CERTIFICATE OF HEALTH
e &2 W &

[ This form has to be filled out by a physician. ]

RIS 7

Name of Applicant: Sex PERI] | Age 5% | Date of Birth E4-H H:
H s 4 M.J F.Zx / /
Present Address: Blood Type g% :
BUEAT: A B O AB
(Rh_+ -)
Dietary Restrictions due to Religious or Physical Reasons :
FHO T T BREE CTHIRT XS/ 0!
Height & E cm Weight (K kg
Blood Pressure [fi/+ _ | Pulse Rate fiicdri%k CJReg .2k
Sys. /Dia. /m Olrreg. 7~k
mmHg
Reflexes S5t Pupil fE7l: [INormal, [JAbnormal = Knee & [INormal, [JAbnormal
Others fthi( ):  [Normal, [JAbnormal
Eyesight 1 7/7: Left /= / Right 45 Color-Blindness 2 5: Hearing 1§ /7:
without glasses / Yes( ) Left /&
(with glasses /5 1F)( ) I( ) No Right 4 ;
Anamnesis BEAESE:

(Indicate with “+”, if you find any disease or abnormality, or with “-”, if not.)

Tuberculosis % Malaria ~7U7 Other Communicable Diseases
fi DAEGIR
Rheumatism VU~ Liver Disease JITli## Epilepsy TAM A
Asthma HAEL Cardiac Disease Allergy 7L F—
B
Diabetes ¥R F Kidney Disease Nervous or Mental Disorder
g Fth o [EE

Present Conditions ZLFEDRF :

(“+”, for any disease or abnormality, “-”, if not any.)

Skin JzJE

Venereal Disease 95

Pregnancy 44

Stomach or Digestive System

Lungs or Respiratory System

Bones, Joints, or Locomotor

B - kR Jifi < PPl System
B - B - EEhR
Tonsils, Nose or Throat Genitourinary System Other Abdominal Organs
DL - & IR 2 % Z oMt Pl
Heart or Blood Vessels Brain or Nervous System

ol - A

J4 - AR

Blood or Endocrine System
Mg - WFR

Nervous or Mental Disorder

Kb oolEE




B 7
3. Chest X-ray examination &8 X SRas:

DATE of the examination s H conditions of applicant’s lungs g IR TE

/ / (Day/Month/Year) COONormal, OAbnormal ( )

4. The applicant’s health, physical and mental conditions are:
(Please check) LIExcellent [1Good L1Fair [IPoor

5. Is the applicant physically and mentally fit to go abroad for study and travel?
(Please check) L1Yes LINo

NAME & TITLE OF PHYSICIAN _(*Please print)

ADDRESS

SIGNATURE DATE (Day/Month/Year) / /

(Continue to the back side.)
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*BAEEEREE Y —CTERLEOARELHE LR L, BMEMIECEBRITHRO TITER W= LET,
In case the Japan Foundation Japanese Language Institute, Kansai (hereinafter referred to as 'the Institute')
has any additional question on this sheet, officer in charge of your country would contact the applicant or the
doctor.

6. 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.
EFE 12 T PBHIRUIFIERDTEZ, £o, HREECHEEDH 55 LML - BEIT OV,
THHBANTRRALTEENY

If the applicant has any allergy or any anamnesis; T UNF—BEN H 556
® Will the applicant bring medicines for emergency? HEFIIERZRBLETHNL?

L1Yes( ) [No

® 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.)
TUNAR=RIERH ol XX, MB2RZLIELINTTH?
(BETERE I ZHESMRITIRBR DR B4 T)

® First aid / dealing in case of emergency (if any); S/RFIEDEEDILSILE « FHLE ;

® Any notice or advice for safe stay in Japan; T2 HARKBEDOTZODHEER 7 KA R ;
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Vi D
BRY LRy hOT v — b
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7= Ho
1. B_YOT v 7r— |k
[AN/N 7= HD 7= X Huy

UTOE~NMZRENDZ k?ﬁ)f%iﬁ‘?ﬁ"ﬁ’\"ohé%/\ X rﬁ’\"oh?ﬂ AL T E

ém
[EoAA D P

ﬁ«%n&m%Ai ﬁ«%n&mﬁmeLT<tém

Check if you can eat items below. If you cannot eat something, let us know the reason as well.

7=
7= a1 (/A
Bohd Us5E135 =
7 LVF— il bW Z Ol

Fwoiz<
4 KW Beef
Az
K Pork
Lz
¥ W Chicken
Eipin
#& Fish
Z U Shrimp
Eipip oOh

B EEORA—TROY—2R

Soup or sauce made from fish
P

H  Shellfish
TeEZ

50 Egg
(R ATOV Y

9L # &  Dairy Products
NSV
BBEICHESTVa—L
Cooking Sake
Az

KA D% 2 Pork extract

T 7 2 nEZ H 9 o .
ZOENCESBNBENLORHIIE, RBOLRLHEEZENTI SN,
If you have any other things you cannot eat, write down the name of food and the reason.
Bl) 1Bz (TLix—) Ex) Squid and octopus (Allergic)

2. Ry bOTUI—1

UTFTDORy b (81) OBRPTEERLDIIHVETH? OFLTLIEIV, FZRD
BAEIE, 87 TEL] I2O%E 2T &V, Please circle the following animals you do not
like or are allergic to. Mark  “None,”  if you have no restrictions.

PN L Z DAt ( ) L
Dog Cat Bird  Anything else (Please specify) None
" ZOT v b, —AE Yy MET, BEI LET,

Lx< LHVIFA F0E 5 -

BT B TR RS T ERADTRE LT v — Moz T AW,

ek Thls questionnaire will be used for Home Visit and/or other programs.
Please carefully check the sheet and let us know all the food restrictions you have.




RIS 7

BEANERZEDOHY FNIZT OV TORFEE

Acceptance form concerning personal information

AL Z OREEFEZETER L O OB REL IR~ E Xy FOT o 7r— MZHOWT, KHBIZHT-
S TOFfE &Lk At OREFEEICL 2REICLERGE . WHEW JHEE . BOFBIRIEREIC I8t 2
EF0, UTFOEBEXZ LIS PR T 25808300 2 L 28 L, AL ET,

- BREERMrE

EHREMFE, RS MEIMNRATRBEINIA KR QSN D72 9)

By NOT o — |

WHEHRDHRA 7 7 2 U —, BFRHT

I understand and agree to provide “Certificate of Health”, its’ information on my health, and “Questionnaire on dietary
restrictions and pets” to the Institute, and give my consent for the Institute to share such information with institutions
cooperating with the training program and government agencies as well as to the following individuals and institutions,
for the purpose of carrying out procedures for entering Japan and maintaining health and safety, if necessary.

- “Certificate of Health”
Medical specialists, insurance company (for applying for, and receiving payouts from, insurance)

- Questionnaire on dietary restrictions and pets
Host families, individuals and institutions organizing meals during the program

ZINEEAS
Signature of participant

AAF 2023/ /
Date  YY/ MM / DD

0 AT O E) MR AFERIEARA
(If under 20 years of age)Name of legal guardian/ legally authorized representative :

[FE4
Signature:

BAF 2023/ /
Date YY/ MM / DD




