{BFEZME (2026%E)
(EERICEEALTESRSCE)
HARGE X (I EE(CIDBRIEICEEE T2 L.

CERTIFICATE OF HEALTH (for 2026)

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

K+
Name Surame I Given name £ Middle name  SRJLR—L
[ES7] O 5B Male 4$EHH &F H H
Gender [1 % Female Date of Birth VYYY mm dd
1. BRE
Physical examination
=S AL
Height oM™ Weight kg
(3)m/E ~ (4)In&EL _
Blood pressure mmHg mmHg Blood type (JA OB JAB [JO i[JRH+[IRH
BlEE! 0 %8 Regular (MBEREEEOEHR 0 1E® Normal
Pulse O AZE lrregular Color blindness O 2% Impaired
2R ) (o) (8)i& S OO0 1E® Normal
. iWithout glasses  (R) L) Hearing O E5 Impaired
(6) %277 Eyesight g ) %) Q== O IEE Normal
With glasses or contact lenses (R) (L) Speech O 2E Impaired
2. MBEZRYXERE (6 hAMA)
Physical and X-ray examinations of the chest (within six months)
R ERXFRPr R A H F =] H
Describe the condition of lungs. Date of X-ray yyyy mm dd
T LES
Film No.
(1) 0 1E® Normal
Lungs O 2E Impaired
(2)iCHieh [J IE® Normal
Cardiomegaly [0 £E Impaired
EEhbdHha=>08K [ 1Es Normal
If impaired=>Electrocardiograph [ & Impaired
3. BARTORS o .. .
Disease currently being treated O M No O A Yes : #@% Disease
4. BN FoRKFE/ /e FoalFER/JaEH
o . v JmName Date of recovery | v JmName Date of recovery
Past illness/disorder Junder treatment Junder treatment
ZHIBREDICFIVIETTIRRHA &% N3)7
[BERZEA. WINEZHU Tuberculosis Malaria
RWBE(EMEUICFIVvITES TOMRRZAE TABA
Eo Other communicable disease Epilepsy
Please check and fill in the date of BIRE RE
recovery/under treatment. Kidney disease Heart disease
If NOT contracted any of them in the HEPRTR R T7LILF—
past, please check “None”. Diabetes Drug allergy
1 4o e = TUR A RERRE
v U *ﬁm{if““‘ Functional disorder in the
None Psychosis extremities
5. &
Laboratory tests
(1) FR1RE & E= =Tl
Urinalysis: glucose protein occult blood
(2) EMmigE Gy ¥ B kg i =ES= &im
Anemia test ESR mmvHr WBC count femm Hemoglobin gm/dl Anemia
()HFHEEEtRE | GPT GOT ]
LFT (ALT) (1) (AST) (1) y-GTP (1)
6. EHOZH-BER
Physician's impression of the applicant’s health
REEREE - IR0 EENDNIEZOE LA TS,
Please fill in if the applicant needs regular medication or treatment.
7. Inview of the applicant's history and the above findings, is B
it your observation that his/her health status is adequate to Date
pursue studies in Japan? HEMEOBUEIE. L2 - REOBRHSHLT, EEE &
REQREORREIFECEBRICMASZEDEBONETH ? Physician's Signature
1RENEES
0 YES v O NO wwon | ocemsiuion
*Please be sure to check either "YES" or "NO". If you do not FR7ENHD
check "YES", the Embassy will NOT accept the application. Address
DFTIEVIRIFTOWDZNSF oI LTSN, TIRWDISF oo b NG &, KE
(Bl EERELELA,
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