CERTIFICATE OF HEALTH E § ?’1) ﬁ % [7his form has to be filled out by a physician. ]

Name of Applicant: Sex ™5l | Age % | Date of Birth £ A H:
HiEEK4A: MEB F%x / /
Present Address: Blood Type m&E :
BERR: A B O ABRh + -)
Dietary Restrictions due to Religious or Physical Reasons :
REMIIEARNIBHTHRIREERLOD:

Height BE& cm Weight #E&E kg
Blood Pressure mME Pulse Rate ARria%k COReg. ARk
Sys. __ /Dia. mrHg /m Olrreg. FEMR
Reflexes &t Pupil &&F.: ONormal, CAbnormal Knee [: ONormal, OAbnormal
Others i ( ): [ONormal, OAbnormal

Eyesight #4: Left &£ / Right & Color-Blindness &5 Hearing &4

without glasses / Yes ( ) Left &

(with glasses $&1F) ( ) /( ) No Right &

1. Anamnesis BEfE%E:

(Indicate with “+” , if you find any disease or abnormality, or with “” , if not.)
Tuberculosis ## Malaria <357 Other Communicable Diseases #thDIzH5H
Rheumatism Yro<F Liver Disease RMFfisifm Epilepsy TAMA
Asthma FAZL Cardiac Disease iMgf® Allergy 7LIIL¥—

Diabetes #EfR%A Kidney Disease EW#% Nervous or Mental Disorder ¥s#DEE
2.Present Conditions IRTEDEE : ( “+” , for any disease or abnormality, “”, if not any.)
Skin KIS Venereal Disease 4% Pregnancy &

Stomach or Digestive System Lungs or Respiratory System Bones, Joints or Locomotor
B - HEHRR fifi - FRORES R System & - B8&i - EFFR
Tonsils, Nose or Throat Genitourinary System Other Abdominal Organs
nNE-2 PATEED DM W

Heart or Blood Vessels Brain or Nervous System Blood or Endocrine System
D - E i - #EER M - 5%k

Nervous or Mental Disorder #E#HOESE

3. If you marked “+” to any of the above 1& 2, please describe each disease in detail (please use
the back side of this sheet), and if the applicant is physically handicapped, describe the abnormal ity
or impairment. EEE 12T +" HHIGAICITBIERDERE, Fi-. HEEICHHNERNHSIES, TOEM - F=2EITOLT,
COMRDRE ~ SFRA L 1EELY,

4. Chest X-ray examination MIERX#iRE:
DATE of the examination ®EH conditions of applicant’ s lungs MIERODIKEE
/ / (Day/Month/Year) ONormal, OAbnormal ( )

5. The applicant’ s health, physical and mental conditions are:
(Please check) OExcel lent OGood OFair OPoor

6. Is the applicant physically and mentally fit to go abroad for study and travel?
(Please check) OYes ONo

NAME & TITLE OF PHYSICIAN (xPlease print)
ADDRESS

SIGNATURE DATE (Day/Month/Year) / /

*xHABEERE U A —TCEALEHFAEEZHL(HERL. EBMERANE C-BEERHTITERVZLET,
In case the Japan Foundation Japanese Language Institute, Kansai (hereinafter referred to as "the
Institute”) has any additional question
on this sheet, officer in charge of your country would contact the applicant or the doctor.




“,»”

3. If you marked “+” to any of the above 1& 2, please describe each disease in detail, and
if the applicant is physically handicapped, describe the abnormal ity or impairment.

LR 12T +" AHHBEICITHERDFHIE. T, FESICHEENHOIFS, TORML - FBEOLY
T, TBOAZRALESLY,

If the applicant has any allergy or any anamnesis; F UL —OBREELRHSHE
® Will the applicant bring medicines for emergency? BESEIEEHFESLETHI?

