CERTIFICATE OF HEALTH

ﬂ m ﬁ ﬁ' ' [This form has to be filled out by a physician. ]

Name of Applicant: Sex 1% | Age &% | Date of Birth &4 HH:
HEERL: ME F % / /
Present Address: Blood Type (&% :
B A B O AR + -)
Dietary Restrictions due to Religious or Physical Reasons :
RHMRIIBAMERTHRIASEALD:
Height BE cm Weight =& kg
Blood Pressure iE ) Pulse Rate ffia% CIReg. Zik
' Sys. _ /Dia.__ mmHg : /mOIrreg. FEAR
Reflexes & Pupil ®F.: [ONormal, ClAbnormal Knee B CONormal, ClAbnormal
. Others #h( ): [ONormal, [ClAbnormal
Evesight #:1: Left & / Right & Color-Blindness &85! Hearing §&4 .
without glasses i Yes ( ) Left =
(with glasses $&1F) ( ) /U ) No Right &
1. Anamnesis BEE$E:

(Indicate with “+" , if you find any disease or abnormality, or with “-" , if not.)
Tuberculosis ## :. Malaria ISUF Other Communicable Diseases fho{zd:s% |
Rheumatism Uh=<F | Liver Disease [/ | Epilepsy TAMA !
Asthma  FA%< ' Cardiac Disease D | Allergy 7ULIL¥— !
Diabetes ERH Kidney Disease B | Nervous or Mental Disorder #HOEE

2. Present Conditions E.Ec’)ﬁiﬂ ( “+” , for any disease or abnormality, “-” ., if not any.)

Skin &ME

Venereal Disease 14%&

Pregnancy 1EiR

Stomach or Digestive System
B - HIESHR

Lungs or Respiratory System
i - TRORAEF l

Bones, Joints or Locomotor :

System B - H&i - EBHFR

Tonsils, Nose or Throat
DE - &

Genitourinary System
P E EN

Other Abdominal Organs
TO AR

Heart or Blood Vessels
i - 8

Brain or Nervous System
fizd - PEER

Blood or Endocrine System

| - SR

i

Nervous or Mental Drsorder BROBE |

3. If you marked “+” to any of the above 1& 2, please describe each disease in detail (please use

the back side of this sheet), and if the applicant is physically handicapped, describe the abnormality
or impairment. _EFE 1-2T +" MHOFESITREROMEE, £, FEEICSHEENHDIFR. TOML - BEOLT,

C OO~ TREA S 2 AL,
4. Chest X-ray examination & X#BEE:
___DATE of the examination ##&B | conditions of applicant’ s lungs MIEBODIRAE |
/ / (Day/Month/Year) CINormal, ClAbnormal ( )
5. The applicant’ s health, physical and mental conditions are:
(Please check) COExcel lent [JGood OFair OPoor
6. Is the applicant physically and mentally fit to go abroad for study and travel?
(Please check) CYes CNo

NAME & TITLE OF PHYSICIAN
ADDRESS

SIGNATURE DATE (Day/Month/Year) / /

*BAEEtE 4 —TERLIHABZHL(EEL. EMEMNAELCLBEERHTIER UV -LET,
In case the Japan Foundation Japanese Language Institute, Kansai/ has any additional question
on this sheet, officer in charge of your country would contact the applicant or the doctor.

(xPlease print)




“. "

3. If you marked “+” to any of the above 1& 2, please describe each disease in detail, and

if the applicant is physically handicapped, describe the abnormality or impairment.

LFE 12T +7 HHHBEITITRIEROFME, T, BHEHEEEIHOBE. TORML - FBEI<OL
T. THBBATRALESLY,

If the applicant has any allergy or any anamnesis; T ULF—OBREELHDIBE.
® Will the applicant bring medicines for emergency? HFHBIEEZBELTTH?

OYes ( ) CNo

® Which medical department do we need to take him/her, in case allergic reaction occurs?
(In this case it is NOT covered by our overseas travel insurance.)
TULILX—RENH-T-LEE, AREZSBLELLIVTTN?
(BEEE (X BARTERROT RN TY)

® First aid / dealing in case of emergency (if any); BLUBREOEROEGSNE - w0k

® Any notice or advice for safe stay in Japan: RELELBAXEEO-HOHES - 7 ENA R :




