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SEEEE IMPORTANT NOTE

COREZWEL. REQRBRKECHELKBREEELENDINEINEIEET 2-HDDELDTT,
*ERICMEZTERICEALTHL> TS BREEDRENHER CELVNEEITITVIF U ERERHERELES,

The purpose of this form is to understand the student's health conditions that may affect his/ her studies before he/she comes to Japan.
*This form must be completed by a medical physician. If a student does not have antibodies against the infectious diseases listed below, we strongly
recommend that he/she to gets vaccinated.

$2BF A Date

E&E#REA Institution/Clinic
BRI BRED Fr7EHh Address

Official Stamp of Instition/Clinic EEiK4 Name of Physician

£ 4 Signature

K4
Name _
% Family % Given SF)L3+—4 Middle
&€ AH 14 31
Date of Birth 19 . & A B Sex O = wmale O % Female
ear Month Day
PHEIE-BEOIKE Examination Report-Current State of Health
®_h [0 #BR Without glasses or contact lenses
Eye-sight x (L) £ [R) [0 #8IE With glasses or contact lenses
Hearing O E% Normal O 2% Impaired
0 E% Normal O £% Impaired %28 Date & A B
Year Month Day
FIRMAHNIEFEALTIZELY, Describe the condition in detail.
X
Hg’f“ f{}ﬁﬁ X 1 & DAI-EMELUI-PPDEI-[XIGRARRE (Fa D IRIRE) Dt lRTET= oT-15 & <& MapX R % B IE ol
estA-ray BRER. REMRELUTISREL T,
Chest X-ray can be omitted if the results of an examination for PPD or IGRA (TB blood test) within one year are negative.
Please indicate the date and results of the examination below.
O pPD 0 IGrRA Date / /
O Negative O Positive (Year) (Month) (Day)
B EELE DIFEIZDLVT Record of infectious diseases and immunization
LT OREEICHMoI=CE, BIUFHIEREZT-CEDHYFETH,
Has the student ever had the following diseases and/or received vaccination?
323 [ ves O No [0 vaccinated Ag [ ves O No [ vaccinated
Measles Date of Recovery/Vaccination: / / Rubella Date of Recovery/Vaccination: / /
HTEETE% | O ves O No [ vaccinated ks [ ves O No [ vaccinated
Mumps Date of Recovery/Vaccination: / / Varicella | pate of Recovery/Vaccination: / /

PEFREEIRE@ELOBAE Medical conditions which might affect the student's academic performance

FHBREEPERIEHYETH., Does the student have any serious past medical history or chronic illness? O & Yes [ £ No

BDHE.BALABEST T BZRALTZSLY, If"Yes", please indicate the name of the disease and recovery date.
) KEXmR. DER. TAMALE, eg) Bronchiala asthma, Cardiac diseases, Epilepsy etc.

DB OERFEE-IEEEICE T SRR Are there any physical or mental conditions that may limit the student's ability to study? O & Yes O£ No

BDBE. EARBICEIRZEAL TS, If"Yes", please describe the conditions in detail.

BM-EPTLILF—DHNILEBALTESLY, Does the student have any food or drug allegies? If "Yes", please describe.

COZEFBHARVEERNIZ BN TOBRR2ICELIREIZHEEESEZITHEYFET D, Do you consider the student [ (&L Yes (Adequate)
to be in adequate mental and physical health for full and sucessful participation in the study abroad program? O LA No (Inadequate)

VLWWZDI5E . ERMGEBZRRTIZE, If "No", please describe the reason.
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