CERTIFICATE OF HEALTH f# FE &2 B &

[to be filled out by a physician ]
Fill out in English (Roman block capitals).

NAME OF APPLICANT SEX 143 AGE &% | DATE OF BIRTH £4 A H
HEAEK% M.B F.%X

PRESENT ADRESS BLOOD TYPE 1fni&E!
HIERT (Rh: +, —)

DIETARY RESTRICTIONS DUE TO RELIGIOUS OR PHYSICAL REASONS
REH RIS AEMEHTHIBIREELD

1.Height 8 & cm. Sit-Height EEE om. Weight AE kg.
Blood Pressure IffE : Sys. /Dia. mmHg Pulse Rate AR$A%K : /m OReg. Bk Olrreg. TEAk
Reflexes 4t: Pupil BEFL; CONormal, [JAbnormal Knee f&; CINormal, [CJAbnormal
Others it ( ) ; ONormal, [IAbnormal
Eyesight R4 Left & Right & | Color-Blindness &5 Hearing Bt 5:
without glasses Yes; ( ) | Left &;
(with glasses 4&1F) ( ) ( ) | No Right &;

2. Anamnesis BE{EfE:Please indicate with + or —

....Tuberculosis #£#% ....Malaria <> U7 ....0ther Communicable Diseases ZDhDIzLHR
....Rheumatism Jyary<F ....Epilepsy TAHA ....Kidney Disease Bligsm ....Liver Disease FFligm
....Asthma €A %< ....Cardiac Disease i ##% ....Diabetes #EfR%% ....Allergy 7L/ ¥—

3.Present Conditions IREEDIAER : Please indicate with +, if you find any disease or abnormality,
or with —, if not.

...Tonsils,Nose or Throat & - EME%E ....Heart or Blood Vessels iig - mMEDES
...Lungs or Respiratory System fifi - FEIRESRMDEE . ... Stomach or Digestive System B - jH{LBBRDEE
..Genito-Urinary System pREBZNDEE ..... Other Abdominal Organs =MD EH
..Brain or Nervous Systemfi - ##2MDE% ....Blood or Endocrine Systemmi® - S RNDEE
....Bones, Joints or Locomotor System & - BH&i - BBRDEE
. Skin g€ ....Venereal Disease t£%% ....Pregnancy T

..nervous or mental disorder EBHDEE

4. 1T you marked + to any of the above 2 and 3, please describe in detail each disease, and if the
applicant is physically handicapped, the abnormality or impairment. L5282 E1-1&3 Tl+15H25A1L.
BROFERITOUVTEEL CEEALTL 230N, Fi, HEED BN TIEEEF > CUL\DIEE. TOEML. FBEICDOUVTEEAL T ZELY,

5.Describe in full on conditions of applicant’ s lungs: (including the result of Chest X-ray
examination and its date) HEEDWHEEDHREIZDVTRALTLEE W, XEBEOREREBMZDLTHE
ALTLEELY,

6. In your opinion, the applicant’ s health and physical conditions are: (Please check)
Excel lent Good Fair Poor

7. In your opinion, the applicant is physically able to go abroad for study: (Please check)
Yes No

NAME & TITLE OF PHYSICIAN (Please print)
ADDRESS

SIGNATURE

DATE

day month year




