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Note 1) to be completed by physician.
12) ZWHEA A6 AUHNO L DIZIRD
Note 2) The diagnosis date limits it to the thing within six months.
E3) PRREBERY: (AARGEIRET) OEEEIT. APRITOMHEEZIIARE TR L2 R TH A
Note 3) For students enrolled in Heisei International University (including the Japanese Language Course),

a certificate issued by the university or a medical examination result taken at the university is acceptable.

O % /Male
4 /Full Name: i/ Age: W [ Z¢/Female
A4E A H /Date of birth: AE(Y) () H((D)  [E%E/Nationnality:
Z Wr IH H / Diagnostic items
B 5 {Kfi 4 /Physical examination
& /Height: cm {KE/Weight: kg
fil71/Eyesight: 45 (R) 7e (L) {45 s DA #E /Collar blindness
PRAR/Without glasses 0 E%"/Normal
+®) (D) "
M1E/With glasses or contact lenses O /EIEI%/AbHOTmal
H&7)/Hearing: 745 (R) 72 (L)
BYEHEICOWT, HELEEIEFT =y 780, TORBREOFEREZFTLALTIE I,
History of past illness : (if any, indicate it with your age of contraction.)
Fr 0 ~Z U7 0 Vavu~<F O
TLTberculosis ﬂ Malaria ﬂ Rheumatic fever ﬂ
TAhA O i~ R O . (B R O -
Epilepsy "%E/Age kidney diseases "%E/Age Cardiac diseases @/Age
VR T LL¥— Z D OARYE
fiﬂbetes = ﬂ Allergy - ﬂ Other commumcﬂaﬁ\e dis}e\ﬂses O ﬂ
BIE, FEBAHNET = v 7L TLIZEN, W X ###A /Chest X-ray examination
Present condition : (if any, indicate it .)
£ ) £ pY O f&EE/Normal
JRPERR, B O TN [-3"Q = 41| K= SEETRLERTRLREE O
Tonsils, Nose or Throat Heart or Blood Vessels O g&ﬁ%—%‘/to be rechecked
%X‘i{‘ﬁ,ﬂ:%&"g’ ............ 0 w)ﬁ{izjﬁ%&ﬁ ............... 0 0 g@yﬁ/}?equire medical
Stomach or Digestive System Genito—Urinary System treatmennt
JIb S XA AR e O MR XL W - O
Brain or Nervous System Blood or Endocrine System E'%’,éﬁiﬂ H/Date of examination
il AL R e O B, BfETEDSAE - O A (Y) A ) A (D)
Lungs or Respiratory System Bones, Joints or Locomotor System
2 DORPIRER T e 0 REJ vvvvereeeeeen i 0 Pl /Describe the condition of applicant’s lungs
Other Abdominal Organs Skin [ ]
W2 OFER, RAORFIREIZRD LB D TT,
I diagnose that applicant’s health and physical cinditions are :
@ ......... O Fleveeeeens O ] ERRRREEES O NI O
Excellent Good Fair Poor
X Z DAL EEIE/Any other remarks

B ORR EFLO & BV ABER N L ZFEHWZ LE T,
I hereby certify the above diagnosis to be true. W% A B /Date of diagnosis: A (Y) H o) A (D)

FITEH/Address:

[EEM% R4, /Name of Hospital:

N
[l 4 /Physician’ s name:




