fRRERWTE Bk A%

CERTIFICATE OF HEALTH
K% #4% Name ( B,Male + 1z/Female)
A4ER H ESE A 11/ Date of birth T A A EFE,EE Nationality
H&/ 5% /Height cm 2 (FE/ k&, Weight kg
3 I/ Ififk~Blood pressure mmHg ~ mmHg
87/ M)/ Eyesight 5 WEJ1./W )1/ Hearing 6 A%/ ¥),/ Colorblindness
IR/ #RIR~ Without glasses ./ Left J %/ E%,/Normal---cv-+- 0
WIE/H¥IE/With glasses 4/ Right / R/ R¥ /Abnormal- -« -« ]
./ Left /S
4/ Right /
7 BEEOHZBEROXF v /L. TORBROEBRERAL T EEIN, /HRARH,EORLITE HEARNER.
History of past illness ©  (if any, indicate it with your age of contraction.)
¥tk 545,/ Tuberculosis: - <+ - o v v v ees O _ %/ %/ age N IU7 /ER Malaria- - - O _ B/%/age
U a—<F /RiLH,Rheumatic fever-- [0 _ %%  age ThIrA /IR Epilepsy: - - - - O _ /% age
DR R OIS/ Cardiac diseases-- [ 3% /% /age ¥ERI% ./ $E %/ Diabetes: - - - - U %% age
BEE ' EHER Kidney diseases: -« - - O _ %/ % age T LIVF— Sl E/ Allergy- - [ #%/ %/ age
T DMDERFEE, HABAIME S,/ Other communicable diseases =+ vt ceesrerrrrarnreieeiiiins O _ B/ %/age
8 B, MIAKMAD>TVRHEAR, OXFz v I LTLEE N,
WBTER LU T WREE, EE D42 B 4T#. ~Present condition : (f any, please indicate.)
RIS, B 7= 1308, kAR B T el ME, Tonsils, NOSe 0r THIOAE: = <+« ++ v e e v reenmmnnetmmnnneeeennnaereunirnns, 0
DB E I O AEelMET, Heart or Blood Vesselg: » et e re e ettt ettt tneneeenneeenuoeeenneensnneeenness OJ
SEIIMESRE 5l 22 E Stomacher Digestive Systemn: »+ ot oo e e e ]
wﬁiﬁﬁ%ﬁﬁ/wﬁﬁﬁﬁ%”ﬁ/ GenitO'Urinary YTy R T O
B FE 7 I3 MR R B Ek i 2 2 45~ Brain or Nervous System ...................................................... O
mifiif': Limﬁ?‘%%&’éﬂ/ﬂn—%ﬁﬂiw 5}%%%&%"/]3100(1 or Endocrine System ............................................ D
Bt 7= Liﬂ?lﬂ%gﬁ/ﬂméﬁlll?”&%%E/Lungs or Respiratory System :«««crcceer e e O
&, BEEIEBRE Fk. KTHRIZEE4E . Bones, Joints or Locomotor System s« «+«xtrrrrrrereeerrernerren, O
Z DR E S AR A NS E . Other Abdominal (0] ) T R R R O
U i ) LRI IR IR I O
9 IvJAHRE /X HHE Chest X-ray examination 10 FOMSFIREIR, HAibFEIR
REE/fRIE, /Normal - - vttt it O Any other remarks:
EEHE S EE Tobe rechecked: -+ v rrrrrereeroereienreiinreann. O Q D
BEH . ZEEIT /Require medical treatment: -« - rrcrervreean. O

BEEAB /B2 AR, Date of examination:
it 2./ B W/ Describe the condition of applicant’s lungs:

11 HEOCRBERBIIROEBDTY, /REMNEBCRIEZ, /T diagnose the applicant’s health and physical
& 1}/ Excellent- - O B/R,/Good - O w] /W /Fair-+ - O AT/ AT,/ Poor: -+ +* O

12 ZAORBERBIIHAPRZIIZBERZNWTTD, /AANRBRRESEHZEH AR %
Do you think the applicant’s condition is good enough for him/her to study in Japan ?

w8 /Yes - ] AR]/AE]No++--- ]

BWOKR., LROLBVHEBRBVWCEEERAT S, /LHER, iFW 5 LAWK RIER. / I hereby certify the above diagnosis.
ZWEA B i2Wi4 A/ Date:
K&/ BRAEMNYE%Z /Physician’s name:
{¥7h ./ BBt~ Physician’s address:
F LA R%E% 4/ Physician’s signature:

MEMPGLCALTLZEI W/ KEHELIETE /o be filled by a physician.






