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CERTIFICATE OF HEALTH
K 4% 58 Male £4A8H
Name : (O% Female Date of Birth:

E3f 3 BAErr
Nationality : Address :
£ 5 / Height cm | k& / Weight
#R77 / Eyesight B17 / Hearing
1 7R / Without Glasses  #&1F / With Glasses % / Left
% / Left / 4 / Right
4 / Right /

& # 0O ___#&(Age)

Tuberculosis

Thth O _ #(Age)
Epilepsy

BERm O __ #(Age)

Diabetes

2797 O __ #(Age)
Malaria

B®EAE O _ #(Age)
Kidney Diseases

Tva¥—[ ____ #(Age)
Allergy

2 BREEDHBBAIR. FxyvrML, TOREBEDOERELAT S,
History of past illness : (if any, indicate it with a check [ and the age of contraction.)

Ya—2F O __ #E(Age)

Rheumatic Fever

LREREE O ___ #&(Age)

Cardiac Diseases

ZOMOEEGRRE O &k (Age)

Other communicable diseases

kiR, 8 & - dmEe.----0

Tonsils, Nose or Throat

O 7] = S 0

Stomach or Digestive System

B3 7 iR v eveeeeee O

Brain or Nervous System

Bl & 7= (A ORISR v e v een O
Lungs or Respiratory System

T OMARERE - ooeeeeene 0]
Other Abdominal Organs

3 HE. BRI oT0BEBRAE, Fx 974735,
Present [llness : (if any, please indicate with a check E7.)

OFEE TR -vereeerennenenns O
Heart or Blood Vessels
SAPREE RS v eveenrenreserennenerans 0O
Genito-Urinary System
i1 (At b 4 i s 27172 = SURIIELERIE a

Blood or Endocrine System

B, B E - I8HBE O

Bones, Joints or Locomotor System

Excellent Good

5 BECRERRE. XOLbhHTHS,
I diagnose that the applicant's health and physical conditions are :

ﬁ ...... Dﬁ ...... DEI ...... D Z(‘EJ' ...... D

Fair

Poor

4 Ty o ABRE
Chest X-ray Examination
BREE---eoeveeees O
Normal Q D
1T - ST O
To be rechecked
11 = SO O
Require medical treatment
®BYEERAR
Date of Examination
iR
Remarks

to study in Japan ?
ﬂ' ......... D *m‘ .........
Yes No

6 FAORBERRIL, BFRFRICKEREONE I,
Do you think the applicant's condition is good enough for him/he,

7 ZoOfRIEE
Any other remarks :

#UrsE A B / Date

K4 / Physician's Name :

# 4% / Physician's Signature :

#RBE{EFT / Hospital Address :

BWORBRLELOLEOHERBENZ L 25AYT 3,
I hereby certify the above diagnosis.

JRIEZNEN /Official Seal of Hospital

BEAIEAT S Z & / To be filled out by a physician




