Form D
RS HTE

CERTIFICATE OF HEALTH (to be completed by the examining physician)

ZOREE R L U AR RS L 0 AR i A s b
Please use this format and fill out (PRINT? in Japanese or English,

B4 Of Male EFAR

Mame: v O Female Date of Dicth:
Family rame, First name Middle name

1. HEEORERIS-oVT, R L KEBREOBREREA LT RSy X AFLEATS L E (8 & AL LEToEIT s, )
Fleaze deseribe the results of physical and X-ray examinations of the applicant's chest X-mys (X-rays taken more than
three monthe prior to the certification are NOT valid).

OE# Normal
O&% Abnorma! (Description- ]

Date 2

Film No, :

2, BEiRiEhoE OYes (Disease )
Dizeage currently being treated LiNo

3. DTTEEE & RGN

Past history and vaccinations

Mepzles and rubelln I L A Measles B LA RubellaGerman Measles

BT OYes ONe O Unknown OYes CONo O Unknown
Past history? C. . (. .}

TFhEf (2ELL L) 2 OYes Oie O8] Unknown OYes ONo OF&H Unknown
Vaccination (more than twice)? | ¢ . . . |, 1} .0, L)

No =3 TR, SHEELEEOTHEREET <& T4,

If Mo or Unknown, the applicant is recommended to be vaccinated.

2 DO

If there is & past history, please check and filf in the date of recovery.
Tuberculosis...00( . . ) Bpillepsy...00{ . . 3} Food allergy....O0{ . . )

4, BRSO, 25 - BECKEHLYET LT, BEORBEOHRIREIESICHEIIRLS 5 ho k Bihsthe
- In view of the applicant’s history and the above findings, is it yowr chservation that hisher mental and physical health status
is adequate to pursee studies in Japan?

Yes O No o-
B e
Date: Signatura:
E 8 E £

Physician's Name in Print_:

G e
OificeyInstibution:
T




