without glasses HA1E with plasses or contact lenses
G G OIEH normal = CJIEH normal
Hearing : CHEF impaired speech ; O3 impaired

2

RV, TR L XEMBEOBREEALTIEE Y, XBREORMLEATAZLE (124 AL LioREEsL,)
Please describe the results of physical and X-ray examinations of applicant's chest x-ray (X-ray taken more than [2 months prior to the
certification is NOT valid),

CIEH normal
ORH% impaired

«— Date
Film No.

Deseribe the condition of applicant's chest

. B{EIRI S OHR [¥es (Disease: }
Disease reated at present [INe
. BEfRsE Past history @ Please indicate with + or -— and fill in the date of recovery
¥&1% Tuberculosis 0 . . ) #F Y7 Malaria OO( . . ) L3R Heart diseases T . . )
TA VA Bpilepsy O . . ) MR Kidney disease O){ . . ) RIS Diabetes TI( . . )
Ep7 V¥ — Drugallergy (. . ) SFAAEEE Psychosis ¢ .
PR GEME R Functional disorder in exremities O( . . ) o> {mH Other communicable disease 3¢ . . )
. % # Laboratory tests

# R Urinalysis: §£ glucose (), MM protein (), il occultbloed { )

. TB5#5% immunization record
TR AL 7 FEEHL A Bl (drais) s Ghdvoiz) H
immunzation inoculatoin Date of Immunization {Contracting a Disease{ Date of Disease
EUES Polio Yes = No Yes + No
7% U7  Diphtheria Yes « No Yes * No
Tk 4R Tetanus Yes + No Yes + No
B H#%  Whooping cough Yes * No Yes - No
BCG Yes + No Yes + No
i Heasles Yes « No Yes * No
ke Rubella Yes * No Yes « No
Bl h < Mumps Yes * No Yes « No
ki Chicken Pox Yes - No Yes « No

. BBIEOHIRZRATTEL,

Please describe your impression.

. RN ORLTERE, B8 - RS E»SHRL T, SECREORRNESICEERHA YA b0 EBbRETH,?
In view of the applicant's history and the above findings, is it your observation his/her health status is adequate to pursue studies in Japan ?
yes [ no

afst ¥4

Date: Signature:
E M K £
Physician's Name in Print:

ALHERR A

Office/Instifution:
FTTERD

Address:




