CERTIFICATE OF HEALTH 1@ & E? H‘ﬁ % [This form has to be filled out by a physician.]

Name of Applicant: Sex ™5l | Age =% | Date of Birth £FE A H:
HEEKA: MEB F & / /
Present Address: Blood Type mi&%E! :
B{ET: A B O ABRh + -)
Dietary Restrictions due to Religious or Physical Reasons :
REMIIEARNIBHTHRIREBERLOD:

Height &E i cm Weight %= i kg
Blood Pressure mE | Pulse Rate AR#i% | OlReg. %R
: Sys. __ /Dia. mrHg /m 1 Olrreg. FEMR
Reflexes &5t . Pupil 7. OCNormal, ClAbnormal Knee f&: CINormal, [CJAbnormal
Others i ( ) ONormal, CAbnormal

Eyesight #873: Left £ / Right & Color-Blindness & &: Hear ing §&3:

without glasses / Yes ( ) Left &

(with glasses ¥&1F) ( ) /( ) No Right &

1. Anamnesis BEH-4E:
(Indicate with “+” , if you find any disease or abnormality, or with “-”, if not.)

Tuberculosis #5#% i Malaria *SUT Other Communicable Diseases fthMD{EH |
Rheumatism U< F | Liver Disease RFHiifs | Epilepsy TAMA '
Asthma A%< ! Cardiac Disease i | Allergy 7LIL¥— :
Diabetes #EPRSH Kidney Disease s | Nervous or Mental Disorder FHNOBE |
2.Present Conditions EET'G){*:J‘] ( “+” , for any disease or abnormality, “-”, if not any.)
Skin K& Venereal Disease [44& Pregnancy 1t
Stomach or Digestive System ! Lungs or Respiratory System ! Bones, Joints or Locomotor :
g - HILBR | - RER | | System & -mumi-@mE |
Tonsils, Nose or Throat Genitourinary System Other Abdominal Organs
nNE- 5 5 BREER i Z0i RN ;
Heart or Blood Vessels Brain or Nervous System Blood or Endocrine System |
D - [ ! B - HER i i - W% ’
Nervous or Mental Disorder HHOEE :

“,”

3. If you marked “+” to any of the above 1& 2, please describe each disease in detail (please use
the back side of this sheet), and if the applicant is physically handicapped, describe the abnormal ity
or impairment. L& 1-2T 4+ HHHBEIITBEROFEE, F-. HESICHHEENHHIFE. TOIhL - FEEHOLT,
COMDREIZ ZFRAL F2ELY,

4. Chest X-ray examination M X#RERE:

___DATE_of the examination  #&&H | conditions of applicant’ s lungs MIEsoKAE
/ / (Day/Month/Year) CONormal, OAbnormal ( )

5. The applicant’ s health, physical and mental conditions are:
(Please check) OExcel lent OGood OFair OPoor

6. Is the applicant physically and mentally fit to go abroad for study and travel?
(Please check) OYes ONo

NAME & TITLE OF PHYSICIAN (xPlease print)
ADDRESS

SIGNATURE DATE (Day/Month/Year) / /
*HAAERtE U 2 —TCEGALEHAREZFHL(HERL, BEMERANE LSO TIERN=LET,
In case the Japan Foundation Japanese Language Institute, Kansai has any additional question
on this sheet, officer in charge of your country would contact the applicant or the doctor.




“,”

3. If you marked “+” to any of the above 1& 2, please describe each disease in detail, and
if the applicant is physically handicapped, describe the abnormal ity or impairment.

LR 12T +" BHIBESIUTHIEROFEE, T, FEEICEHNEENHIES, TORML - F2EIZDLY
T, THBLATRRALESLY,

If the applicant has any allergy or any anamnesis; 7 UILX—OBREENRHZES
® Will the applicant bring medicines for emergency? HESIEERSLETIHN?

OYes ( ) ONo

® Which medical department do we need to take him/her, in case allergic reaction occurs?
(In this case it is NOT covered by our overseas travel insurance.)
FULX—RIERHH-E &L, AREZZLEZLINTTIMN?
(BEEEE (X BN RITREROR RN TY)

® First aid / dealing in case of emergency (if any); SLGREDOEDESLE - xHiE :

® Any notice or advice for safe stay in Japan; RELHAXRBED-ODHBER T FEN(RX;




