THE JAPAN EXCHANGE AND TEACHING PROGRAMME
2026 SELF-REPORT OF MEDICAL CONDITIONS

(RREREECRED)
Name of Applicant:
(as printed on passport) Last Name (KX) First Name (4) Middle Name (I Fix—2A)
(BIn#EK4)
Interview Location: EMBASSY OF JAPAN IN THE PHILIPPINES Date of Birth:
(T#EHh) (A H) (yyyy/mm/dd)

Your application cannot be processed without this form. It is important that you submit accurate
information regarding your medical history. This information will be used when assigning your placement,
as well as in serving as a quick reference should any medical emergencies arise while you are
participating in the Programme.

If you currently have or have ever had any physical, mental, or developmental conditions, please
attach an explanation from your physician using the 2026 Statement of Physician form stating
whether you are fit to participate in the 2026 JET Programme and, as such, to live and work overseas.

(ZOEHOEHER N E | InERE T RIS ED T A, FRICOWT, ELWEHREZREHT2Z ENEET
T, ZOFRIT, BEEOUECIJETS MR I BN RREATEN L Z > BB 50\ S £,
b L, BED LITBEECHEA B - BERIDBREEZAETHHEATIE, 20265EEDJET S 1 75 ABHN, 72
Uiy CATE L, E< Z & ICHIER R WIE 1 Z R L2026 ERR O BRI OBBIEZIRMA LT EE, )

1. Current Treatment of Any Physical Conditions (fEFIRFBIZIR 5 BEDIBK)

Are you currently seeing a physician and/or undergoing treatment (other than for acne, common colds, fevers, routine
visits to OB/GYN facilities, or consultations for contraception)? If yes, you must provide details below as to when,
why, and for how long you have been receiving treatment AND have your doctor fill out the Statement of Physician.

(BAEEBERIRHE - IR ZZ T TV D0 (=%, BUR. BE BAREZITEEOMREERS) . %4755
B fEM (RRE, S, IRROBIMZR L) 2L, EMOZEHEZIRN T2 L, )

2a. Ongoing Physical Condition(s) (5] &#&\ T\ 5 EEEIREE)
Have you ever been treated for any serious diseases, injuries, and/or medical conditions, including but not limited to
heart disease, blood disease, autoimmune disease, cancer, epilepsy, congenital disease, recurrent disease, or any
other disease, injury, or medical condition involving chronic or lifelong effects? If yes, you must provide details below
AND have your doctor fill out the Statement of Physician.
(R FITORE, IIRRE, BORERE, DA, TADA, ERWERE, BREOHDHK. F v TIREOHK
(1F2e%) . BUEICHRIBIEN R DA KR O & & DA 2R RO E IR CIRIRE X T2 2 e WD DD 7%
B 558103, FFMalRL. Efio2lELRNT528, )
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2b. Serious Condition(s) in the Past Five (5) Years (i3 54EIZ31) 5 A R fEFIREE)
Other than those stated in 1 and 2a, have you had any serious diseases, injuries, and/or medical conditions in the
past five years? If yes, please provide details below as to when, why, and for how long you received treatment, and
if any of these resulted in hospitalisation, have your doctor ALSO fill out the Statement of Physician.

(1 O2alcHEE L7 LIS T, i S I E D & 9 RIRAI R, BRI ETIIHRE L 22 o 72, FHM (Rl =
M. WEEOHIN) AUTICHE L, ABRLEEEICE, EMOZHELIRMNTHZ L, )

3a. History of Mental Health or Developmental Disorders in Your Lifetime

(MR A - REREFICET 2R
Have you ever been diagnosed with any mental health disorders (such as anxiety, depression, eating disorders, etc.)
or developmental disorders (including ADD/ADHD, autism, etc.)? If yes, even if it was a minor case or a condition you
have recovered from, you must provide diagnosis and treatment details below AND have your doctor fill out the
Statement of Physician. Please note that we may contact your consulate or embassy if further information is required.
Note: Please enter details about learning disabilities such as dyslexia in 4.

