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CERTIFICATE OF HEALTH (for 2022)

(to be completed by the examining physician)

Please fill out (PRINT/TYPE) in Japanese or English.

K&
Name N
Surname % Given name % Middle name I FLR—L
1451 O 5 Male £€£AA F A B
Gender O % Female Date of Birth yyyy mm dd
1. SFERE
Physical examination
1
( )E{.E cm @ W.i kg
Height Weight
3)Mn 4)n &7 E
() mmHg~ mmHg ()i A2 OA OB OAB OO :ORH+ORH—
Blood pressure Blood type
(5)ARE O #¥ Regular NBEEEEOHE O E# Normal
Pulse O F% Iregular Color blindness 0O £% Impaired
1REIR () (%) |(8)EEH O E%E Normal
~iWithout glasses (R) (L) Hearing 0O £% Impaired
6) E ht —
OBN Eyesoht e &) %) |QEE O E& Nomal
With glasses or contact lenses (R) (L) Speech O 2% Impaired
2. MBEEEUXERE (65 AMRN)
Physical and X-ray examinations of the chest (within six months)
MIERXERAT R wmEEAR & A =]
Describe the condition of lungs. Date of X-ray yyyy mm dd
T4 ILLES
Film No.
(1) O E%¥ Normal
Lungs O 2% Impaired
(2)i0 ik O E%¥ Normal
Cardiomegaly O #£% Impaired
BEEN’HDHE=>D0ER O EE Normal
If impaired=>Electrocardiograph [0 F%& Impaired
8. ﬂf{i)ﬁﬂﬂ’ﬂ)ﬁﬁ: O #£ No O % VYes : #5% Disease
Disease currently being treated
4. BRE SERBFH/ AR SEARFH/ AR
Past illness/disorder $% £ Name v | Date of recovery §% % Name v | Date of recovery
funder treatment funder treatment
BATHLOILF vy L5 [ Y707
SBEFEA/SAESR E SR AL LVE |Tuberculosis Malaria
ntzy l,t;l,\i%‘@li MEL [z T A
1RFzvo95C&, Other communicable disease Epilepsy
Please check and fill in the date of | B & & [I¥Y:3-23
recovery/under treatment. Kidney disease Heart disease
If NOT contracted any of them in YEFRB EHI7LILE—
the past, please check “None”. Diabetes Drug allergy
TR R
v L kit Functi rd' nd in th
None Psychosis unctional disorder in the
extremities
5. /% &
Laboratory tests
(1) RIRE e =] pi=yuil
Urinalysis: | glucose protein occult blood
(2 BmiRE ik mmiHr [ShiiE2- femm meExRs ol =yl
Anemia test ESR WBC count Hemoglobin g Anemia
(3)FFHBERRE | GPT GOT
/1 /1 -GTP /1
LFT (ALT) aure (AST) e ¥ aure
(O =RV RT A
Ph iri ‘e i nf tha li t'e haalth
Please fill in if the applicant needs regular medication or treatment.
7. - N Bt
EEEORLE, BE - REOREH UKL T, BED Date
BEORREFEFBEIIHASIDLDEBEOIhETM?
In view of the applicant's history and the above findings, is it your EEW%%
lobservation that his/her health status is adequate to pursue studies | Physician's Signature
= EifHRA
\ () PREEE
D li l‘ YES D l‘ l‘ l N 0 Office/Institution
Xy TRV RE TR ITFz vy LTS, FR7E#D
Please be sure to check either "YES" or "NO". Address




