{BFEEZHE (2025%ER)
(EEBRICEEALTESSCE)
AAGE X HE5ECLBRRECRR 8 T 3L,

CERTIFICATE OF HEALTH (for 2025)

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

K&
Name . . ———
Surname ¥ Given name % Middle name  SRJLR—=A
[ES:]] O B Male H££HH &F H H
Gender [0 Z& Female Date of Birth yyyy mm dd
1. BARE
Physical examination
(&& QAE
Height oM Weight kg
(3)MmE ~ (4)In&EY _
Blood pressure mmHg mmHg Blood type (JA OB [JAB IO :[ORH+[IRH
BlEE! [0 %8 Regular (NBEEEEDOHHE 0 1IE® Normal
Pulse O AEE lrreqular Color blindness 0O 2% Impaired
3R () (f5) (8)8E 0 1E® Normal
_Without glasses  (R) (L) Hearing O =% Impaired
6% Eyesioht g TF k) ) O== [ iEE Normal
With glasses or contact lenses (R) (L) Speech [ 2% Impaired
2. MEEEZRTXFERE (6 MAMA)
Physical and X-ray examinations of the chest (within six months)
[OED S i) mesEHH F H H
Describe the condition of lungs. Date of X-ray yyyy mm dd
DRI =
Film No.
(1) O 1IEE Normal
Lungs [0 2% Impaired
(2 [J IE® Normal
Cardiomegaly [] & Impaired
EEN D Ha=0EK 0 1E&% Normal
If impaired=>Electrocardiograph [ F& Impaired
3. REABEPORES - g ,
Disease currently being treated O No [ A Yes W% Disease
oAk SaEP oAk saE R
4. BH_I’E . v %5+ Name : Dateofrecovery | % Name : Date of recovery
Past illness/disorder Junder treatment Junder treatment
ZEHIDODICFIVIETTIAREA Y57 N7
[EERZEA. WINBZEL Tuberculosis Malaria
RWMSSEMEUICFIVITRIL TOAhRREAE TAH A
o Other communicable disease Epilepsy
Please check and fill in the date of BixE IVRE
recovery/under treatment. Kidney disease Heart disease
If NOT contracted any of them in the ELRIR BRI E—
past, please check “None”. Diabetes Drug allergy
- — TORAEREEE
v Nb Pﬁ*ﬁ{ﬁ’%‘ Functional disorder in the
one Sychosis extremities
5. R &
Laboratory tests
(1) FRIRE & EA=] &I
Urinalysis: glucose protein occult blood
(2) EMmigE v/ B mmEkEL Mmesks &im
Anemia test ESR mm/Hr WBC count fomm Hemoglobin gm/dl Anemia
(3)FFHEgEIRE | GPT GOT i
LET (ALT) () (AST) (ur 1) y-GTP (v 1)
6. EMDZH-BR
Physician's impression of the applicant’s health
EEREE - RO EENHNIEZOETSEA TS,
Please fill in if the applicant needs regular medication or treatment.
7. Inview of the applicant's history and the above findings, is it =I5
your observation that his/her health status is adequate to pursue Date
studies in Japan? EEEL,
RS OB, 25 - REORBERISHMIL T, RECERORRIEFEDCEFICMA
536DEBbnETH ? Physician's Signature
RE RS
D YES (1ELY) D NO (LWrz) Office/Institution
X Please he sure to check either "YES" or "NO". If you do not ARLED
check "YES", the Embassy will NOT accept the application. Address
WFTIEDIRIETOW R HSF oy I LTSN, TIELISF oy oD NG S,
AEEIEREEZELEE A,