(R EIREMEE (B 0 ALAE, B, BRES) £33 ERE (B 0 ADD/ADHD, HEESZ) ([C2BranizZ &
BdLh BEOEE, TR - EMLIDEREZET) . bLOLIEE, ZET0BREOFEMERT L. EMOZEL
BT 228, v, BERFIIEANE~OWVEDEZITI BE Z TR ZE N,

KT 4 AL 727 (KRPUE) 72 EOFEEEFRITOVTUL, FH4MICERML TIZE W, )

] Anxiety (1 Depression [] Obsessive-Compulsive Disorder
(RLIE) (9 93) (OCD - B3 AHEE)

(] Bipolar Disorder [ Eating Disorder [] Post-Traumatic Stress Disorder
(OB ) (HREE) (PTSD - LAMEL A b L AEE)

[ Gender Dysphoria L] Autism Spectrum Disorder [] Attention-Deficit / Hyperactivity Disorder
(PERILEA) (ASD - H PAJE) (ADD - ADHD)

[ Tic Disorder/Tourette Syndrome L] Other ( )
(FvZHE - by Ly MEE) (7€ DAl)

3b. Counselling / Therapy / Psychiatry (b 7>tV 7 « & J '— - KphEl2 s
If you are currently receiving, or have received in the last five years, therapy or similar services, please indicate the
following details, as well as any other relevant information.

BEEITBESFHICE T E—% 2T TVD5EA, UTFOFHIIMA, XOMOBEREHREZLHETLZ &, )

:::g;'z:i_ltltr(\f :;)Iy) I I (B5) (F;zgli?\gtru(cﬁﬁiﬁsﬁielow*) AU (A &)
[J Remote (1% %) ____times /week Start:
[ In-person () ___ times /week End:
[J Remote (i) times / week Start:
O In-person (5}H) ___ times /week End:
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Additional Entries GBIN®DEAM)

* Write ‘present’ after ‘End:’ if currently taking. (i s O%A . TEnd:) Ml THE] ZANTDHZ L, )

4. Learning Disabilities (g EEZR £IZ2010)
If you have learning disabilities (such as dyslexia), please provide details.
Please include whether you receive current treatment or require current support for these conditions, as well as
details of any complications or educational support needs (i.e. for reading and writing handwritten/typed text).

(T4 A7 o7 (CRFUE) ZREDFEEENDDHEIT, FEMEZLUTICHRLT 52 L, FrT, BUEREZZIT T
D0, BUESEZMIEL LTV A0, NEFEELOI A T ENTLFOHAEZ B CTRFRFIECHE MmN
VERGEIT, TOFME ZRALTEE Y, )

L1 Dyslexia 1 Dysgraphia [ Dyscalculia
(FAALT LT - RFHE) (TARATT 74T - EFHEE) (FA AT 2T - )

[1 Dyspraxia [ Auditory Processing Disorder [ Language Processing Disorder
(T A AT T 72T - HAEDREE) (TR AT QPR ) (5 FBILPRFEE)

[ Other ( )
(Z DAh)

5. Eyesight and Hearing (171 & B&/7i2-2oWT)

Are you colour blind, or do you have any disabilities related to your eyesight or hearing (excluding the ordinary use of
prescription glasses and contact lenses to correct vision)? If yes, please provide details.

(BE. HEEE, BEEETZATL2b08H00 (RE, 227 ML XDOEMIC X VEEFR»OSLE &k
<) o ZETLEE1F. ML, )

[ Colour Blind (2%) ] Visually Impaired (% k%) [J Hearing Impaired (F# k)

If you provided information above and have a driving license, does this affect your ability to drive?
(b L ERICEY L, HERRIFE IR L Q0256 B/ EBIIH 50 )
® Yes (J3\) ONo (\nx)
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6. Foreseeable Difficulty in Navigating Stairs (B¥B: DR TT R Sh 5 K#)

Do you foresee any physical challenges resulting from the need to go up and down several flights of stairs, carrying
heavy items on a daily basis, and/or riding a bicycle? If yes, please explain.

(EiPs oy DFEE D%, i D IER-C H Bl ] THARMIER TSN D0, H2HEEFFEMEHRHTHZ L, )

7. Allergies (7 L V¥ —{Z2 )

Please provide details about any allergies you have, including severity and if you are currently undergoing treatment.
(TUVAXER D 27 FAT 256, WRIIZT D0, BAISREOFMEUTICHETSZ L, )

8. Dietary Restrictions (RZEHIRIZ2V1T)

Are there any foods or substances that, for medical or personal reasons, you do not eat? If so, please give details
(e.g. medical reasons, religion, personal reasons, etc.).

