{BFEEZHNE (2022fFERR)

CERTIFICATE OF HEALTH (for 2022)

(EERICEEALTESSCE) (to be completed by the examining physician)
BAFEX (FZEFE(CKDEABRICEEE I B L. Please fill out (PRINT/TYPE) in Japanese or English.
K E I
Name Surname ¥ Given name £ Middle name  SRJLR—A
B3] O B Malke H£FAH H EI
Gender 0 % Female Date of Birth Yyyy mm dd
1. BERE
Physical examination
MEE : = :

Height : M| Weight : kg
(3)Mm/Ex ' N (4)MmEL ' ' _
Blood pressure : mmHg mmHg Blood type ' DA DB UAB 0O :DRH"' LIRH

(5)m38 : ] %8 Regular EEEE LT : 00 IE& Normal
Pulse : O T*ﬂ Irregular Color blindness : O ZEE Impaired
FRER A) () (8)R S O 1E% Normal
‘Without glasses __(R) (L) Hearing : O £E Impaired
(68277 Eyesight g1 &) A == : ] iE% Normal
'With glasses or contact lenses (R) L) Speech : 0 2% Impaired
2. BEZK0 XmiRa (67ANA)
Physical and X-ray examinations of the chest (within six month_s
RO EBXHRPT R mesEHH ® H H
| _ Describe the condition of lungs._| Date of X-ray 1 YYYY mm dd
TVLES
Film No.
(1) ' O 1E% Normal
Lungs : O £E Impaired
(2): LMk . J 1IEE Normal
_Cardiomegaly i ______ 0. &5 Impaied
E%D‘%éiﬁAﬁlUE@,. 0 1E&® Normal
= == If impaired=>Electrocardiograph  [1 & Impaired
3. RELARBOR — e
Disease currently being treated : O M No OB Yes F% Disease
: : mn:.ﬂ—*fﬁﬂ/ : : mn:.ﬂ—*fﬁﬂ/
4. E&Eﬁ . v oo y"&Name  : Date of recovery Vo j"&Name  : Date of recovery
Past illness/disorder ' ' Junder treatment ' ' Junder treatment
Z L3 560 TV BR AR - 507 5
[EBEPEEEA. WINHEEHU ‘Tuberculosis : ‘Malaria
BB ST F v 93T DA ; DA ;
L. 1Other communicable disease : iEpilepsy '
Please check and fill in the date of ERR HOR R
recovery/under treatment. iKidney disease : iHeart disease :
If NOT contracted any of them in the E*}é};?é‘{ﬁ'ﬁ' E;ﬁl?ﬁljﬂ/)l,:ﬁ—
past, please check “None”. :Diabetes ' :Drug allergy '
' ' Ve e : TR HERE RS '
v o : U ' ﬁ*w%'_“" ' iFunctional disorder in the !
: : None :Psych03|s : iextremities
5. & &
Laboratory tests
(1) FRt&E E E=| ' &I :
Urinalysis: glucose ] pro'tein . occult blood '
@ BMRE | Aok | PN =i - o] [ERE =T
Anemia test ESR . WBC count ! Hemoglobin ! 9 Anemia ;
(Q)RFHEEEIRE | GPT . GOT _ :
LFT (ALT)" (1) (AST) ¢ (1) y-GTP : (1)
6. EEFOBN-HR :
Physician's impression of the applicant’s health
B AE - HEOREENONEZOETTA T2, .
Please fill in if the applicant needs regular medication or treatment. -
7. Inview of the applicant's history and the above findings, is B
it your observation that his/her health status is adequate to Date
pursue studies in Japan? smEoBAE. B rEORRISUNLT.R| EAEG |
EORRORRBFEDCEFICMAS260LBONEITH ? Physician's Signature:
RERE
I:I YES (1EL) I:l No (L) Office/Institution *
% Please be sure to check either "YES" or "NO". If you do not FRTEi
Address !

DFTIEODIRIETO WD R HZF oI LTS, TELISF v I RVEES . KEEE
IZHEE

ucheck "YES", the Embassy will NOT accept the application.

ERELEHA




