{BFEEZMRE (2024%ER)
(ERRICEEALTESITE)
BHARGEN (I EE(CLDBRIBRICEEE T2 L.

CERTIFICATE OF HEALTH (for 2024)

(to be completed by the examining physician)
Please fill out (PRINT/TYPE) in Japanese or English.

O YES sy

legzmsesmL e,

O NO wuwx)

* Please be sure to check either "YES" or "NO". If you do not

check "YES", the Embassy will NOT accept the application.
BPTEVIRIETONR JTF Ty L TEESWN, TEWISF oI bR A . AfE

Office/Institution

K4
Name Surname ¥ Given name & Middle name  ZRJILR—A
[EST O 5 Male FE£H/H J=| H
Gender [1 % Female Date of Birth VYYY mm dd
1. BAERE
Physical examination
MEE AL
Height oM™ Weight kg
(3)ImE ~ (4)MMRES _
Blood pressure mmHg mmHg Blood type OA OB OAB JO :ORH+ [OJRH
(5)Am3R O %& Regular NEREEOEE O 1E® Normal
Pulse O REE rregular Color blindness 0O 2% Impaired
] (&) () (B)FES [0 1E® Normal
. Without glasses  (R) (L) Hearing 0O E5E Impaired
(6)#27 Eyesioht z7p ) ) =33 O 1E= Normal
With glasses or contact lenses (R) (L) Speech 0O E5E Impaired
2. WEEZ R0 XBRE (67ALIA)
Physical and X-ray examinations of the chest (within six months)
[OEDE ) mezEHH & H H
Describe the condition of lungs. Date of X-ray YYYy mm dd
JMILES
Film No.
(1)Hifi 0 1E% Normal
Lungs 0O 2E Impaired
(2)iCM i J 1IE%® Normal
Cardiomegaly [ ¥ Impaired
EENolma=0EK [ IE% Normal
= - If impaired=Electrocardiograph [ & Impaired
3. BDaRhOR - . .
Disease currently being treated O M No LA Yes #iE Disease
43 y SoAKRER/ /A STRISER/ /AR
4. EEEEE . v e Date of recovery | Jm&Name Date of recovery
Past illness/disorder Name Junder treatment Junder treatment
ZEHITBDDICFIVIETT AR 52 X357
BEhZEE A WINEZHLU Tuberculosis Malaria
RWMSE(ETEEMEUIICFTYY TOBREZAE TADA
AR, Other communicable disease Epilepsy
Please check and fill in the date of BIxE IREE
recovery/under treatment. Kidney disease Heart disease
If NOT contracted any of them in the YERRIR FEHI7LILF—
past, please check “None” below. Diabetes Drug allergy
prSw— I s
v U ﬂwﬁf““ Functional disorder in the
None Psychosis extremities
MMRYV (Measles, Mumps. Rubella, Zoster)...[1 Time(s) ( Mumps...[ Time(s) ( )  Hepatitis B...[d Time(s) ( )
5. DUOFUEEE MMR (Measles, Mumps. Rubella)...[ Time(s) ( ) Chicken pox...[ Time(s) ( Meningitis...[d Time(s) ( )
Vaccination History MR (Measles, Rubella)...[d Time(s) ( ) Polio...[d Time(s) ( )
M (Measles)... Time(s) ( ) Diphtheria Pertussis Tetanus combined... [ Time(s) ( )
6. & B
Laboratory tests
(1) FRA&E E E= Tl
Urinalysis: glucose protein occult blood
2) EMmigE G/ HmEkER MexR=E =1
Anemia test ESR mm/Hr WBC count fomm Hemoglobin gmvd Anemia
(Q)AFtkEEtRE | GPT GOT i
7. EMOBE-BR
Physician's impression of the applicant’s health
MBTEEE I EOLEENHNIZOE TS A T,
Please fill in if the applicant needs regular medication or treatment.
8. Inview of the applicant's history and the above findings, is Bt
it your observation that his/her health status is adequate to Date
pursue studies in Japan? HEEOBEE. B8- REOKRNSHELT, EEnEH
RIEDRRORREFTHCBEICWIS260DEBONFTH ? Physician's Signature
1RENES

PR7ELth
Address




