BEZEE (Era. wEAKLOBSHES)
CERTIFICATE OF HEALTH (to be completed by the examining physician)
Applicant to School of Medicine and University Hospital use another format.
BAEF-EEEICKYBHBEICEEEH I 52 & Please fill out (PRINT/TYPE) in Japanese or English.
K48 AEAR

Name: , Gender Date of birth / / age
Family name First name Middle name (DIMYY)
1 B{A#RZE Physical Examinations
g3 G MmE gis! O% regular m#%% A B O RH + —
Height cm Weight  Kg BP _ /  mmHg Pulse ___ /min OF % irregular Blood Type
H"/Ah Rt. /Lt. Rt. /Lt. BEE O E% normal =& O EH normal
Eyesight  #2R (without glasses) 4&1E (with glasses) Hear O 2% impaired Speech O % impaired

2 EREEES S L UXIREE (6 A L) Chest physical and X-ray examination (within 6 months*)

*If applicant have already checked chest Xp for VISA at institution authorized by

O Date / / (D/M/Y) Japanese government, attach copy of certification instead additional test.
Q Film No.
i 10k
Lung OIEE normal Heart [C1E% normal
O&% impaired —Describe the condition O£ % impaired —Describe the condition

and check ECG
ECG OIE# normal
O£ & impaired

3 WEAEPDHESR Diseases currently being treated  [O% None O% Yes
If yes, please describe detail:

4 BR{E4E Past History O7%L None [O#&%YYes. If yes, please check and describe detail.

[J Tuberculosis 0 Malaria [0 Other communicable disease [ Kidney disease [ Epilepsy

[J Heart disease [J Diabetes [J Drug Allergy [ Psychiatric disease

[0 Functional disorder in extremities O Others(Disease )
Detail:

5 &2 Laboratory tests
¥R Urinalysis: glucose (), protein (), occult blood ()

m;t ESR mm/hr Bk WBC /uL I 3%x%HHemoglobin g/dl
FFHaE ALT IU/L AST UL y-GT Iu/L
6 3fEE A F 51T MMR immunization (Strongly recommend to get MMR immunization before coming to Japan)
MMR immunization First dose: / / (D/IM/Y), Second dose: / / (DIMIY)
Date of disease (if applicable) Date of Serologic positive (if applicable)
Measles / / (D/M/Y) / / (D/MYY)
Mumps / / (D/MYY) / / (D/M/Y)
Rubella / / (DIM/Y) / / (D/M/Y)

7 ZEEDMER Physician’s impression of the applicant’s health (##GHIAR - REOLEEL BN, HFEALIZEN
Please fill in if the applicant needs regular medication or treatment.)

8 CRENHERE. 2R-REOHERMIoHIMIL T REDCERRDIKREERSICBEADBRICZHMAI5DERDOAFETA?
In view of the applicant’s history and the above findings, is it your observation applicant’s health status is adequate to
pursue study/research in Japan? [ Yes, [ No

Bt B
Date / / Signature:
(DIMITY)

EEEf K £

Physician’s name:

BREMRH

axX
Office/ Institution:

Fr7E#h
Address:




