A3
HEHER T
CERTIFICATE OF HEALTH (to be completed by the examining physician)

HAGE XTI K 0 RIS RERR 5 2 &,
Please ﬁll out (PRINT/TYPE) in Japanese or English.

KA 0% Male AR H R
Name: R % Female Date of Birth: Age:
Family name, First name Middle name
1. Fikkd
Physical Examination
1y & E ik i
Height cm Weight kg
) i JE JilR{iA! +| Wk 0% regular
Blood pressure mm/Hg~ mm/Hg Blood type ABO|RH _ Pulse [AR% irregular
@) # N - )
Eyesight: (R) L) (R) L) BT R O LIE# normal
AR Without glasses f&1. With glasses or contact lenses Color blindness %% impaired
@ W A OIE% normal = # UIE# normal
Hearing: KT impaired Speech D% impaired

HEEE OIEICOVWT, Bl & XBREDOHKREATLA L TIEE Y, XEREDAMFHILAT L& (6 7 H UL LRTIOBAEITES), )
Please describe the results of physical and X-ray examinations of the applicant's chest x-rays (X-rays taken more than
6 months prior to this certification are NOT valid).

(IE% normal AU LIE% normal
Lungs 0% impaired Cardiomegaly: Of iimpaired
— Date RHEND DG
Bl

Film No. Electrocardiograph :0JFEH normal
D% impaired

Describe the condition of applicant's lungs.

3. BUERR T ORK [JYes (Conditions/particulars: )
Under medical treatment at present [INo

4. WHEAE
Past history : Please indicate with + or — and fill in the date of recovery
Tuberculosis...... oc .. ) Malaria....... oc . . ) Other communicable disease...... oc . . )
Epilepsy.....00( . . ) Kidney disease.....[J( . . ) Heart disease...... oc . . )
Diabetes...... O ) Drug allergy.......( . . ) Psychosis....[J( . . )

Functional dlsorder in extremities...... oc . .

5. ft 4 Laboratory tests

i JR Urinalysis: glucose (), protein (), occult blood ( )
Rk ESR: mm/hr, WBC count: /cmm #Ziim O
anemia

Hemoglobin: g/dl, GPT:

6. DWIEDOMGZR~NTIIZEN,

Please describe your impression.

AT E4
Date: Signature:
ST A M
Physician's Name (Print):
A HE R4
Office/Institution:
FTEHE

Address:




