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To be completed by the physician
(Please write in either Japanese or English.)
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Certificate of Health

HECE K4 W o O B Male
Name of Applicant Sex [ % Female
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Date of Birth Year Month Day
L' 5 Height em | #H p [FH®R BERY |[HB®
1k Weight kg | Evesight |5 q) With Glasses | . )
2 WMAREDSDHGEEFHELLHENTTF IV,
Please give full details of the applicant's medical history.
3 BEHRESLHARNEEEOBHHINIOVTEHECTT IV,
Please give a detailed description of the diagnosis of any disease, including chronic ailments, or
physical disabilities, if any.
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Allergies
5 =y 27 A% [ I1E% Normal Fir A
X-Ray (] ¥4 Abnormal Diagnosis
6 COHBHEOBBIREIZ. HABZEIIIBMOZRWIRETL £ 9 »,
How is the general state of this applicant's health for the pursuit in Japan as an international student?
[ RWIRETH 5 Excellent
U FITALIE 2w Adequate
[ RREEE2ET S With prudence probably no serious problem
LI ALDH 5 Doubtful
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I hereby certify the above diagnosis is correct.
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Name of Physician (Please print)

A1k T )
Name of Clinic or Hospital Phone Number
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Address
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Signature Date of Examination Year Month Day