OYes ( ) ONo

® Which medical department do we need to take him/her, in case allergic reaction occurs?
(In this case it is NOT covered by our overseas travel insurance.)
FULX—RIEMNH oL &, MHEFELEZLVTTHI?
(BEEEE (BN RITREEORM RN TT)

® First aid / dealing in case of emergency (if any): &SLREOEOGALE - xH0E .

® Any notice or advice for safe stay in Japan; RELBAXREBED-HDEER -7 /1 X
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BTO £< nE fﬁ«é_wraessﬁw BROND BB T BRDNBIZALTHES,

1IE&H L Yy s
ﬁ’ifoh&b\ BmelE. ﬁ&emm\ BAHIZAL TS,

Check if you can eat items below. If you cannot eat something, let us know the reason as

well.

1=
f= ﬁ&Em.f.il,\

BR5h3 Lh5=55 f-
FLIIL¥— R # &5l 0 #h

Fp31<

4B Beef

Sl

B Pork

EYiz<
22PJ Chicken

IHE
# Fish

Z U Shrimp

SV D

Al & o R—TFPY—X

Soup or sauce made from fish

ALY
B Shellfish

f=FD
B Eeg

125 EVVA
2.8 & Dairy Products

Y&s5Y o

HE(Z FES5T7ILI-L
Cooking Sake

FRAR
BB DIFRX Pork extract

ZDENIZ BEROAEVLOHBIIZ. BR WO 2L BEE BULTHAD,

If you have any other things you cannot eat, write down the name of food and the reason.

Bl AHhERA(FLILX—) Ex) Squid and octopus (Allergic)

2. RybDFo4—H

UTORY (M) OLENMNTEFLGLDIEHYET M ? OZFL TS, BICHEWNMEES .
WATTELIIZOZDIFTTLEELY, Please circle the following animals you do not like or are

allergic to. Mark “None,” if you have no restrictions.

PN U] 5 Z D1 ( ) EL

Dog Cat Bird Anything else (Please specify) None
hE AT

ok :0)7/’7 N /‘k —LEDyk %”C SEITLET,

£ LEWTFA

CCITE b\er'CL\&L\ ﬁﬁﬂﬁ%ﬂlﬁ( & ﬁr"f%iﬂ'/\;wf ’Iab'C?/’T—H_ 7L'C<1L'él,\
**x This questionnaire will be used for Home Visit and/or other programs.
Please carefully check the sheet and let us know all the food restrictions you have.




BEABRZFOEY FNZONTOREE

Acceptance form concerning personal information

R Z OREFEZErER L OFAORFFE RELT RNCRPE Ny FOT 7 — MIDOWT, KHIZHZ-
T O Ffe = 0K H 1% OB L REEIC LR GA | WHEW /18RS, BUFBIFRHEEIIZH2 483213,
UTOEXZ EICTRARUET2HGE0/HLZ 28R, AL ET,

- fEERZ W E

EREME, RSt MEIMNRATREBIIA R OSHAN D72 9)

B Ly NOT o — |

MHEFORA N7 7 IV — BfFEic

I understand and agree to provide “Certificate of Health”, its” information on my health, and “Questionnaire on dietary
restrictions and pets” to the Institute, and give my consent for the Institute to share such information with institutions
cooperating with the training program and government agencies as well as to the following individuals and institutions,
for the purpose of carrying out procedures for entering Japan and maintaining health and safety, if necessary.

- “Certificate of Health”
Medical specialists, insurance company (for applying for, and receiving payouts from, insurance)

- Questionnaire on dietary restrictions and pets
Host families, individuals and institutions organizing meals during the program

ZINEEL
Signature of participant

HfF: 2023/ /
Date YY/ MM / DD

(20 AT DY &) BIHEE TRIEREA KA ¢

(If under 20 years of age)Name of legal guardian/ legally authorized representative :

&4
Signature:
HfF: 2023/ /

Date YY/ MM / DD



	ADDRESS                                                                                    　　 
	SIGNATURE                                        　DATE (Day/Month/Year)   　  /      /   　　   

