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CERTIFICATE OF HEALTH (for 2026)

(to be completed by the examining physician)
Please fill out (PRINT/TYPE) in Japanese or English.

HBFCMA5560LBbNIITH ?

In view of the applicant's history and the above findings, is it

your observation that his/her health status is adequate to

pursue studies in Japan?

K&
Name Surname Given name % Middle name  ZRILR—LA
451 O 5 Male 4£4HH F H H
Gender 0 & Female Date of Birth VYYY mm dd
1. B4X#RE Physical examination
(1H&EE (2)yiAE
Height cm Weight kg
(3)IE - (4) MR _
Blood pressure mmHg mmHg Blood type A OB OAB IO LORH+[CIRH
(5)f$a [] % Regular (7 BEERENER 0 IE® Normal
Pulse /min O A Irregular Color blindness O 2% Impaired
#RER /R L (8)EES O IE® Normal
(6) "/Ah Without glasses Hearing O EF Impaired
Eyesight Value ¥BIE  With glasses or (9)=5E 0 1EE Normal
contact lenses &R =L Speech O 2% Impaired
2. [MEPIEEZRU X#EIRE (64BLBA) Physical and X-ray examinations of the chest (within six months)
mesEAHE F H H HIWLES
Date of X-ray yyyy mm dd Film No.
OO IEE Normal
(1) B Lungs O 2% Impaired
N . O IEE Normal — (4 Go to (4)
(2) /L Cardiomegaly 0 2% Impaired — (3)A Go to (3)
(3) L' Electrocardiograph g %; INniggiarled
(4) BIBBXHERAT R
Comment for the chest X-ray
3. RE&ARPOHESR .
17 p )
Disease currently being treated [ % No [J B Yes (/h% Name of disease : )
4. ;
ﬂﬁ’_ﬁ _ O 72U None of below
Past illness/disorder
ZMIBEOCTIVIL. Soamssas | [ #5t% Tuberculosis
s A, WEnezsLawsaEiz | 01 ¥Y5UY Malaria
UIICFTvId3TE. O EOMERZFEIE Other communicable disease
0  TADMA Epilepsy
If it's applicable, tick & and fill in 0O E&F Kidney disease
the date of recovery/under O (J&RZF Heart disease
treatment. O  #&FKJ® Diabetes !
If NOT contracted any of them in O  ZEJFI7LILF— Drug allergy !
the past, tick O fBf&EE Psychosis :
“None of below”. [0 VYHHEBESEE Functional disorder in the extremities i
N | Time(s) | Time(s)
3. DG;JEEE . O MMRYV (Measles, Mumps. Rubella, Zoster) : ] Hepatitis B :
Vaccination History ] MMR (Measles, Mumps. Rubella) | T Chicken pox !
EEEAOIRE. EEESETEA [0 MR (Measles, Rubella) ' [0 Meningitis '
If already vaccinated, indicate the O M (Measles) : O  Polio i
number of vaccinations ] Mumps : ] Diphtheria Pertussis Tetanus combined I
6. #® & Laboratory tests
(1) FRIRE e [J  Negative £HA [J  Negative J&In [0  Negative
Urinalysis Glucose 0  Positive Protein 0  Positive| Occult blood 0  Positive
(2) BmigE TR m/Hr I mEkER Jemm mexsE mya| B [0  Negative
Anemia test ESR WBC count Hemoglobin d Anemia [0  Positive
(3) FFisEiRE GPT ! GOT | ] :
LT e Wil e | U/ | y-GTP i U/ |
7. EDZE- =R Physician's impression of the applicant’s health
(1) #a5¥
Overall impression
(2) HrGERAE IR FEOMNEENBDETH, 0 AL No 0 wEH  — (I)NECA
Is there a need for regular treatment and medication? Yes Fill in (1)
(3) FREEDBHERE. 2R - REOERNISHIETU T, RECRERORIREFEIIC O (L Yes O LWWX No

HITIEVISUITWWZ ICFTYILTEE W, Please be sure to check

either "YES" or "NO".

E3:LiE=E B '
Physician's Signature Date i
RER PREME
Office/Institution Address !




