School of Government
School of Local Governance

R 2
CERTIFICATE OF HEALTH (to be completed by the examining physician)

AARGE X THEFEIC L 0 FIBICREH 5 2 &,
Please fill out (PRINT/TYPE) in Japanese or English. Do not leave any items blank.

K4 0% Male A H i
Name : R % Female Date of Birth : Age :
Family name, First name  Middle name
1. Fikmdh
Physical Examinations
1 & & s &
Height cm Weight kg
(20 i JE 1 i ABO | RH —+
Blood pressure mm/Hg~ mm/Hg  Blood Type _
IIRiER=¢ 0% regular
Pulse Rate /min  OAR%E irregular
@B 4
Eyesight : (R) (L) (R) @)
AR without glasses EIE with glasses or contact lenses
4 B& H CIE% normal =l OIE% normal
Hearing : X F impaired speech : O¥% impaired

2. HEEEOKERIZONT, B EXBREOMELZFTA LTI, XBREDOBMBRAT L L (6 » AL LRTORE LS. )
Please describe the results of physical and X-ray examinations of applicant’ s chest x—ray (X-ray taken more than 6 months prior to the certification is NOT
valid) .

i 1Ll
lung: OIE% normal Date Cardiomegaly: [CJ1E%# normal
%% impaired D% impaired
Film No.

!
REND H5E LEN
If impaired: Electrocardiograph

s A YT :
Describe the condition of applicant’ s lung. OIE#; normal CJ#H impaired

3. BUERETORR OYes (Disease: )
Disease Treated at Present [INo
4. BEEE
Past history : Please indicate with + or — and fill in the date of recovery
Tuberculosis. . . . .. oc . . Malaria. . . . .. . oc . ) Other communicable disease. . .. .. ac . . )
Epilepsy. . .... OC . . ) Kidney Disease. ..... 0 ( . . ) HeartDiseases...... O(C . . ) Diabetes...... oc . .
Drug Allergy. . .. .. OC . . ) Psychosis..... OC . . ) Functional Disorder in extremities. . .... ac . .

5. Kt 4 Laboratory tests

¥ JR  Urinalysis: glucose ( ), protein ( ), occult blood ( ), ¥ 18 Feces: Parasite (egg of parasite) (+, —)
FRik ESR : mm/Hr, WBC count : x10°/ 11 1, RBC : x10%/ 1,  Hemoglobin: g/dl,
AST (GOT): u/l, ALT (GPT): u/l,

6. BWIEDOHIGZ R TTF I,

Please describe your impression.

7. EREE OB, B - AR, OHE LT, BUHEOIBEDRIIZFTESICEAICmMZ > 2 b0 & BbnETie
In view of the applicant’ s history and the above findings, is it your observation his/her health status is adequate to pursue studies in Japan ?
yes [ no [
A1 B4

Date: Signature:

(LSO TR VI 4

Physician’ s Name in Print:

FRA iRk 44
Office/Institution:
P EHE
Address:




