RMEFRKT BRZEIASE
Kyoto Sangyo University CERTIFICATE OF HEALTH

*To be completed within 6 months prior to planned arrival in Japan
*To be complete in either ENGLISH or JAPANESE _ONLY

HEEEK® Name of Applicant Al Sex | £&FHAB Date of Birth FH#h Age
/ /
Month Day Year

J{XFT Present Address

Telephone E-mail
&K Height ®_A  Vision
cm #RBE  Correcting lenses not required
{AE Weight ¥&IE  Uses correcting lenses
kg A Right
EEH Hearing E Left
A Right i Left

HIEEX#RBE Chest X-ray Examination

gl 5. BEMENHNIIEFIMZEFHT LT ZE LY, Where possible, films should be submitted to KSU only in the case of abnormalities
being present.

w324 A B Date of Examination fEl#E Indirect - TE#% Direct

/ / FrR Findings

Month Day Year

&R Urinalysis &H Albuminuria ( ) #&Glycosuria ( ) &Il Occult Blood ( )

FHEEERE Previous lliness

Does the applicant live with any physical or learning disabilities? If yes, please provide details
AN GHEY, FENEEFEHY FIH. HnE, FHELZAL TS,

Is the applicant registered with or known to live with any form of mental illness
BRNEEZEHY EFIh?2hHniE, EHEELZALTI LS

Yes( )No( )

If yes, please provide details:

ZFDihFstEIE Other Remarks

BB Date examination (Year Month Day) / /
EEfi# Name of Physician (Type or Print) EEEL R URTEH Name and Address of Medical Facility

EffiZE 4 Signature of Physician




