ERZME (2019FER)
(EERICEEALTESITE)
BAGE R (FEEB(CIDIRE IS T DL,

CERTIFICATE OF HEALTH (for 2019)

{to be completed by the examining physician)
Please filt out (PRINT/TYPE) in Japanese or English.

K&
Name Surname Given name & Middle name  SRJLR—L
TRl 1 B Mae £E£HH R H
Gender [ 2 Female Date of Birth YYYY mm dd
1. RERE
Physical examination s
mEE OFE
Height om [ Weight kg
(3)LE N (IR _
Blood pressure mmHg mMHY | glod tvpe JA (OB [JAB (JO {[JRH+[JRH
BHEE] O 28 Regular EBEEED O & Normal
Pulse 0 RE Irreqular Color blindness 0 2% Impaired
" BR ES) &) BWED O gj@ Normal
. iWithout glasses (R} L) Hearing 0 = Impaired
(6) ?ﬁijEye&ght‘%f-g'L &) (&) (9)=5E O L% Nomal
With glasses or contact lenses (R) (L) Speech 0 825 Impaired
2. h9E RO X (6 7AEA)
Physical and X-ray examinations of the chest (within six month_s? }
EIX#RPI R }%E?EHE F A B
Describe the condition of lungs, Date of X-ra Yyyy mm dd
J4LLEBS
Film No.
(1)h 0 IE® Normal
Lungs O R]E Impaired
Oyoh O E& Nomal
.Cardiomegaly e e, AR
R n RS T ER  Nomal
If impaired=>Electrocardiograph _ [1 & Impaired
3, R amEbh0Rs Ly :
Disease currently being treated O M No 075 Yes : j&# Disease
4. BEEE STANH/SAET ST/ AR
) . . JAH&Name v i Date of recovery JAEName v i Date of recovery
Past illness/disorder : lunder treatment Junder treatment
ZEH I 20DCFIVIESEAIFEA [Fai N3U7
[BEPERA . WITNEHEU {Tuberculosis Malaria
RUWSSEMEUNICTFIVvIS RS |ROMBEE TANA
o Other communicable disease Epilepsy
Please check and fill in the date of |EFERZER RS
recovery/under treatment, Kidney disease Heari disease
If NOT contracted any of them in the |¥EFRIR ERPLILF—
past, please check “None". Diabetes Drug allergy
o RS
v :ﬂb *E?WEE Functional disorder in the
one Psychosis extremities
5.1,
Laboratory tests
M RRE b =] B
Urinalysis: lucose %&protein = occult blood
] §ﬁ¥§§ TRIL H I3k BERE =Hm
Anemiatest | ESR mmH WBC count fomm[ " Hemogiobin gm/dl | xemia
(3)FFHsaE GPT GOT .
LFT (ALT) () (AST) (i 1) y-GTP (/1)
6. Effoli-BR
Physician's impression of the applicant’s health
HERUAR RO EM B NEZOE AT 0,
Please fill in if the applicant needs regular medication or treatment.
7. EHEEOMERE, PR REOERHSUGLT, REosE| BN
DRREFTDCBFCWMASDEQEBONETH ? Inview of the Date
applicant's history and the above findings, is it your observation that EENES
his/her health status is adequate to pursue studies in Japan? Physician's Signature
- EEMRS
) AAY
D 'd:(' YES D L L 1 No Office/Institution
KAFTEVIRETOWZ HTF VIV TEEV, TEWICF T IR RS S, FRTElh
KEIEEEEE IR E A, +
Please be sure to check either "YES" or "NO". If you do not check “YES", Address
the Embassy will NOT accept the application.




