{i HE 72 7 ¥ CERTIFICATE OF HEALTH |  COMPLETED BY DOCTOR

BEAMAS H AGE XI55 CHIMRICEL# 9% Z &, Please fill out (PRINT/TYPE) in Japanese or English by a doctor.

K4 Name:
0% Male [#% Female

Family name, First name Middle name

A4 H H Date of Birth (Day/Month/Year) / / Hlin Age

1.  PPiEEGSk Immunization record
Pleases check the box and indicate the date of the shots that you have been received. If NOT, check the box “Not Vaccinated.”

If the date is unknown, please check the box “Unknown” .

ODosel ( / / )
Inoculation Date (Day/Month/Year) Rz Measles [ONot Vaccinated
[JUnknown
ODosel ( / / ) ODose1 ( / / )
[INot Vaccinated k23 Rubella [INot Vaccinated
3fIRE [JUnknown JUnknown
MMR (Measles/Mumps/Rubella) UDose2 ( / / ) ODosel ( / / )
[ONot Vaccinated 575 < Mumps [INot Vaccinated
[1JUnknown [JUnknown
2.  H{ftH#& Physical Examination
n & E & = ) i JE
Height —  _cm Weight kg Blood pressure mm/Hg ~ mm/Hg

3. MgRL > 7B LUEFEAIATR. Chest X-ray and physical examinations (L2 b7 VREIAF NGB 1 FELNET D, )
Please describe the results of both X-ray and physical examinations (X-rays taken within lyear prior to enrollment are valid.)

(1) #%H Date of chest X-ray. (Day/Month/Year) / / Film No. ( )

) M Lungs: O 1F# Normal [O 2% Impaired
Describe the condition

ALl Cardiomegaly: [0 E# Normal [ 5% Impaired
Describe the condition

4, WEICBELEFRUICT = v 7 2 AT EEN, BERLEFEDRWDIGAITIE, BIER LICTF = v 7 2 AT IZ &N,
Has the applicant ever suffered from any of the following? Pleases indicate by checking every box that applies to him/her. If NOT,
check the box “no remarkable history”.
O BEAE7Z2 L No remarkable history

O #K% Tuberculosis [ HEfR%E Diabetes [ Ufigfif Heart disease [0 HiEAsthma

O K& Psychosis [0 {H{k#RIEHE Digestive Tract Problem [0 TAMA Epilepsy

O 7u/¥—Allergy Ifyes, please specify
O Ak Hepatitis A - B - C If yes, please specify

5.  BIfE. IGWEHORKRSCERMN DT SN T 3KENR L2 LTWETH?
Is the apEIicant under any medical treatment or on medication at present? O Yes ONo
NIV EEALEIIRRENSZ, WIRL TO 2 58 130 EE R4, & L) 2 50ilo b, BUEDREA TR L T 7Zauy,
If yes, provide detailed information on diseases. If the applicant is on medications, provide information regarding the medications.
Name, amount, remarks, others) . What is the current condition?

ZWi44 Diagnosis ( )

6. EHEFOPEE, L8 - MO OHENT LT, BEOREORIUIFDITEY: (LR IZif2 5 2 b0 L b Edh?
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 (within one year) in Japan?

[J Yes [0 No Ifno, please specify

A A E 4
Date (Day/Month/Year) : / / Signature:

A4

Physician's Name in Print:

TRl
Office/Institution:

FTEHl
Address

COEFHIT, 20254F9 H LIREICIEERIC X 0 B STz b D& AR E T 5,
This certification is valid for the date after September 2025 completed by a doctor.



