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7- Saghk Formu

- Orijinal belge mutlaka islak imzali ve doktor kaseli olmalidir.

Saglik formu, ingilizce ya da Japonca doldurulmasi ve iizerinde imza ve kase bulunmasi kosuluyla
her_tiirlii saghk kurumunda doldurulabilir. Kullanilacak baska bir saglik raporu formu gegerli

olmayacaktir.

Akciger filmi vb gibi test sonuglarini eklemeyiniz.

Gozluklii ve gozliuksliz olarak gorme derecesi mutlaka belirtilmelidir. Hicbir gorme bozuklugunuz
olmasa dahi gorme derecenizin islenmesi gerekmektedir.

-

Saglik formunda 7. Sorunun mutlaka isaretlenmi

4. Maddede
sorulan hastaliklari
gecirmediyseniz
hastaliklarin
yanindaki kutulara
herhangi bir v
isaretleme
yapilmamalidir,

Yalniz «kNone»
kutusu Vv
isaretlenmelidir.

Gergirdiyseniz
soldaki kutu v
isaretlenmelidir
ve sagdaki stutuna
iyilesme tarihi ya
da tedavinin
surdigu
yazilmahdir.

olmasi

PEFRECHRE (20224 M)

erekmektedir. Liitfen bo

birakmayiniz.

CERTIFICATE OF HEALTH (for ‘2022)

(EERCEBALTESICE) to be y the ex phy :
BAEBRITRECLDBRCERIZL. Please fill out (PRINT/TYPE) in Japanese or English.
K& |
oo Sumame ¥ Given name Middle name EFJI«*-A
2 Male
Gender 1 3% Female Date of Birth YYYY mm dd
iPh sical examination S
o Ml Wei b kg
R ~ [ DA 0B [AB [0 |CIRH+CIRH—
Blood pressure k) Wb Blood I
[BLiEE T % Reguiar ) {0 07 1E% Normal
Pulse (1 A% Imeqular Color blindness (W] §§ Impaired
(a) (¢ (8) [} Normpl
(6) Without glasses  (R) L) Hear 0 §§ Impaired
Eyesight | (%) Q) =58 [m] Normal
With glasses or contact lenses ;{) L) Speech [] 8% Impaired

. X 67
Physical and X-ray examinations of the chest (within six months?

e Daloof X y iR
| Describe the condition of lungs. | Date of X-ra Yy mm
I4IVLE=S
Film No.
[0 T 1Ewm Nomal
Lungs [0 8% Impaired
(Z)Ih\k [] E#; Normal
Cardiomegaly .| ST 0B Impaired
“"5‘#73&"{@%‘:&&&1 7 IE® "Nomal
If impaired=>Electrocardiograph [ Impaired
> [0} = i :
Disea! ntly being treated %No D # Y:sm X }S@. Disgesd =T
4. o v i ﬁm v ksl g;e of reéovery
Past iliness/disorder ' 8 Name funder tipatment] Y Name Junder treatment
H= 9 200l F VLA #51% X3U7
[ABPERA, WThEESL Tuberculosis Mataria o
RMBERTMELICFIYVITRC EOMRSIE TADA
¥, Other disease \Epilepsy V]
Please check and fill in the date of BRE ht\?ﬁ.‘ﬁ
Y. treatment. Kidney disease Bty iHeart disease G0 Gl
If NOT contracted any of them in the YRR FRI7LIVF—
[Pagf, please check “None'. Diabetes Drug allergy mo: ) ]
‘/\ ‘ i i Functional disorder in the
i i None Psychosis »\_ {ewﬁ o
33
Laboratory tests
] T
Urinalysis: lucose rotei : | _ocoultblood |
Aven ESR WBC count_| femm) _ Hemoglobin 94 Aremia |
" W/ 1
< () Qur 1) (AST) (VAP Y-GTP Qur 1)
6. EFORE-BR
Physician's impression of the applicant's health
BEEAR- REEOB BN BNETDETIA T,
Please fill in if the applicant needs regular medication or treatment.
7. Inview of the applicant's history and the above findings, is Bfd
it your observation that his/her health status is adequate to Date
ipursue studies in Japan? R ;| EREA
FEOREORRBAACMLIMAISEOLBONETN ? Physician's Signature
REERE
o YES (1L O NO Wz) Office/Institution
% Please be sure to check either "YES" or "NO". If you do not el
icheck "YES", the Embassy will NOT accept the application. Address
BITHLIREVDZIFoyILTSEE, TEOIEF oo A ENEE, KRR
EARER A,




