All of the student must fill in this page!

Confidential

Medical checkup (Can be filled by the student)
»*The certificate is valid for six months after getting it.

Date / /

Examination No. Name Sex Immunization Record
Birthday / / (Age ) ; ll\:/leal’lT?ale Have you got the vacicinations named below?
MMR
. . Yes No
Your medical history (Measles,
. Affected Area o Mumps, If yes, fill in the date
Name of Disease (Do you have?) Present condition Age of onset Rubella) |
/I
1. Congenital heart disease No / Yes 1.Cured 2.Under Treatment 3.Untreated Date/ Month /Year
2. Arrhythmia No / Yes 1.Cured 2.Under Treatment 4.Untreated MR Yes No
(Measles,
3. Cardiac noise No / Yes 1.Cured 2.Under Treatment 5.Untreated Rubella) | Ifyes, fil |1n the date
. 1std
4. High-blood pressure No / Yes 1.Cured 2.Under Treatment 6.Untreated (1st dose) -
Date/ Month  /Year
5. Thyroid disease No / Yes 1.Cured 2.Under Treatment 7.Untreated (MMRI Yes No
easles,
6. Stomach / Duodenum ulcer No / Yes 1.Cured 2.Under Treatment 8.Untreated Rubella) | Ifyes, fil |1n the date
7 ulcerous colitis No / Yes 1.Cured 2.Under Treatment 9.Untreated (end dose) [l
Date/ Month /Year
8. Nephritis No / Yes 1.Cured 2.Under Treatment 10.Untreated w;iiz? Yes No
9. Nephrosis No / Yes 1.Cured 2.Under Treatment 11.Untreated If'yes, fil 'ln the date
10. Kidney / Urinary calculus No / Yes 1.Cured 2.Under Treatment 12.Untreated -
Date/ Month /Year
11. Liver disease No / Yes 1.Cured 2.Under Treatment 13.Untreated ?Z/Irzaiss Yes No
12. Diabetes No / Yes 1.Cured 2.Under Treatment 14.Untreated If'yes, fil 'ln the date
13. Spontaneous pneumothorax| No / Yes 1.Cured 2.Under Treatment 15.Untreated [
Date/ Month /Year
14. Asthma No / Yes 1.Cured 2.Under Treatment 16.Untreated Rubella Yes No
. 1std il i
15. Lung tuberculosis No / Yes 1.Cured 2.Under Treatment 17.Untreated (Istdose) | Ifyes, fil 'ln the date
16. Epilepsy No / Yes 1.Cured 2.Under Treatment 18.Untreated [
Date/ Month /Year
17. Mental disease No / Yes 1.Cured 2.Under Treatment 19.Untreated Rubella Yes No
ilati 2nd d ill i
18. Hyperventilation syndrome No / Yes 1.Cured 2.Under Treatment 20.Untreated (2nd dose) | If yes, fill |1n the date
19. Food allergy No / Yes 1.Cured 2.Under Treatment 21.Untreated [
Date/ Month /Year
20. Drug allergy No / Yes 1.Cured 2.Under Treatment 22.Untreated Mumps Yes No
21. Hearing disorder No / Yes 1.Cured 2.Under Treatment 23.Untreated If yes, “ST the date
22. Vision disorder No / Yes 1.Cured 2.Under Treatment 24.Untreated I
Date/ Month /Year
23. Limbs disorder No / Yes 1.Cured 2.Under Treatment 25.Untreated Ch;)cok):an- Yes No
24. Developmental disability No / Yes 1.Cured 2.Under Treatment 26.Untreated If yes, fil 'ln the date
25. Measles No / Yes 1.Cured 2.Under Treatment 27.Untreated -
Date/ Month /Year
26. Rubella No / Yes 1.Cured 2.Under Treatment 28.Untreated Blood type:
27. Mumps No / Yes 1.Cured 2.Under Treatment 29.Untreated O/A/B/AB EJ'_))
28. Chickenpox No / Yes 1.Cured 2.Under Treatment 30.Untreated
Do you have a physical
29. Others No / Yes 1.Cured 2.Under Treatment 31.Untreated y phy

disability certificate?

— If Yes, fill in the disease name you have/had (

Yes/ No




If your program duration is less than 90days, you don’t need to complete this page.

If your program length is more than 90days, Complete this health examination form by your doctor.

AAREX GRECLYBRICRHT DL, CERTIFICATE OF HEALTH

Please fill out (PRINT/TYPE) in Japanese or English.

K4 HHEAB
Name: , 0 % wmale Date of i
Family name, First name Middlename L % Female Birth: Age:
1. B{A1RE (Physical Examination)
WE & ®E %% B 38
P cm . kg
Height: Weight: Blood type . [J %8 regular Pulse
(2)Ifn [£ mm/He - A, B,O, AB RH O 7 #irregular
Blood pressure ~ ¢
)| A
( I)EyeSight. R) ) (R) (L BREEDHRE CJIE® normal
" 2R Without glasses or contact lenses ¥&1E With glasses or contact lenses Color blindness D& impaired
(4) B& 5 OIE# normal £ 0OIE &nomal
Hearing: CHET impaired Speech: O£ impaired

2. HEEOHREICOVT, BELXBREOHERZHEALTIZEV XIERED BMLEATHIL (67 AL LRIDORE LES.)
Please describe the results of physical and X-ray examinations of the applicant's chest x-rays (X-rays taken more than 6 months ago is invalid )

W78 _Alapdatory

fifi OE% normal Describe the condition of applicant's lungs
Lungs: OR% impaired €

<4— Date

Film no:
(In case of inquiry)

N atn
DA DE.%ﬁnomlal If impaired, Please take the Electrocardiograph(i>EX)
Cardiomegaly: [ £ & impaired @4 [OE% nomal

O £ % impairedn

3. REARFORR

Under medical treatment at present E’\(les (Conditions/particulars:
o
4. BRE{EAE
Past history : Please indicate with + or — and fill in the date ofrecovery for ( . . ). *If you have
Tuberculosis(fi#&#) ... . . ) Malaria(¥5')7).....d(. . ) Other communicable disease (ZDLDIEFSR).....LA(. . )
Epilepsy (TAAMA)...0( . ) Kidney disease (B fgi) ....A( . . ) Heart disease (DME) ....O( . . )
Diabetes ($EFRA) ... (. . ) Drug allergy (BEFI7LILEX—)....00( . . )  Psychosis(F##E)...0O( . . )

Functional disorder in extremities (LA D#EREES).....CD(. . )

5. & & Laboratory tests

# FR Urinalysis: glucose (), protein (), occult blood ()

ol im0
IRIL ESR: mm/Hr, WBC count: /cmm anemia
Hemoglobin: g/dl, GPT:

6. REMAPDE (FEHK -NAE)ITONT

O no medications, If the applicant is under a condition that requires continued monitoring, please give the details.

7. BESEMITHEMBER LN I —ITEBROMERILI-CEEHYET N ? HEHEITHNEERLA,
Have the applicant been under the care of a psychiatrist and/or counselor in the past 5 years? If yes, please explain.

No [, Yes If yes, Pleaseexplain:

8. CHEDHERE LE-REOHERMNMHLT RECBROKRZIRSCERIIHASISEDEBEbNFETN?

In view of the applicant's history and the above findings, do you think his/her health status is adequate to pursue studies in Japan?

O Yes, the applicant CAN participate in

O No, you can NOT participate in. If “No”, Please describe the reasons

If the above answer is "No" implying that the applicant is not adequate to pursue studies in Japan, please consult the international office at SIT.

B f: E4
Date: Signature:
EAEK 2

Physician's Name (Print):

BREMER S Office/Institution:
FrTEHh Address:
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