24 K4 / Student Name:

FormEQ)

BELNE (E&HECAR)

CERTIFICATE OF HEALTH (To be filled out by a healthcare provider)

A4 H A /Date of Birth :

la. Physical Examination

B | Height cm

#2477 I Eyesight

CI#EER / Without Spectacles C1%&1E / With Spectacles
/2 | Left : 4 / Right :

1b. Physical Examination
KE /Weight _ kg
W77 | Hearing /& / Left
5% | Color-perception
(5% / Abnormal

4 /Right

O1E% / Normal

2. BEFEREIZOWT, =y Z7 LTHRFEN

History of special medical conditions, allergies, or physical disabilities.

07 L /No

OHY /Yes

—  [O## [ Medical Conditions
s R / Mental illnesses

OF{KFE23\ Y / Physical Disabilities

(eg. ADHD, 9 > /Depression, HEJE /Autism, HIAIFREA VY / Other Intellectual Disabilities, etc.)

O7 vr¥x— [ Allergies

(eg. X b /Pets, # / Medication, i & &1 / Stinging Insects, -~ A% A k [ House Dust, etc.)

AL

Please describe:

3. BIE, WEALXbIETFT =7 LTFE,

Please check the box if there is any irregularity.

OJFmHkAR. &3 XMEME / Tonsils, Nose or Throat

LM X1 % / Heart or Blood Vessels

OH XX kg3 / Stomach or Digestive System

OWAR 454 | Genito- Urinary System

CIRM X84 A% / Brain or Nervous System

O ik XN weas'E 1 Blood or Endocrine System

O S E e g3 E / Lungs or Respiratory System

OF. BIEIXILEEZEE / Bones, Joints or Locomotor System
O% ONfigesE / Other Abdominal Organs

CFZf& / Skin

G

Comments:

4. #E¥% | Tuberculosis Examination
O1E% / Normal

OF A/ / To be rechecked
VRN V%2 [ Requires treatment
(#3018 / Further Remarks)

XKLy N UBBOREELZRMN LT
LTEEW, LY MFUBEE LTV
WAL, VYL ) U ORE R A

LT RN,

| *A copy of the chest X-ray report or
/| lab report for Tuberculin Skin Test
| (Mantoux) must be attached.

5. = DOMFFFLFIE / Any other remarks

PR, RAOREBIRWIIRDOEY TH 5, 1 diagnose that the applicant's health and physical
conditions is: [ / Excellent [JE /Good [I7] /Fair [1/~# /Poor

RN DREFEIRDLIT A AR EIT SR 20,

Do you think the applicant's condition is good enough for him/her to study in Japan?

vy / Yes Owvwwnz /No

ZWroORER, EFLOE Y FHE/R\ W & ZREBT %, /1 hereby certify the above diagnosis.

%E4 | Physician's signature:

F%E84 | Physician's name:

fEFT / Physician's address:

PZWrHEH B / Date:






