B KE REDMIIASE
Kansai University Certificate of Health
EfRIC&Y BARBFEXEETREL TS,

To be completed in Japanese or English by the examining physician.

K& Name , []% Male []% Female
Family First Middle
£ 4 A H Date of Birth (yyyy/mm/dd) / / EH Age
B{EHIE Physical Examinations
HE Height cm {KE Weight Kg
&% Blood Type A B O AB Rh/ + -
BEH Hearing D EE Normal El ME®HY Impaired
#A Eyesight (R) (8) (R) (8)
#2BR without glasses 451F with glasses or contact lenses

IVORBRE (65ALHDIDIZES)

X-ray Examination (Must have been taken within 6 months.)

Date / / ffi lung |:| 1E#E normal D TR &Y impaired

DMEX cardiomegaly [ | IE% normal ] FR®Y impaired
/j N\ wEXSHZBEOH) OER [ E® nomal [ ] mR®Y impaired
/o \\ (in case of cardiomegaly) Electrocardiogram

/ | \ \
\
i H| |:Describe the condition of applicant’s lung. ]

/ |
!
[ /
R
- T

BEfEPE Past history : FEREKRRBICEZLTHLOLHNIE. BEEALTZEWN, FABL-EA BERALTZEL,

Please check the following box if there is any relevant disease and fill in the date of recovery.

#4% Tuberculosis [ ( / / ) I5YT Malaria [ ( / / )

ZDIMEFSA Other communicable disease || ( / / )

TADA Epilepsy I:I ( / / ) B E Kidney Disease |:| ( / / )

IDRE Heart Disease || ( / / ) $EFRS Diabetes [ ( / / )

EMFLILE— Drug Allergy |:| ( / / ) IDIEBREEE Psychological disorder |:| ( / / )

E{AHSBEREE Functional Disorder in extremities [ | ( / / ) ZDHt Others [ ] ( / / )

(disease )

REABRTORS [[] Yes (Disease: )

Disease treated at present

|:| No
NI IEBR A ERORALAREARTOREREHEFEIFETTN? [ ] Yes [ ] No

If yes, will you continue taking medication or treatment during your stay in Japan?

NI EEZ-AIZ. BERAFOERZ PR ITTOSAEICOVWTHMERZ TUESW, FLE2EBERODERERFTLTIIZE,
If yes, please provide detailed information regarding the medication or treatment you have been taking and please attach
the document including medical information.

L AEDIELE Type of medication/treatment:
( )

HEE Frequency ( ) times  (per week *per day)
PEEOHMREDBARTLEELY, Please describe your impression.

ANDOZE-BREOHRECBRETEISFHLT. REOREOKRIZIAEADBRZICTHAMASIDLDOERHLhET M ?
In view of his/her medical history and above findings, is it your observation his/her health status is adequate to pursue studies in Japan?

EI Yes I:l No
Bft Date / / E4H Signature

EBTEK4 Physician’s name in print

BREREESR Office/Institution
FREEHE Address
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