2B &
Certificate of Health (to be completed by the examining physician)
BRI X RS IC & 0 BABRICIRNRS B = &, Please £ll out {print/type) in Japanese or English.

Name! , [ & Male HEERH i
Family Name First Neme  Middle Name i:] it Female Bivth of Date! Agel
1.4 etz
Physical Examinations
()5 iR
Height em Weight ke
(@)L= i T} #  Regulw
Blood pressura mraftig~. mm/Hg Pulse (| AU Trregular
(8185 (R) (L} B without glasses G R OFE L] E% Normal
Eyesight (&) {L) HETE with glasses Color Blindrness O s Impaired
U without glasses
(DFEH ] E#® Normal ik [] EH# Normal
Hearing [ {BT Impaired Speech [ B Impaired

2AEEORENIONT, WL XMREOBRERAL T EEY, XEREO AMGLRATEZ L (3 B2 LW
BEEIEE%h) Please describe the results of physical and X-ray examinations of applicant's chest X-ray (X-ray taken move than 3

months prior to the cextification is NOT valid).

it [} E# Novmal Py [ % Noymal
lung: (0 4 tmpaived  cardiomegaly: [ J% Tmopaived
L
REMHEHE LEE O E% Normal

Blectrocardiograph: R Impaived

Deseribe the condition of appiicant’s lung.

3MERIRT OBHR (] Yes (Disease }
Disease Treated at Present D No
4.BEHE

Past history: Please indicats with + or —and 1 in the dote of recovery,

Tuberculosis [ ]( 7 by Mealacla [ ¢ £ ) Other communicable disease [ 10 / 5 )
Bpilepsy 1 ¢ / ) Y Kidney Disezse [ ( / / ) Heart Diseases L1 (7 ! }
Diabetes [J ¢ / i yDrugAllergy [ ] ¢ ! ! Y Paycehosis L1 ( / ! )

Functional Disorder in extremities [] ( T )

5. R Urinalysis® glucose ( J, protain { 3, aceult blood ( )

6. BHIOEIEFIE~T (&Y, Please describe your impression.

7. BN OLHDE, B REOERDHEIFLT, BEOERIEORIIE-F N HSIC LS5 b0 L EhhgEde?
In view of the epplicant’s history and the above findings, is it your observation hisfher hoalth status ig adequate to pursue studies

in fapan?

[ Yes ] ne

B B H

Date: Signature:
B fif s
Physician's name in print:
RIEHERA / BITE

QOffice/Ingtitution/ Address:




