Form 3

CERTIFICATE OF HEALTH {2ReUnRsIIAE
(to be completed by the examining physician)

AASTE U IHGEC & 0 R e 5 2 & Please fill out (PRINT / TYPE) in Japanese or English.

K 4 1% Male AAER A i
Name : 1% Female Date of Birth: Age:
Family name First name, Middle name
1. Bkt
Physical Examinations
n & & * =
Height cm Weight kg
Q) i JE iz} ABO |rH + B % regular
Blood pressure mm/Hg~ mm/Hg Blood Type — Pulse [JF% irmegular
3 Hm A TR OATHE LJiE% normal
Eyesight : (R) L) Color blindness [1#% impaired
(#41R without glasses)
@ w7 LIiE# normal s & LIiE# normal
Hearing :  [J%% impaired Speech :  [1## impaired

2. HEEEOMRHIZAONT, B2 L X BREORRATA L TRFSV, XD R HEAT 2L (6 » A LU RO |
Please describe the results of physical and X-ray examinations of applicant's chest.
(X-ray taken more than 6 months prior to the certification is NOT valid).

Ji [JiE# normal O ik [JiE# normal
Lung : [1#; impaired Cardiomegaly :  [1%% impaired
JHOIRAEZ DT DT A b ﬂ R DY5E

Describe the condition of applicant’s lung: If the result shows impaired:

NEEE [JiE# normal
Electrocardiograph : 1% impaired

3. BERREPORR - 7L — [ Yes(Disease: ) (Allergy: )
Disease / allergy treated at Present [ ] No

4. BE{HEE Pasthistory : Please indicate with + or — and fill in the date of recovery

Tuberculosis - LI( . . ) Malaria -++++++-=-x=+- ac . . ) Other communicable disease -+ ac . .)
Epllepsy ......... I:‘( . . ) Kldlley Disease ..... D( . . ) Heart Diseases ....................... I:‘( . . )
Diabetes ......... I:‘ ( . . ) Drug Allergy ........ D( . . ) PSyChOSiS ............................. D ( . . )
Functional disorder in extremities-----[1( . . )

5. M 7% Laboratory tests

B Bk Urinalysis : glucose ( ), protein ~ ( ), occultblood  ( )
#* ik ESR: mm/Hr, WBC count /cmm, 2 [

Anemia
Hemoglobin : envdl, GPT:

6. [ERTOZHET - B - AkHITREE « BEROMBIERHIUEZOF ZRAL SV,
Physician’s impression of the applicant’s health. Please fill in if the applicant needs regular medication or treatment.

7. EEEOWHERE, 5% - MEOFRRE SR L <, BifE
OEEFEREEIITAN BT A 5 B b0 L BbhEd7y, | B Date

In view of the applicant’s history and the above findings, is it your
observation that his/her health status is adequate to pursue studies

in Japan? [EfliE4 Signature

. ESHIE
moves 1 vwexNo O |57
Physician’s Name in Print

K NI T Nz 1IZF =y 7 LTLTIEENY, *ﬁﬁﬁ/@gﬂd@
[0 ICF = v 7 DR e, HEa SR CE A, i

Please be sure to check either “YES” or “NO”. If you do not Office / Institution
check “YES”, we will NOT accept the application. FEHh

Address




