
ff.:g I 
Name 

Qllm~ltlii! (2019~!illl&) 
c~gijj(;::~c..A.t., c::tss;:t) 

E;J;;f;:~g:X(;!:~~g(;::J:t)Bf.l~l;::~[.~g~;:t. 

~ruu 
Gender 

Surname ~1 
1 D ~ Male 
l D "'!;{ Female 

l.Ph•'::': .l'Y''_I"'"..... . t' 
o:~Sica examma 1on 

(1)~~ ! 
Heiqht : 

Given name 

I 

CERTIFICATE OF HEALTH (for 2019) 
(to be completed by the examining physician) 

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

_:E£F~8 
Date of Birth 

Middle name ::: i'J ~:f--.b 
flO )=J 8 

YYYY mm dd 

em (2)~m 
Weiqht I kg 

(3)rtnl± i 
Blood pressure i mmHg~ 

(4)JID)f$(~ 
mmHg Blood type 

; 

D A ! D B D AB D O I D RH+ D RH-
! 

(5)1lliH8 , D ~- Regular 
Pulse I D ::f~ lrreqular 

jf*gN (:0) ~;a:L" :) 
(6) .,., ...,IT . ht!Without qlasses (R) ILJ 

m,/J yeSIQ m;l]JE (15) (.ti:) 
!With qlasses or contact lenses (R) ·(L) · 

2 .... ., ....... ="liUf' XUt~:m: ( 6 ?'F.IJUp;JJ 
Physical and X-ray examinations of the chest (within six months) 

(7)~~~ fi', 0)1'j'J!!t 
Color blindness 

(8)Jl,~JJ 
Hearinq 

(9)=~g 
Speech 

i 
! 
' 
i 
! 
! 

D 
D 
D 
D 
D 
D 

JEfF., Nomnal 
~m Impaired 
JEfF., Nomnal 
~m Impaired 
JE fF., Nomnal 
~m Impaired 

8 

(1)~i!i 1.-, D JEfF., Nomnal 
Lunqs D ~m ImPaired 

3. J,Jl-u;,,,., ...... Q.)f~~ 
Disease currently beinq treated j D 1m No D ~Yes nli:g Disease 

4. Jatt~ 
Past illness/disorder I ../ 

! 

}l;)f:l B\lll.ll/)f:l~o:j:l 

I 
j 7E5f:lB\lll.ll/5f:l~o:j:l 

Date of recovery nli:gName ../ ! Date of recovery 
/under treatment i /under treatment 

i x:J1JP I i 

I Malaria I I 
Llv1J'Iv ! ! 

~i{~9~t0)1 .. 7-I'.!I1t~)i')Bi¥J!Jl *a1i< 
/)i'l~t+l~~C..A., ~Y9ht~~G Tuberculosis 

~~~~------~--~--------~~~---------+----r-------_, 
1;j:~\~;3-(;!:fffltGJ(;::7-I'Y19~;: fO){JB~~'/lE I 

; Epilepsy ! ! 
I ,e,,~~ I ' 

t. r-O~th~e~rro~m_m __ un_i~_b_le_d_is_ea_s_e+! ----+---------~~~----------+----+--------_, 
Please check and fill in the date of ~~~ .:,· ' 

I Heart disease I 
I ~1fU:PvJ~::f- ; 

; j ! 
Drug allergy ! ' ! 

recovery/under treatment. _ Kidney disease 
If NOT contracted any of them in the f:;:*~~"'llJ<:;;,7.l<;::nli~=.:.....------+~.-. ----+-----------t;~~-=:::-=7.-------+----+----------l 
past, please check "None". Diabetes 

' ' ffltG *~fill~~ ../ I I 
; I None Psychosis 

5. ~ :m: 
Laboratory tests 

(1) Jj.J(~:§: *m · 
Urinalysis: I qlucose I I ~8 

protein 
(2) ~rtnl!R::§: W.).:t ; 

Anemia test ESR : 
/H E3 JID!3_R~.l( ! 

mm r WBC count ! 
(3)Hf~fit;l!R::§: ~PT ; 

LFT \ALT\ 1 
6. 18ftiJiQ.)~ft!Ji·AIJ! 

Physician's impression of the applicant's health 
~i¥J'Gil{J )f:l~ · t~~(J)&;,~·t1tli!5:t11;J'-t:(J)I§~~c.A. T~~~. 

Please fill in if the applicant needs regular medication or treatment. 

7. ~JJA-IfQ.)Jil~, ~~-~ftQ.)¥6~:1.l16~Jl*Jjl,"(, JJ!.(fQ.)Ql~ 
Vti:iftlct:feft!C:fi~IC:illf.l~ ?lltiQ.)t:,ll!!btli9:1.l1 ? In view of the 
pplicant's history and the above findings, is it your observation that 

his/her health status is adequate to pursue studies in Japan? 

D I~L' YES DL'L'~NO 

%'&:>9T ld:~IJ .XI;JJ~ \l,\~J IZ:7-I'YIJG "L<i.:~~~ . rtd:l.. lj(Z:f-I'Y'JtNJl..l~~, 

*.~«illd: Efi ~l!I~~IIGaottA,. 
Please be sure to check either "YES' or 'NO'. If you do not check "YES", 
the Embassy will NOT accept the application. 

l 11:9H)?:~fig ~~~ I I Functional disorder in the 
' extremities 

! 
l i ! 

I )grtn 1 
occult blood 1 

/cmm rtn~~~ i gm/dl I ~rtn i 
Hemoqlobin i Anem1a i 

(IU/ I ) I y-GTP I (IU/ 1 ) 

E3 11 
Date 

~gijj~:g 

Physician's Signature 

~:m::fiffig~:g 

Office/Institution 

?JT1±11B 
Address 


