Aichi Shukutoku University

SR
f2RECHTE CERTIFICATE OF HEALTH
EREE Instruction
‘ERRICREALTESSZE, - to be completed by the examining physician.
- BAEXISEECKYRBRICEEHTEIL, - Please fill out (PRINT/TYPE) in Japanese or English.
K4
Name #  Surname % Given name SPV*—L  Middle name
TR O B% Male +£AH sk
Gender O %z Female Date of Birth yyyy /mm /dd Nationality
1. BFRE
Physical examination
R *E
cm kg
Height Weight
2. MBS RU XRIRE
Physical and X-ray examinations of the chest
BIERXHRAT R ma A B
Describe the condition of lungs. Date of X-ray yyyy /mm /dd
(MAs J IE%¥ Normal
Lungs O £% Impaired
(2)/CA i 0 IE® Normal
Cardiomegaly O £% Impaired
BEENHHE>0ER [J IEE Normal
If impaired = Electrocardiograph O £% Impaired
MNELANCERELLPPDELFIGRARE (BZOMRIRE) DR, BIELIB5EFRIXRE R, RER -HEREUTICRHBLWESL,
Chest X-ray can be omitted if the result of an examination for PPD or IGRA (TB blood test) whthin one year are negative. Please indicate the date and results of the examination below.
PPD [INegative [JPositive REFAR
IGRA [CINegative [Positive Date of examination yyyy /mm /dd
3. BEREHRORR
= 0 # No [ A VYes %% Disease
Disease currently being treated
n STREFH/ A& STREFH/ A&
4. BRfEE v Gk Date of recovery v Gk Date of recovery
Past illness/disorder Name Name
/under treatment /under treatment
&L
Please indicate the name of the desease and None
recovery date (or under treatment) if any.
. BYTLIF- BRI F-
TUIL¥-0FE
Food allegy Drug allegy
B;YTLIF- ZOMTLIVF-
Please indicate if the applicant has any allegies.
Animal allegy Other allegy
R . R  Measles Date of Recovery,/Immunization JA¥% Rubella Date of Recovery,/Immunization
RFAEBEDFEICONT
ClYes [ONo [Vaccinated [ClYes [ONo [Vaccinated
Record of infectious deseases and TITHE TR Mumps Date of Recovery,/Immunization JKJE Varicella Date of Recovery,/Immunization
TR FE e CYes [ONo [DVaccinated CYes [ONo [DVaccinated

5. EMMOZH-BR

Physician's impression of the applicant’s health

MR AR - EOLBEMAHNEZOETTRA TV,
Please fill in if the applicant needs regular medication or treatment.

6. AADBIERE, LR -REOKERNSHEILT, REVRROIKRISFTERIC
EETOBRICWAIZ2EOEBONETHN ? In view of the person's
history and the above findings, is it your observation that his/her
health status is adequate to pursue studies at ASU?

[0 EW YES 0wz NO
MBI TRV REMWWRCFIYIUTER W, [RWICFIYIFBNVES, KE
FEZOPIEPIEREZEFE RGBS TEIILHHYET, Please be sure to
check either "YES" or "NO". If "YES" is not checked, ASU may request or
advice the student to cancel or reschedule the plan to study at ASU.

BT
Date

ERIE %

Physician's Signature

IREHERR
Office/Institution

FRTEHL
Address
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