f2FR52E - CERTIFICATE OF HEALTH -

(to be completed by the examining physician)
HARGE N (ZEEE(CLDBARICEEE 958, Please fill out (PRINT/TYPE) in Japanese or English.

TUAT ZRERT

K4 Name
Family name First name Middle name
45 Gender O% Female [ Male ££ AR Date of Birth
1 .B{4#%&E Physical Examination
(1) BE Height: cm (2) /FE Weight: kg
(3) M&REY Blood Type: OA OB OO AB Rh: O+ 0O-  [(4) IE Blood pressure: ~ mm/Hg
) _ i[0%& Regular (6) BREEEDEHE e " .
(5) ArdA Pulse: /min | e frequiar Coton bindnece. OIE% Normal 2 Impaired
?%EE | A/R /L (8) BE/) Hearing: OIEE Normal CO£E Impaired
(7) *E,jj Eyesight: Wit outga.sses
iﬁﬁi:ﬁisiﬁes A/R /L (9) =#& Speech: OIEE Normal [®& Impaired

2 . FHFEDMERISO VT B2 L X MRBEDRBREZILA U TES LV XERBEDAMNEEATEIL (6 yA ERIDIRE(LHSRD. )
Please describe the result of physical and X-ray examination of the applicant, including the date of X-ray examination.
(X-rays taken more than six months prior to the certification are NOT valid.)

AR
Date of X-ray

J4)VLsEES Film No.:

(1) B Lungs:

JIE& Normal
O£% Impaired

(2) 1DAEAEKR

Cardiomegaly:

OIE® Normal — Go to (4)
O Impaired — Go to (3)

(3) /v Electrocardiograph:

O1FE Normal

O£E Impaired

(4) RIBBXHERPRR

Describe the condition of applicant's lungs:

S22
3 .[i)'?é%?e’%?:ragr{ﬁy;ﬁbeing treated: O No [ B Yes (%% Name of Disease : )
O #BUL None of below ongon testment et  aplkate.
[ #5%& Tuberculosis (Date: )
A!.EEEE Past Medical History [T <597 Malaria (Date: )
(52%'?560)(:‘}1‘39}’,‘ %\;é'\ﬂf’ﬁ‘ﬂ/ 5@;{&43?513 O ZOAMRERE Other communicable disease (Date: )
AFBIE WINERHLBWBEE, "BL" (€[5~ Epilepsy (Date: )
SRS ) 0 BY&ZE Kidney disease (Date: )
If it's applicable, tick the applicable items -
and indicate the recovery date / ongoing O /(LR Heart disease (Date: )
treatment*. If NOTcontracted any of them in | #&FKJ® Diabetes (Date: )
the past, tick "None of below". O ZFEFI7L)LF— Drug allergy (Date: )
O ¥5fEER Psychosis (Date: )
O PURBEBEFEEE Functional disorder in the extremities (Date: )
Time(s) Time(s)
5.90?);&&& VaCCination Hlstory O MMRv (Measles, Mumps, Rubella, Varicella) O Hepatitis B
EEEAHOES . EEOEETDA [J MMR (Measles, Mumps, Rubella) [0 Chicken pox
If already vaccinated, specify the number of 0 MR (Measles, Rubella) 0 Meningitis
vaccinations. 0 M (Measles) 0 Polio
[J Mumps [J Diphtheria Pertussis Tetanus combined
6. & B Laboratory tests
(1) #BR FR¥E 0 Negative FREH O Negative PRI O Negative
Urinalysis Glucose [0 Positive Protein O Positive Occult blood O Positive
(2) EiiigE i . STt M MERE ga| EIM {0 Negative
Anemia test ESR WBC count Hemoglobin Anemia i O Positive
(3) FTtéREIRE GPT w,L| GOT /L y-GTP UL
LFT (ALT) (AST)

7. EEFDEZH - BR Physician's impression of the applicant's health
Write your impression of the applicant’s health below. If you do not have a particular opinion, please write as such.

HAGTHDIERR - IR RO EIENBOEIN ?

Is there a medical necessity for continued treatment or medication?

ORL No OwEHD Yes — Fill in the above

BFCMA536nLBoNEIH ?

studies in Japan?

SRAEQBMEE, 2R - REOBERISHIERU T, REDEROIRRIEFES(C

In view of the applicant's history and the above findings, is it your
observation that his/her health status is adequate to pursue long-term

0 (W YES [0 WWE NO

I TV IOV HTFTYIU T,
Please be sure to tick either "YES" or "NO".

» ) B {4 Date
Physician's Signature
. E.g . PR 1£ 1 Address
Office / Institution




