Form 4
R IMTRE I
CERTIFICATE OF HEALTH (to be completed by the examining physician)

AAGE ISR L IR CReiT 2 2 &
Please fill out (PRINT / TYPE) in Japanese or English.

K 4 1% Male AR G
Name : (4 Female Date of Birth: Age:
Family name First name, Middle name
1. Gk
Physical Examinations
o & & i &
Height cm Weight kg
@ m JE Jlkjgin] el % regular
Blood pressure mm/Hg~ mm/Hg Blood Type ABO |RH + Pulse [ irregular
@) 7
Eyesight : (R) (L) G R OFTHE LIEH normal
#HIR without glasses color blindness [J#5; impaired
@ w5 B
Hearing :  [IiF# normal Speech :  [JiE% normal

1% impaired L5 impaired
2. HFEEOBERCOWT, BE2 & X BREORBREEZ AL CFEY, XBRED A LRATHZE (6 4 HULERIOREIIES) | )

Please describe the results of physical and X-ray examinations of appllcants chest X-ray (X-ray taken more than 6 months prior to the
certification is NOT valid).

LIiE# normal TN L4 normal
Lung (%% impaired Cardiomegaly : Dﬁﬁ‘? impaired
REDH LG LEX LIiFE% normal
Electrocardiograph : [1## impaired
Describe the condition of applicant’s lung:

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

4. BEBRE
Past history : Please indicate with + or — and fill in the date of recovery
Tuberculosis: -+« -+ oc . .) Malaria- - - - - oc . .) Other communicable disease- - - - - - oc . .)
Epilepsy« -« «-- oc . L) Kidney Disease* -« + - LI . . ) HeartDiseases:*+-** oc . . )
Diabetes- « - - oac . . Drug Allergy«««- -+ oae . .) Psychosis: -« + oc . . )
Functional disorder in extremities- -+ [1( . . )

5. # # Laboratory tests

B SR Urinalysis : glucose ( ), protein ( ), occult blood ( )
# Ik ESR: mm/Hr, WBC count femm, 2 [

Anemia
Hemoglobin : gm/dl, GPT :

6. ZWIEDHISARSTF IV,
Please describe your impression.

1. EREOWAIRE, 255 - BEOR R DL, BHEOWRORIUIFIHTERATMNA D 2 b0 & BbihvE 372
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 [J
H AF E 4
Date : Signature :
= fill [ 4
Physician's Name in Print :

At
Office/Institution :
FITEH
Address :




