e

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

HOAGE SUFIEEEIC L0 BIBRICREHT 2 2 &,
Please fill out (PRINT/TYPE) in Japanese or English.

R4 0% Male A H Efin
Name : 4% Female Date of Birth : Age :
Family name, ’ First name  Middle name
1. HiRHE
Physical Examinations
o v E & iE
Height cm Weight kg
2 M = 1 iR — T i O%  regular
Blood pressure mm/Hg ~ mm/Hg  Blood Type ABO Pulse  CIAR¥E irregular
@ #® H - ‘
Eyesight : (R) (L) (R) (L) IR O OIE% normal
HHIR without glasses H&IE with glasses or contact lenses color blindness 5% impaired
(4) ®& 77 DOIEW normal R OIE% normal
Hearing : [{XF impaired speech : %% impaired

2. HFEEOMEIZOWT, 2L XBEREOEREZTLAL T LI, XBREOBM AT D E (6 7 AU ERiOHRAEILIS), )
Please describe the results of physical and X-ray examinations of applicant's chest x-ray (X-ray taken more than 6 months prior to the
certification is NOT valid) .

Jii O1E% normal Lo fik (IE% normal
lung : O¥% impaired Cardiomegaly : I ;ﬁ:—lﬁ? impaired
«—_Date RN S DHGE
Film No. 7B Electrocardiograph :[J1E% normal

O%% impaired
Describe the condition of applicant's lung.

3. BUEIRFETORR O Yes (Disease: )
Disease Treated at Present [JNo
4. WEHE
Past history : Please indicate with + or — and fill in the date of recovery
Tuberculosis. . . . . . aoc . . ) Malaria. . . . . .. aoc . . ) Other communicable disease. . . . . . aoc . . )
Epilepsy. . . ... OC . . ) Kidney Disease. .. .. O(C . . ) HeartDiseases. ... .. aoc . . )
Diabetes. . . . . . Od( . . ) DrugAllergy...... O( . . )  Psychosis..... ac . . )
Functional Disorder in extremities. . . . .. oc ..

5. ft 7 Laboratory tests
& JK  Urinalysis:glucose ( ), protein ( ), occult blood ( )

AR ESR : mm/Hr, WBC count : /emm Zin O
anemia
Hemoglobin: gm/dl, GPT:

6. ZWEDHZRZBNTFSU,

Please describe your impression.

7. EREE OBALEE, 22 - MEOK RN OHE LT, BUEOREORIUIFEDICEAICHA I 2 b0 L biET 7?2
In view of the applicant's history and the above findings, is it your observation his/her health status is adequate to pursue studies in Japan ?
yes [] no [J

A AT B

Date: Signature:

= H K 4

Physician's Name in Print:

TR A% 4
Office/Institution:
FITAEHE
Address:




