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CERTIFICATE OF HEALTH

To be completed by the physician. Please hill out in Japanese, English, Please PRINT.

K4 PRI EAEAH
Applicant’s Name : Sex: M F Date of Birth :
Family name Given name
L. HE (LN i
Height : cm Weight : . kg Blood pressure : ~ mmHg
7 (NN W]
Visual Acuity : (R) (L) (R) (L) color Visions : Auditory Acuity :
AR without ¥ E with glasses or (Audiometry if possible)
glasses #17) contact lenses

2. BEEIE - BRHEOAELZ v TRALTLEEW,
History of past illness:please check any of the following conditions or diseases which apply
to the applicant.

O#% #%  Tuberculosis PN % Trauma OTAM A Epilepsy
(%% B Kidney disease O%E XM B Bronchial asthma CIHZXEMW Pneumothorax
CIRE Rl 22 i /R ETD Poliomyelitis O DU OB REFEE
Nervous and mental disorder Disorder of extremities
OF 1 Operation CL.0MESR  Cardiac disease OFdOfth  Any other disease

EROPT Vv ZRRLEbORHIUT, FFLIGRALTIESNY,

Please describe in detail any of the items checked above

SLHBEDIRRE : b L, WRAETLIFIRFVRHIUTFEL AL TLIEE N,
Present condition of health:please describe in detail any disease or disorder which the
applicant has.

4. EREFE O OREEFELFHIAL T I, XBREORREZHREFHA B L EBITRALTIEEN,
Physical examination of applicant’s lungs and the result of chest X-ray and date. If there
are abnormalities, please describe in detail.

SW LTCRER, SRRE ORERIREBIIRO LB Y T,

In my opinion, the applicant’s health and physical conditions are :

W L7oRE R, BREE T, SR ERFPICELZZAH Y FHA,
In my opinion, the applicant is physically able to study at a university.
Please check: (] Yes 1 No

H £+ Z 4
Date: Physician’ s Signature:
K 4

Name :
PR A it i 44
Institution:
pr 1E
Address:
BEE L CEBEEICIET Z &, (This form should be filled by the physician under seal secrecy.)




