Kokushikan University
2021Exchange Program

EFEZ W E
Certificate of Health (to be filled out by the examining physician)

SN i e X R L E ) A AT B Nl
Please fill out (PRINT / TYPE) in Japanese or English.

(=
Name: K4
Family Given Middle
A H AR O % Male
Date of Birth: / / Age: 0 % Female
Month Day Year
1. B
Physical Examinations
1) HE (UNEE
Height: cm Weight: kg
(2) I+ sk 57 OO #  regular
Blood pressure: mm/Hg~ mm/Hg Pulse rate: /min [ ¥ irregular
(3) #i AR OAE [0 [E% regular
Eyesight: (R) (L) (R) (L) Color blindness: [] ¥L% irregular
H#EIR without glasses J&1E with glasses or contact lenses
(4) &4 O 1E% normal =8E O IE% normal TEEIERE (] 1E% normal
Hearing: [] AT impaired Speech: [ #.% impaired Locomotive System: [ ¥ & abnormal

2. HEEE ORI OWT, BHEXBRAEDREREZFLAL T FIW, Xt H O B ATLHZE, (37 A LL ERTOMRAE L), )
Please describe the results of physical and X-ray examinations of applicant’s chest, also note the exact date of X-ray (X-ray
taken more than 3 months prior to the certification is NOT valid.)

fiEfe -+ [ Normal AT R
FiEl%% ... [ To be observed Describe the findings of applicant’s lungs:
BB -+ [0 Require treatment
oA H
Date of examination: / /
Month Day Year

3. BHEEOHLLGAITXONCTFT =y, ZOFH BZIyaNIZFEEAL TR,
Past history: (if any, fill the date of recovery)

T2 ~707 Jo—<F

Tuberculosis - O ( / / ) Malaria -+ [ ( / / ) Rheumatism --- [ ( / / )
BRI R (MR FR IR

Renal Disease -+ [ ( / / ) Cardiac Disease -+ [ ( / / ) Diabetes - O ( / / )
TAA TLLF— Z DA DR YLIF

Epilepsy --- [ ( / / ) Allergy -+ O ( / / ) Other Infectious Disease -+ [ ( / / )
4. BUEOREFIREEZFTALTREU,

[ diagnose that applicant’s mental and physical conditions are:
[0 18 Excellent O E Good 0 7] Fair O A~7  Poor
5. HREE OBEAE, 222 AR ROSHIWL T, BIEORFREORIUIE P A 26 D& BbivET ) ?

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

[0 7] Yes 0 <A  No

WO R LR OB FIERW AL 35,

[ hereby certify the above diagnosis to be accurate and complete to the best of my knowledge.

EED) B4
Date: / / Signature:
Month Day Year

PRl A

Physician’s Name in Print:

R fiti g% 44
Office / Institution:

FITTEH
Address:




