RS

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

Z O R U AAGE UTSGEIC X 0 RIS T2 2 &
Please use this format and fill out (PRINT) in Japanese or English.

EEAR
Date of Birth:

K4 0% Male

Name: R [J#%: Female

Form D

Family name, First name Middle name

1. HFEEOHBIZOWT, L XBMAEDOREREZFTAL TLEI, XERED A AT L2 & (3 4 HLLERTORAEITEER), )
Please describe the results of physical and X-ray examinations of the applicant's chest X-rays (X-rays taken more than
three months prior to the certification are NOT valid).

OIE% Normal
%% Abnormal (Description: )
Date :
Film No. :
2. BIEBHRF ORI OYes (Disease )
Disease currently being treated [INo

3. BEAEHE & PRhHERE

Past history and vaccinations

Measles and rubella KL A Measles J& L A Rubella,”German Measles
BEAE 2 (OYes [ONo 7~ Unknown [OYes (ONo OB Unknown
Past history? . .) . .)
TRAERE (2ELIE) 2 (OYes ONo OB Unknown Yes ONo OB Unknown
Vaccination (more than twice)? | ( . . )( . . ) C. .0 . )
No £7IEFRHOLAIL, ST IMEEO THEEEZZIT 5 & TT,
If No or Unknown, the applicant is recommended to be vaccinated.
Z DA DO RELT:JEE
If there is a past history, please check and fill in the date of recovery.
Tuberculosis.......J( ) Epilepsy.....( . . ) Food allergy.....JC . . )

4. EREE OB, B - REOKESDHEMI LT, BUEDREORIUIFME M 5 5 b0 L BbihvEdh?
In view of the applicant's history and the above findings, is it your observation that his/her mental and physical health status
is adequate to pursue studies in Japan?

Yes O No o
A A el
Date: Signature:
A K 4
Physician's Name in Print :
TR %4
Office/Institution:
FTEH

Address:




