2 HE CERTIFICATE OF HEALTH

ERPEE Instruction
(EERICREALTESS L, - to be completed by the examining physician.
- BARFENIFHEFEICLYBEBICREIMTEIE, - Please fill out (PRINT/TYPE) in Japanese or English.
K%
a %  Surname % Given name SRIVR=L  Middle name
TR O % Male +£FAA F A B | B
Gender 0 % Female Date of Birth yyyy mm dd Nationality
1. SFRE
Physical examination
o83 *E
Height cm Weight k9
2. MIEREERSRU XRE
Physical and X-ray examinations of the chest
BIBRXHRAT R RZFEAR 3 R B
Describe the condition of lungs. Date of X-ray yyyy mm dd
(1) [0 IE% Normal
Lungs O £% Impaired
(2)D i [0 IE% Normal
Cardiomegaly O £% Impaired
BEENHZH5E=>0ER O E% Normal
If impaired = Electrocardiograph [ 2% Impaired

MUELINICEMELPPDEEBIGRARE (BRZOMBRKRE) OFR. BEL-LSSRMBXRISEIER, RERQ -BREUTICRALTES,
(X-ray, PPD, IGRADS5, WSNA— DDIRERERNHE)

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
(The results of PPD or IGRA are alternative for those who cannot take X-ray examination).

CIPPD CIIGRA REFAH £ A B
[CINegative [OlPositive Date of examination yyyy mm dd
3. RERBEHOFR .
0 # No [ & VYes &% Disease
Disease currently being treated
SEiRREHA/iR R R SEiRRFHA/ia R R
4. BRTEEE g g
. . (%4 Date of recovery (%4 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- EHTLIF-
TUIVX-OFE
Food allegy Drug allergy
BYTLIF- ZOfTLILF-
Please indicate if the applicant has any allegies.
Animal allegy Other allergy
. MZ  Measles Date of Recovery./Immunization B Rubella Date of Recovery,/Immunization
BPEBREDREICONT . .
[OYes [ONo [DVaccinated [OYes [INo [DVaccinated
Record of infectious deseases and TATHE THRA  Mumps Date of Recovery./ Immunization K& Varicella Date of Recovery./ Immunization
niiniza sor [lYes [ONo [Vaccinated [lYes [ONo [Vaccinated

5. EMOBE-BR

Physician's impression of the applicant’s health

AR - BREOBEUNHNIEZOETRBA TN,

Please fill in if the applicant needs regular medication or treatment.

O [ YES

MBI TRWIRBTOWWRICFIYILTESW, [RWICFIYIABRWNES, K%
MR ORI PIEREEFZ2 BN E T3 HHYET, 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.

6. FADOBIHEE, B8 REOEEISHIEL T REOCRROKREFSC B S
FETOEZLMII550LBHONETH ? In view of the person's Date
history and the above findings, is it your observation that his/her EEEA
health status is adequate to pursue studies at ASU? Physician’s Signature
REMRS

O Wiz NO

Office/Institution

FRTEHE
Address




	Certificate of Health

