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CERTIFICATE OF HEALTH (for 2024)

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

K&
Name Surname 4 Given name & Middle name  SRJLR—LA
[ESZ] O 5B Male H$FHH H H
Gender . Female Date of Birth yyyy mm dd
[1. BFRE
Physical examination
MEE )K=
Height oM{ Weight kg
(B)ME ~ (4) MR _
Blood pressure mmHg mmHg Blood type JA OB CJAB O i[ORH+[RH
(5)Am3R 22 Regular NEBEENEHE O IE® Normal
Pulse ANEE rreqular Color blindness 0O 2% Impaired
#RHR (f5) BEED O 1F% Normal
.. iWithout glasses L) Hearing 0 2E Impaired
(6)#27) Byesight e &) B |0== O E% Normal
With glasses or contact lenses (R) (L) Speech 0O ZE¥ Impaired
2. M2 R0 Xiika (67AERA)
Physical and X-ray examinations of the chest (within six months)
FIEPXRRFT R, e HH F H H
Describe the condition of lungs. Date of X-ray yyyy mm dd
HILES
Film No.
(1A 00 1E% Normal
Lungs 0O =% Impaired
()L 0 IE® Normal
Cardiomegaly ¢ [ EE Impaired
HEENDdHa=08K [ IE® Normal
= - If impaired=Electrocardiograph [0 & Impaired
3. BDaRP0R o ‘ .
Disease currently being treated O % No [ A Yes #i% Disease
23 SoRKFHA/SEEH SoRKFHA/EEH
4. EEEEE . "<& Name Date of recovery | JA&Name Date of recovery
Past illness/disorder Junder treatment Junder treatment
ZHITBED(CFIVIETTIAREA ot 57 N7
AEPZEEA. WITNEZEL Tuberculosis Malaria
RWMSEEUCFIVvIT3C TDABREZIE ThAHA
i Other communicable disease Epilepsy
Please check and fill in the date of BiRE VYRR
recovery/under treatment. Kidney disease Heart disease
If NOT contracted any of them in the HELRIR FEHIT7LILF—
past, please check “None”. Diabetes Drug allergy
fm 4o = ST S
v U *E*Epﬁ’,““ Functional disorder in the
None Psychosis extremities
5. R B
Laboratory tests
(1) FRRE HE E=) &I
Urinalysis: glucose _&protein occult blood
(2 EMmirE DV HmikZ li=ESS &im
Anemia test ESR mm/Hr WBC count fomm Hemoglobin gm/dl Anemia
(Q)FFHkgElRE | GPT GOT y
LFT (ALT) (1) (AST) (/1) y-GTP (/1)
6. ERDZH-BR
Physician's impression of the applicant’s health
REEHEE - IR0 BEENDNIEZOE A TS,
Please fill in if the applicant needs regular medication or treatment.
7. 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? TEEORAE. 2w -REOKEISUNLT. R| EEH
EOEEDRRBFRICEFICWMASHIEDEBONETH ? Physician‘s Signature
IRE R
D YES E)) D NO (Lhrz) Office/Institution
» Please be sure to check either "YES" or "NO". If you do not FRAEMD
check "YES", the Embassy will NOT accept the application. Address
WFTIELIRIETODWNZ HZF oy I L TS, NEW IS F IR EE . KEE
IFHREEZZELEEA,
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