Form J

CERTIFICATE OF HEALTH (to be completed by the examining physician)

HAGE I HGEIC K 0 BABRICEE# 95 Z &, [Please fill out (PRINT/TYPE) in Japanese or English]
K4 5 # EEH R A fey

Name Male Female Date of birth Age

Family name First name Middle name

1. BARAS [Physical Examination]

n &
Height: cm Weight: kg
(2) i FE: JilR{EEEE ABO RH + JIikda: i i
Blood pressure: Blood type: - Pulse: regular irregular
mm/Hg — mm/Hg
3) o H 7 H Vi ERRFEOFME: EW S
Eyesight: (R) (L) (R) (L) Color blindness:  normal impaired
HHR without glassess F&1E With glasses/contact lenses
(4) s 7 Ew KT L0 EH B
Hearing: normal impaired Speech: normal impaired

2. HFEEEOKTHIZONT, B2 & XBMREORREZTLAL T ZE W, XBRAED AT bFEAT D2 (6 4 ALLERTORAITHES), )
Please describe the results of physical and X-ray examinations of the applicant's chest x-rays (X-rays taken more than 6 months prior to this
certification are NOT valid).

Fili: Ea e ALl E% £
Lungs: normal impaired Cardiomegaly: normal impaired
B NH HYA (f impaired) B NH HYA (f impaired)
< Date : LFEX: EH B
Film No. Electrocardiograph: normal impaired

Describe the condition of applicant's lungs.

3. BIEIREF OFE [Under medical treatment at present]
OYes (Conditions/particulars)

oNo
4. REAESE [Past history : Please indicate with + or — in( ) and fill in the date of recovery in ( . . )]

Tuberculosis () ( . . ) Malaria () ( . . ) Other communicable disease () )
Epileps () ( . . ) Kidneydisease ( ) | . . ) Heart disease () )
Diabetes () ( . . ) Drug allergy () ( . . ) Psychosis () )

Functional disorder in extremities () ( . . ) () ( )
5. Bt # Laboratory tests
PR (Urinalysis): glucose (), protein (), occultblood ()
AR (ESR): mm/Hr WBC count: Jcmm i (anemia): ( )
Hemoglobin: gm/dl GTP:

6. EREE OBEEEE, 2% - MAOKROHI LT, BUEDBEBEOIRGIIFNTEFICMZ 9 5 b0 L MO ETH? YesXIINolZ F =
v 7 % L TL7Z&EV, [In view of the applicant's history and the above findings, is it your observation that his/her health status is adequate to
pursue studies in Japan?]

Yes O No O

7. BE0 XX ZIH [Particulars or additional comments]:

B4
Hft [Datel: [Signature]:

il a4

[Physician’s name (Print)]

TRtk
[Office/Institution]

FTEHl
[Address]




