(Effiicsic ALTH ST L) (to be completed by the examining physician) HISULEERE For Office Use Only
AAZEY |39E I X Y Ic0#E+ 3 2 & Pleasefill out (PRINT/TYPE) in Japanese or English.

H AL R A AR A4 N SRR i RS I &
Exchange Student Applicant’s Health Certificate (Japan Women's University)

K4

Name % Family name % Given name I Pt —2 Middle name
AR H i H H A

Date of Birth Year Month Day Place of birth

1.5 {&#i#x Physical examination

(D& Height cm | (2)fA#E  Weight kg
T H O#EAR Without glasses I O#EAR Without glasses

Eyesight R ()& IE With glasses or contact lenses | L O4&1E With glasses or contact lenses
(4)JE 77 + O %7 L Normal = O%% 7 L Normal

Iffearin R | OEZHIE Slight hard of hearing L | DEEEHEE Slight hard of hearing

8 CI#fE Hard of hearing CI#fHE Hard of hearing
2 W X fiktr (6 22HLAA)  Physical and X-ray examinations of the chest (within six months)
s H F H H e
Date of X-ray 7 = Year Month Day Klﬁoﬁ : T-Spot(If performed, please
[TES G ' ’

Describe the condition of lungs ifi Lungs enter the result and date)

OIE% Normal
0% % Impaired

3URYYE D BEF History of infectious diseases

FLEFTEIDILT v 7 LEIBRIEZSTA. WINIEE L AVWEARELICF vy 7T 52 L,
Please check and fill in the date of recovery.If NOT contracted any of them in the past,please check “None”.

v BRIYES SEIR RN v REYES SER RN
v I Infectious Diseases Date of recovery Infectious Diseases | Date of recovery
None #E#% Tuberculosis kL A Measles

4 RBP4 - BEAERE Current diseases under treatment & past illnesses

FUTELDILT 2y 7 LEIARHRERTEZTAL. WIRAFE L AVWEAERRLICF 2y 75 L,
Please check and fill in the date of recovery/under treatment. If NOT contracted any of them in the past, please check “None”.

J FEIRIRE /TR p FEIRIRF /B P FEIRIRHY/iE g
v ks Date of recovery/ 4 i Date of recovery / | ¥ i Date of recovery /
Name Under treatment Name Under treatment Name Under treatment
L Thbhh TLAXF—Iick?
None Epilepsy TF747F—
Anaphylaxis due to allergy
DIRIE Tt 18 PUIBH RE R
Epilepsy Psychosis Functional disorder in the
extremities
S % Dt [ ]
Diabetes Other Diagnoses

5.Ef D2 W - B Physician’s impression of the applicant’s health

MEBEIIANE - 1K, Z OIS VA Y, 20k
CEALEE W,

Please write if the applicant needs regular medication or
treatment.If you do not have a particular opinion,please write
as such.

6. 5HAE DWEHIE, 2% - REDHR S HHWT L <, BIEDHBORIIZ T+ AR S 2D Bbh i35 ?

In view of the applicant’s history and the above findings, is it your observation that her health status is adequate to pursue studies in Japan?

I v> Yes w2 No
H L2 H H
Date Year Month Day

P e Address
BRI 4 Institution
BERTE 4 Physician’s Signature




