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CERTIFICATE OF HEALTH

PRBALENHEIZFESH L TZELY  Please have it filled out clearly in Japanese or English by a physician.

Name (Full spell) Date of birth
/ /
Gender (Male / Female) Age (
1. B{K#RZE Physical Examination
s K *® =
Height: cm Weight kg
2 m £ Ak 8 0O Z regular
Blood pressure ~ mm/Hg Pulse O A% irregular
3 | 5 O #28R without
Eyesight  (R) (L) O %IE With glasses or contact lenses
(4) BE 7
Hearing OIEE normal [{ETF impaired
(6) & &
Speech OIE® normal [O2£% impaired
6) i filk
Heart OE® normal [OE#E impaired >iIHER electrocardiograph(

2. MEIX#RIRE Chest X-ray examinations (64 A URDIREDHEH Record within 6 months)

Ze2H Date

O $%52%EE4L nothing particular OE#E#HY irregular finding(s)

TR Describe the condition of applicant's lungs

3. JR#&Z&E Urinalysis

## glucose ( ) f=AIlEL protein ( )  #I occult blood ( )

4. BRESE (B ABREE. EAFM, ERBEES)

Past history (e.g. hospitalization, major operation, tuberculosis disease and so on.)

O # No

O & Yes
(J54 - 5¥# Conditions/particulars )

5. MEAEDPDKES Under medical treatment at present

O £ No

O & Yes
(J"4% - §¥# Conditions/particulars )

6. EALVDAEE Physical disability

O%#E No
O%F Yes

(3## Conditions/particulars )




7. KIERE - REDOF THAEFLITAEITHEZD ADNWELLZSENTIZEL,, (Fl: A1 MAFILYEEZTIES)
Familial history: Please describe applicant’s familial history of tuberculosis, in the present or the past, (e.g. Father hasbeen
under medical treatment for tuberculosis from 1 month ago.)

8. PIHIEIERE Status of immunization

MPORBEXI(T. FHEBEOBFEEALTZEN, FHTHN ETMBREICLSMAEREZLT. TOHRRERE
A HUARESATR T2 THNIXEMFRHEREEZLT. TOEEBZEALTHLIRBL TS,

If you have a previous history of infection or vaccination, please fill out the onset date or date of the shot. If you
have no idea, measure your antibody titer with blood analysis and fill out the form attached. If the titer is
insufficient, please have an additional vaccination and fill out the vaccination information.

92 Measles : MR History of onset : H{F Date of diagnosis ( )
F[5#%%E Date of vaccination : #&fEH1[EH Date 1 ( )
#iERA2EE Date 2 ( )
HuiKffi Serum Antibody Titer : (Bft date )
O 5% Positive O PE1¥ Negative OFRFEE Inconclusive
h JEEMN#EFER Date of the additional vaccination ( )

9. EREEDBEIKRREIZDUVT The applicant's health status is adequate to pursue studies in Japan.

0O BZFICWZ5% Yes 0O BRICXESHY No

10. BRI NEEFHBITENVELGHE(E. EAMICBAREEL TS

Additional comments. If he/she needs special supports, please describe in detail.

B { Date :

EEMZE 4 Physician’s Signature :

EEEEEE Office/Institution :

AT 7£ Hh Address::




