Form 3

B2 ITRIE A &
CERTIFICATE OF HEALTH (to be completed by the examining physician)

AASTE S IHGEC & 0 R CEtfi 5 2 & Please fill out (PRINT / TYPE) in Japanese or English.

K 4 1% Male AAER B i
Name : (4 Female Date of Birth: Age:
Family name First name, Middle name
1. Gkt
Physical Examinations
@ = & & &\
Height cm Weight kg
@ M E iRz at ABO |RH + R O regular
Blood pressure mm/Hg~ mm/Hg Blood Type — Pulse [ 1% irregular
@ | A o5 B DA [JiE% normal
Eyesight :  (R) (L) Color blindness 155, impaired
(#5418 without glasses)
@ mE N LIiE® normal s & LIiE® normal

Hearing : 1% impaired Speech :  [1#% impaired

2. HEBEOBRTICOWT, 2L X BREOREETTA L TTFEW, XERED B HRATEZ L (6 7 ALLERTOMAITIE) . )
Please describe the results of physical and X-ray examinations of applicant's chest.
(X-ray taken more than 6 months prior to the certification is NOT valid).

fiti LIiE® normal D ik LIiE® normal
Lung : [1#% impaired Cardiomegaly : %% impaired
JHORAEIZONT DI AL b ﬂ BH NS DA

Describe the condition of applicant’s lung: If the result shows impaired:

= 14 normal
Electrocardiograph : 1% impaired

3. BUEAFPORR [J Yes (Disease: )
Disease treated at Present ] No

4. WEE  Pasthistory : Please indicate with + or — and fill in the date of recovery

Tuberculosis---- [I( . . ) Malarig -««---+-eeeee [ | Other communicable disease -+++-- oae . .)
Ep||epsy ......... D( . . ) K|dney Disease :--- D( . . ) Heart DiSeases «««««-sxrereranreaueen D( . . )
Diabetes ---««---- D( . . ) Drug A||ergy ........ D( . . ) Psychosis ............................. D( . . )
Functional disorder in extremities-----[J( . . )

5. & 7 Laboratory tests

& JR  Urinalysis : glucose ( ), protein  ( ), occultblood  ( )
#* bt ESR: mm/Hr, WBC count femm, 2 [

Anemia
Hemoglobin : gm/dl, GPT :

6. BWIEOHISAR~TTF SV, Please describe your impression.

1. EREEOPHIRE, 25 BEOR R DEW LT, BHEOIRORIUIFNEFATNA S 2 b0 L b Ed7?
In view of the applicant's history and the above findings, is it your observation that his/her health status is adequate to pursue intended study in Japan?
Yes [ No []

HAF 4
Date : Signature :
%= Al K 4

Physician's Name in Print :

bt e
Office/Institution :

Tl EH
Address :




