BEFREZME (20224 EHR)

(EEMICEEALTESSCE)
HAFE X (FZEE(CIDIARICEEE; I 5L,

CERTIFICATE OF HEALTH (for 2022)

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

K&
Name Sumame B4 Given name % Middle name  SRILR—LA
EF] O B Male £HH F H H
Gender [0 & Female Date of Birth yyyy mm dd
1. BFRE
Physical examination
OEES QFE
Height M1 Weight kg
(3)mmE ~ (4) M3 EY _
Blood pressure mmHg mmHg Blood type OJA OB [OAB O i[ORH+[CRH
(5)BmdA O % Regular NEEEE0ER O 1IEE Normal
Pulse O AEE lrregular Color blindness 0O 2% Impaired
HER [£5)) (5) (8)HEA O 1IEE Normal
_iWithout glasses  (R) L) Hearing O EE Impaired
(6827 Eyesight T ) EEELES O iE% Nomal
With glasses or contact lenses (R) (L) Speech 0O 2% Impaired
2. WEEZRUXBRE (6 7ALIA)
Physical and X-ray examinations of the chest (within six months)
FEEBXIRPT R mesFAH F H =
Describe the condition of lungs. Date of X-ray yyyy mm dd
HILES
Film No.
(1)Ad O 1E® Normal
Lungs 0O FE Impaired
(20 J IEE Normal
.Cardiomegaly 0 £ Impaired
HENGSEE=0EN T IES Nomal
If impaired=>Electrocardiograph  [J 2% Impaired
3. REEARPORS . ‘ )
Disease currently being treated O M No [ 75 Yes 7 Disease
J'Dll:l H%Eq// TE/I:I H‘ifﬁﬁ//
4. E&&ﬁ . v & Name Date of recovery v R Name Date of recovery
Past illness/disorder Junder treatment Junder treatment
ZEIBEDICFIYIETTIARER L2254 N3U7
BEREELEA. WINHZEL Tuberculosis Malaria
RWSERTMBUICFIVITES TORMREZIE TADA
Eo Other communicable disease Epilepsy
Please check and fill in the date of BRE DIRE
recovery/under treatment. Kidney disease Heart disease
If NOT contracted any of them in the FEPRIR ZEHT7LIF—
past, please check “None”. Diabetes Drug allergy
p p—— E
v U ﬁw{%‘“‘ Functional disorder in the
None Psychosis extremities
5.8 &8
Laboratory tests
(1) FRA&E & B il
Urinalysis: glucose gzprotein occult blood
(2) BIteE ik B mEkE mexE =il
Anemia test ESR mm/Hr WBC count femm Hemoglobin gm/d Anemia
(3)FFHkgetaE | GPT GOT i
LFT (ALT) (1) (AST) (1) y-GTP (1)
6. ERMOZM-BR
Physician's impression of the applicant’s health
TR ER - RO BN ONEZOE TR AT,
Please fill in if the applicant needs regular medication or treatment.
7. Inview of the applicant's history and the above findings, is it B3
your observation that his/her health status is adequate to pursue Date
studies in Japan? TEREOBEE. LR -REOERISUNLT. FEoRE | EAES
DRRIIFESICBFICTHASZEDEBONETH ? Physician's Signature
1REHHE
O YES O NO wus Office/Institution
¥ Please be sure to check either "YES" or "NO". If you do not FR1Eit
check "YES", the Embassy will NOT accept the application. Address
LLZ\‘#HEIL‘JXlirb\b\ijl:?xv’?b‘t(?‘:"&\e TELISF v o WNES . Kl
fESRFEZZELET A,




