fa& FE 22 W7 & CERTIFICATE OF HEALTH |  COMPLETED BY DOCTOR

[ERRAS B AGE X IHGE CBRICFEH % = &, Please fill out (PRINT/TYPE) in Japanese or English by a doctor.

K4 Name:
O% Male [O#% Female

Family name, First name Middle name

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

1. PP 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” .

[Dosel ( / / )
Inoculation Date (Day/Month/Year) GRS Measles [JNot Vaccinated
[JUnknown
[Dosel ( / / ) [Dosel ( / / )
[JNot Vaccinated it Rubella [JNot Vaccinated
SHRA JUnknown COUnknown
MMR (Measles/Mumps/Rubella) [Dose2 ( / / ) Dosel ( / / )
[INot Vaccinated 7= < Mumps [INot Vaccinated
[JUnknown [JUnknown
2.  H{fKR#E Physical Examination
n & K th @ @ i E
Height - _cm Weight — kg Blood pressure mm/Hg ~ mm/Hg

3. MLy MBI OEEAFTR. Chest X-ray and physical examinations (LY F 7 UREIIAZ ALY 1ELNET 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. ( )

(2) M Lungs: O E% Normal [O %% Impaired
Describe the condition

L Cardiomegaly: [ 1E% Normal [ H2¥% Impaired
Describe the condition

4. BERIBBLIEHRUCT = v 7 2 ANTLLEIVN, BELIEHEDRROEEITIE, BEER LICTF =y 7 2 AN T IZS0,
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”.
(0 BEEiEZ2 L No remarkable history

O #5k% Tuberculosis [ KRS Diabetes O DJERHE Heart disease [0 HiiBAsthma

O FK&RA Psychosis O {H{L#RRI%HA Digestive Tract Problem [ <TA#A Epilepsy

O 7uv¥—Allergy If yes, please specify
O Ark Hepatitis A - B+ C If yes, please specify

5. BUE. IBRPOIRKRERMD DT SNT-EEEAIRLIZY LTHETN?
Is the applicant under any medical treatment or on medication at present? O Yes CNo
NEv EEZ L RIIERNA Z . NIRL T2 58 133O FEM (B M4, & it S ) 2 5iifio B, BUEDIRIEAFER L T 2Euy,
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?

Z2Wi4 Diagnosis ( )

6. EHFOULEEE, 2% BAOHKROHWT LT, BUEORBEORIUIFENTREY: (18R IZi2 9250 LEbivEdn?
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 [ No Ifno, please specify

H £ 5 4
Date (Day/Month/Year) : / / Signature:
Rl R4

Physician's Name in Print:

WALt A%

Office/Institution:

FTTEHE
Address

ZOFEFIT, 20244 H LIBRICERIC L VB SN b DEFED LT D,
This certification is valid for the date after April 2024 completed by a doctor.




