BEZHE
_ (ERICEALTES5ZE)
BABXIEEEBICKYABRICRERHTLHIE,

CERTIFICATE OF HEALTH

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

K&
Name Surname ¥ Given name % Middle name  SRJLR—L
TR O B Male *5AA8 E:3 A A E£5
Gender! O %X Female Date of Birth yyyy mm dd Nationality
1. B{K#BE Physical examination
5 70
% o] OIEL OA OB OAB 0O | ORH+DORH—
eight Blood type H
% E K (6)A M O & Normal
Weight &l Anemia O E% Impaired
EZ1)) [€3)) () ()R O % Regular
[©F:P)) Without glasses (R) (L) Pulse O A Irregular
Eyesight [JBIE &) [€3) (8)Mmx ; mmH
With glasses or contact lenses (R) (L) Blood pressure g
@FEH ; O EF Normal (O O E® Normal
Hearing O 2% Impaired Speech O £% Impaired
2 BN ESROXREE (67 AEA)
Physical and X-ray examinations of the chest (within six months)
HIEBX#RFT R /Chest X-ray findings B2 AH 3 A H
Describe the condition of lungs. Date of X-ray yYYy mm dd
TAVLES
Film No.
(i O IEw® Normal
Lungs O E% Impaired
[y O Normal
Cardi_omegaly i
HERGSLEESDER
If impaired=>Electrocardiograph O 2% Impaired
3 BEERTD ) )
Disease currently being treated O #& None O A Yes : A% Disease
4 BEE 5E R By 51/ S R SRR B/ AR |
' Past il Jdisord f%w & Name v Date of recovery Jw & Name v Date of recovery
ast iness/disorder /under treatment /under treatment
BATHLDIFysEmn [ Nt
B/ AE R AR A VT [Tuberculosis Malaria
ZAELGVLGEIFTRLIC ZDMRERE ThD A
FIvIHIE, Other communicable disease Epilepsy
4 L. =2}
Please check and fill in the g&-% . 'Ll‘ﬁn:.\.
date of recovery/under Kidney disease Heart disease
treatment. KRR EHITLILEF—
If NOT contracted any of them |Diabetes Drug allergy
in the past, please check RN ZDDES
None ™. Thyroid disease Other disease
N S TR RERE =
(%4 '\?;nl; ﬁ*iﬁ;s Functional disorder in
v the extremities
5 RE KB O FIMT CBBETTAE
Laboratory tests It can be omitted if the doctor judges that it is unnecessary.
(1) RIRE ¥ £8 Em
Urinalysis: | glucose protein occult blood
(2) mikiRE FRIEREL B ek mheRE Jd
Blood test RBC count x10*/mm? WBC count /mm®| Hemoglobin &
(BRF#RetmE | GPT aum
Liver function U
test (ALT)

6. EEOBH-ER

Physician’s impression of the applicant’ s health

AR REOBLEENHBNIEZED

Please fill in if the applicant needs regular medication or treatment.

EIRATSN,

pursue studies in Japan?

O (LY YES

7. EREDOREE., PR-REOBEISHGLT. REORRE
DRRIFEFICERISHASSDLOLEBbhETH ?

In view of the applicant’s history and the above findings, is it
your observation that his/her health status is adequate to

O LMMZ NO

XBFTIEDIRIETOWNZ UZF Ty LTLESLY,

=16

Date

ERRE &
Physician's
Signature

BREEHRSA

Office/Institution

FR7EH:
Address




Questionnaire for Infection and Vaccination

Full Name : Sex: Male Female
Date of Birth: Nationality:
Affiliation: Student ID:
E-mail: Phone :
@ Measles Have you ever had Measles?
303 Yes (Year/Age: / ) No Unknown
Vaccination First time—Yes Second time—Yes
mE 'leear/AgeI . / ) (Year/Age: / )
0 nKnown No Unknown
@ Rubella Have you ever had Rubella?
RS Yes (Year/Age: / ) No Unknown
Vaccination First time—Yes Second time—Yes
EE R 'leear/Age: e / ) (Year/Age: / )
0 nKknown No Unknown
@ Varicella Have you ever had Varicella?
(Chicken pox) 7Z&J¥s Yes (Year/Age: / ) No Unknown
Vaccination First time—Yes Second time—Yes
B 'leear/AgeI - / ) (Year/Age: / )
0 nKnown No Unknown
@ Mumps Have you ever had Mumps?
B 2% Yes (Year/Age: / ) No Unknown
Vaccination First time—Yes
EE R (Year/Age: / )
No Unknown
® Tuberculosis Have you ever had Tuberculosis?
5% Yes (Year/Age: / ) No Unknown
Vaccination First time—Yes
(BCG) &1 #EH (Year/Age: / )
No Unknown
Have you ever had COVID-19?
COvVID-19
® 1 Yes (Year/Age: / ) No Unknown
FRERRE
Vaccination First time—Yes Second time—Yes Third time—Yes
Year/Month/Date: / / Year/Month/Date: / / Year/Month/Date: / /
& EM No Unknown No Unknown No Unknown
Yes————MWhich vaccine Yes————MWhich vaccine Yes————MWhich vaccine
product did you receive? product did you receive? product did you receive?
OPfizer OPfizer OPfizer
OModerna OModerna OModerna
OAstrazeneca OAstrazeneca [OAstrazeneca
O0ther ( ) OO0ther ( ) O0ther ( )
OUnknown OUnknown COUnknown




