(S EAEZ4ER
[(RAENEANBELER
BEFREZHRTE (20224 EHR) CERTIFICATE OF HEALTH (for 2022)
(ERBICEEALTESIL) (to be completed by the examining physician)
BHAGE X (FZREEICLDIABRICEE & T DL Please fill out (PRINT/TYPE) in Japanese or English.
e i i
Name Surname 4 Given name 2 : Middle name  SRILER—A
G ¢ O 5B Mae FFHH J=| =|
Gender ' [ % Female Date of Birth ' yYyyy mm dd
1. BFRE
Physical examination
DEZS : 2)FE :

Height : oI Weight : kg
(3= : N (4) M2 i ' _
Blood pressure I mmHg MMH9|'Blood type ; DA LB [JAB [LJO ;[JRH+LIRH

(5)A4A ' O Z& Regular NBEERENEH [J 1E& Normal
Pulse : 0] REE lrreqular Color blindness H [ =& Impaired
#RAR ) () (8)8=A] ] IES Normal
. tWithout glasses __ (R) (L) Hearing ! [ =& Impaired
(6% Eyesight g1 ) B 0= ! O L% Nomal
With glasses or contact lenses (R) (L) Speech : [ 2% Impaired
2. MEAREZRUXFRE (657BANA)
Physical and X-ray examinations of the chest (within six month_s
REEBXHRPT = wmeeFEAH F H H
| . Describe the condition of lungs. | Date of X-ray . Yyyy mm dd
THIVLES
Film No. !
(1)Am ' 0 1E& Normal
Lungs : [ =& Impaired
(2)iCoHiEk ' 0 1E% Normal
_Cardiomegaly __ ___ T 0. & Impaired _____
EENDSHBE=>0ER [ 1IES Normal
— — If impaired=>Electrocardiograph [ E& Impaired
3. REARPOR —— T
Disease currently being treated : 0 #& No [J & Yes : J5% Disease
4. B . | ToAKEEA e . | SoAREHR/SAET
. ) v oo j5$Name i Dateofrecovery| v i Ji$&Name  : Date of recovery
Past illness/disorder ' ' Junder treatment ' ' Junder treatment
ZHIRDDCFIvIETTIRRE s U7
SEEPZEA LWINEZEL iTuberculosis ‘Malaria
RUBEET L ICF v I3 DA , TR ;
L iOther communicable disease : iEpilepsy
Please check and fill in the date of BRE nLYRER
recovery/under treatment. iKidney disease : iHeart disease :
If NOT contracted any of them in the BRI EHITLIF—
past, please check “None”. iDiabetes : :Drug allergy '
: : " e : LBk REIR S :
VA G E*ﬁmﬁ’,‘“‘ EFunctionaI disorder in the
H H None :Psych03|s H iextremities H
5.1 %8 &
Laboratory tests
(1) FRiEE HE E{= ' i
Urinalysis: qlucosei i pro.tein . occult blood & .
Anemia test ESR WBC count ! Hemoglobin ! 9 Anemia ;
(QFTHEEERRE | GPT ! GOT ) :
LFT (ALT). aurn) (AsT) (1) -GTP aurn)
6. EMOZH-BR ;
Physician's impression of the applicant’s health
RERAR - RO EENONEZOE T AT, .
Please fill in if the applicant needs regular medication or treatment. .
7. Inview of the applicant's history and the above findings, is B¢
it your observation that his/her health status is adequate to Date ;
pursue studies in Japan? smEOBEE. B REORRISUNLT.R| EOEZ |
EDRRORRETSCERICMAS260LBONFTH ? Physician's Signature:
REHERE
I:l YES (1L I:I NO (Lirz) Office/Institution *
% Please be sure to check either "YES" or "NO". If you do not FRAEHD
Address

BFTEVIRET DO E ITF TP LTHEN, TEVISF Ty s ARG E, KELE :
LHBFFELE A, :

|[heck "YES", the Embassy will NOT accept the application.
[




