Format L

B EZME Certificate of Health

FEEEIA NOTE

CORRZHEN. REDRBRKETHELG(BEEFEENINEINERIETZHOLDTT, ﬂ
*ERNCOMEZTERICEEALTE TS, BEEDRBENER CELRIMGEICEDIF UIEBEERGERLET,

The purpose of this form is to understand the student's health conditions that may affect his/ her studies before he/she comes to Japan.
*This form must be completed by a medical physician. If a student does not have antibodies against the infectious diseases listed below,
we strongly recommend that he/she to gets vaccinated.

SUEL ¥ Family % Given IMA#—4 Middle
Student’s Name
BE X% Home University
%8R EE
5 Sex O% mae O% Female Date of Birth w/ mm / ad | Nationality
5E& Height cm {AE Weight kg
8«7 O #2HER Without glasses or contact lenses
Eye-sight £ (L) 2 R) O %8iE With glasses or contact lenses
& Hearing O E% Normal O £% Impaired
fSh X 2 E [0 EE Normal O £% Impaired %2 H Date (WK (mm)A (dd)m

Chest X-ray FrRAHNIETEEA LTESLY, Describe the condition in detail.

BRFEREDRHEICOLT  Record of infectious diseases and immunization
UTORBREEICh I ECE. BLUFTHIERREZFRCENHDET M, Has the student ever had the following diseases and/or received vaccination?

[iT¥ 23 O ves O No [ vaccinated EZ O ves [ No O vaccinated
Measles o Rubella o
Date of Recovery/Vaccination: / / Date of Recovery/Vaccination: / /
HTHETEs | O ves O No O vaccinated KiE [ ves O No Ovaccinated
Mumps Varicella
Date of Recovery/Vaccination: / / Date of Recovery/Vaccination: / /

BEIRETAEEELOME Medical conditions which might affect the student's academic performance
DENERFEIGEEICEATEAE  Are there any physical or mental conditions that may limit the student's ability to study? [ & Yes [ # No

BOBE . ERMICEIRESTA LTS, If "Yes", please describe the conditions in detail.

BW-EM7LILEF-DHENIEEEALTZEL, Does the student have any food or drug allegies? If "Yes", please describe.

FEAULTWBENHNIZEL A LTS, Does the student take any drugs regularly? If "Yes", please describe.

B - ERB LT3R S History of present or past illness
B - BERBLWIRROEEE Y TRALTWESL ABLTWSIHEER B EERALTESY, Please indicate with a v and fill in the date of recovery.

Under Under Recovered Recovered Under Under Recovered Recovered
treatment | observation date(yymmdd) treatment observation date(yymmdd)
iNRE HEPRA
Heart disease / / Diabeets / /
fi#E% Thirh
Tuberculosis / / Epilepsy / /
A Asthma / / Others
BRE
Kidney disease / / / /

ZEREDHRERATESL, Please describe physician’s impressions

COADEEERE, P&, REORENSHI LT, BEORERRE TS CAEOHFELCHAIIZLDEBDNET M, [E4A) (ATAV2
In the view of this individual’s history and the above findings, is it your observation that his or her health status is adequate for life in Japan? O Yes [ No
B1t:
Date(dd/mmlyy): / / BREBHA:
Z4: Office/Institution :
Signature: FRTE i -
. _IEEﬂiBtc% : Address:
Physician’s Name & Title (print):

REZHECRBSNCERAFOBEAFRE. BFXENBHNOLHFEROBFREE. FRE. ZOMBFRECHRERMLETH, TN OB MICB—YERTR LB HVEE,
Personal information (including your name) provided in this form will be shared amongst related departments within the school, school physicians, or other affiliated parties for the express purpose of
providing support to the student. It will not be used for any other purposes.



	□ 裸眼  Without glasses or contact lenses

