ERZURE

CERTIFICATE OF HEALTH

(ERBICEEALTESSTE) (to be completed by the examining physician)
BAGE N 5B LD e i d Bk, Please fill out (PRINT/TYPE) in Japanese or English.
K4
Name Surname  ¥£ Given.name £ Middle name - SRJLA—A
TRl £l 5B Male SFEAH H
Gender [ # Female Date of Birth yyyy mm dd
1. BERE
Physical examination T
MER o= ,
i m)™ Wei it kg
(3)ME - (@)m&Al =
Blood pressure mmHg mmHg Biood [JA B [JAB [0 {[ORH+[IRH
(5)Afe3E [J 22 Regular [0 E.%(D [ 1E& Normal
Pulse 1 A% \egular Color blindness (1 BE Impaired
;?%BE ) ) (8) ] gﬁi Normal
.. iWithout glasses (R} L) Hearing [ &E Impaired
@R Besiohlvgrr 7 R - R (3 i —
. With glasses or contact lenses (R) (L) Speech 1 RE  Impaired
2. MAEZRTXHEE (6 7HEM)
Physical and X-ray examinations of the chest (within six months)
PBIXIRET R R R H & A H
Describe the condition of lungs. | - Date of X-ray Yy mm dd
HINLES
Film No.
(1iE [ 1E% Normal
Lungs [0 RE Impaired
(2R O 1EX Nommal
_Cardiomegal 1 ___D S5 Impaired
E%bé@&gz:)m DBk L1 1E& Normal
If impaired=>Electrocardiograph - [ S2% Impaired
3. THEREROES, [1# No [0 & Yes : 954 Discase
Disease currently being treated i !
4. BT SRRHAAR™ soakssaEs
: . v JA&Name i Dateofrecovery| FafaName Date of recovery
Past illness/disorder funder treatment {under treatment
ZEHTREOICTFIVIL TR L1 X3U7
SAEREET A LWINEEEHL Tuberculosis Malaria
RUBESETEUILTFIIITSC TOMRIE TADA
b Other communicable disease Epilepsy
Please check and il in the date of BERE YRR
recovery/under treatment. Kidney disease Heart disease
If NOT contracted any of them in the ERRIR AT
past, please check *None™. iDiabetes Drug allergy
. MmiHREIEE
WV U %ﬁ]&’% Functional disorder in the
None Psychosis extremities
5. R &
Lahoratory tests
(N FRIRE ] =R B
Urinalysis: glucose El[ﬂlﬁ?&pmein 5 occult blood -
2) Eﬂ‘ﬂ#ﬁ TRk BRE
Anemia test ESR mmir WBC count fomm Hemoglohin g/l Anemia
BFFISEEIRE | GPT GOT .
LFT (ALT) ) (AST) (IVEDB) y-GTP ur L)
6. EffozZh-BR
Physician's impression of the applicant’s health
REFLAR - ICEONBEINSNEZOE TR AT,
Pleass fill in if the applicant needs regular medication or treatment.
5 ]
7. EREOHRERE. 2B - REOSRISHILT, REoms| | BN
DIRREFRCBRICMASZIEOLEBONETH ? In view of the Date
applicant's history and the above findings, is it your observation that | EERIE#
his/her health status is adequate to pursue studies in Japan? Physician's Signature
=~ IREMS
b AL
O lj:(" YES D L l" z— NO Office/Institution
ATV ETOOZHEF Y IUTREEV TEWIEF IR RVE S, FR7EHh
APEE R SIELTE A, Add
Please be stre to check either "YES" or "NO" If you do not check "YES", ress
the Embassy will NOT accept the application.