(HERFRIRZZIT TV DIEA, TOFMETRATLZ &, 6l B\, FHN, MARREBRY)
Food

Reasons
L] Beef LJ Chicken L] Dairy Products L] Eggs [ Allergies
(FA) (FBA) (FLEL) om (7 LAE—)
L] Gluten L] Tree Nuts [] Peanuts L] Pork [ Religion
(VT ) (F > H) (BE—F ) (K (F#E)
L] Wheat L] Shellfish L] Soy L1 Other medical reasons
(h3) (F - FE) (km) (Z DALDIIFDT=8)
L] Finfish U] Fruit [ Other ( ) | O Other ( )
(fad5) () (Zfth) (Z Dfth)

9a. Medications (#&ZiZ2o\T)

Please write if you are currently taking, or have taken in the last five years, any prescription medication (other than

for common colds/viruses, oral contraceptives, or acne medications). Make sure to describe the conditions for which
you take any medications listed here in questions 1-3 or 7 above.

BUEE IR E 5 EMICEMIRREZ T TOWDIGE (2720, BUREE, B OEHERE, =% EIRRELR, ) €D
FEIZREAT D 2 L, ks, ERLOEM1I~3, 7TETTORIUSH T DLHEICOVWTHHREH D 72\, )

Medication (34) Condition(s) (F4) Dosage (Zf) & | Period (HiM)
(generic names preferred) Frequency (HEE) (See instructions below*)

Start:

times / End:

Start:

times / End:

Start:

times / End:

-4 of 5-



Additional Entries GBIN®DEAM)

* Write ‘present’ after ‘End:’ if currently taking. (it o%HE. TEnd:) MRIC THIE) 2 ANT52 4, )

9b. Medication lllegal in Japan (B A& TOD=EEEMIZOVT)
Are you currently taking medication which is illegal in Japan (including Adderall and many other amphetamines,
medical marijuana, etc.)?

(BUE, BARTOEERY (TTa—NREZ DTy 7o IV ERERKKEEGT) 2EAT, )

O Yes, | am currently taking medication which is illegal in Japan. (iZ\>, AARTOBEERYITHHF, )

O No, | am not currently taking medication which is illegal in Japan. (\ )2, HATOEERMIIAERM, )

If yes, will you cease to take or change said medication before by the Reply Form deadline,17 April 20267
Note: You will need to submit an additional Statement of Physician for confirmation by the above date.
LT 256, ZMABEEDCRHA (202654 H1TH) E TICRBERICEE 5 IIRM 21925 7,
MEE D78, FEARE CICEMDEMOZEEDRMBMLEL R D, )
OYes (Zv)) ONo (W)

10. Other Health-Related Issues or Disabilities (Z DOMEEFRIZH D 5 IECEE)
Please explain any other health-related issues or disabilities (e.g. use of a wheelchair, other medical devices,
pending medical treatment or diagnosis, etc.)

(£ DO LOEEFEHR R OEEICOW T TICRAT S Z &, fl : FEEE, BT oM, mEhoFE

/r/\—)

=

11. Tattoos or Piercings / Miscellaneous (% kv — « ¥°7 R /ZDOfliz-O )
Candidates who have tattoos and/or body piercings, please provide details of the tattoos, including location and size.
(Z hy —RETARHDLGA. ZFOFEMAETA)

| understand that false statements about my medical history made on this form or elsewhere
may result in my disqualification from the JET Programme.

| also understand that if | have or have ever had any physical, mental, or developmental
condition, | must also submit the Statement of Physician in which my physician clearly states
my ability to live and work overseas on the JET Programme.

(FEZTX, PEZORBICOVWTERBORERZ LERE. A7 7 A~OMERZTVEIND Z 8H
5T EEEMLUTOET,
Eiz, BERUHECBNT, WHR2FEH - B - BRENRREBEETHIHEAICL, JET RS T ABNH
LT TEE, AFEETHIIERTEDLEMCL Y ARICEREN TV IZHEZRHTIVERHDZ &
EEELTVET, )

Applicant's Signature: Date:
SHEEE) (B4
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