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Certificate of Health (To be filled out by a physician)
K # 15 (Male) 4£FHH E %
Name in full: [JZ (Female) Date of birth: Nationality:
BER T
Address:
1. & & (Height) cm, K E (Weight) kg,

18 77 (Eyesight)

£ BB (Without glasses)
I (Left) /
A (Right) /

/s
/

¥ IE (With glasses)

[M;REY Blood type) (A.B.AB.O. +—)

& 77 (Hearing) & 1 (Color perception)
T (Left) 1F % (Normal): Il
A (Right) 2 B (Abnormal)---- []

Past illness : if any, indicate age at time of contraction.

BEFEICDOVT, 2BEREFTvI L. TOBRBROF&HZTLALTIEE L,

B/ & U i% (Age) XSU7 O i% (Age) Ua—<vF [] i% (Age)
Tuberculosis Malaria Rheumatic fever

Thhh [ i% (Age) BExrE 0 i% (Age) DiERE [ i% (Age)
Epilepsy Kidney diseases Cardiac diseases

&R Ww [ % (Age) 7UILFE— O % (Age) ZDMMDRIPAERE [ i (Age)
Diabetes Allergy Other communicable diseases

3. BE. mIDSNEF T v I LTS,

Present illness

4. TvIRAGHRE

Chest X-ray examination

= - . ® B [] Normal
RVEER. SRR O DEEXIEmE ]
Tonsils, nose or throat Heart and blood vessels EEHER. .. [1 Tobe
N - re-checked
BXIEHEEZRE O] BEREETERR ]
Stomach and digestive system  Genito-urinary system BEE - [] Requires
L N medical treatment
Fidd S [ fe B e O MREXIEADMIRE O]
Brain and nervous system Blood and endocrine system B EAA
Date of examination:
BN X IEIREs = O 5. EEXEERERE [
Lungs and respiratory system  Bones, joints and locomotor system Fr B
I (Describe the condition of applicant’s lungs)
ZDMRNEZRE L B B ]
Other abdominal organs Skin
7. DOFVEREICDLT (MMR)
- . Fi
5. BHOFR. FADREIREZRDOEBD TH D, B B measles o [] (005 om0
After examination I attest that the applicant’s health and
physical condition is: LY TZ mumps ccee ] ( ) ( )
Beeeeneee [ BB [ AJeeeee [ FE 0 & & rubella -+ 1 ( ) ( )
Excellent Good Fair Poor
. _ . . 8. ZTDfthDYFECEIE
6. RADERIKREIE. BERBRICKENTLHE DD, Other remarks:
Do you think that the applicant’s condition is good enough
for him/her to study in Japan?
Teeeeeen H b/ =] SRR H
Yes No
SHDRR, FROESDIBERVNT CEIHTS,  EHOBES - B )
I hereby certify the above examination results. Physician’s signature:
EEHES S
Name of the health organization:
2HERH £ T
Date: Physician’s office address:

ALK




