Form 2

HEALTH CERTIFICATE
R 2 W E
Full Name: Date of Birth:
(K&44) (EFEHAR) Year / Month / Day

To the student ShnZ4E~) :

Please answer the questions below by O (circling) “Yes” or “No”, before submitting to a
physician for your physical examination. (fHEz K =il FEIATS RIS TR0k ICELWFnaF =L
TLEEN, )

1. What diseases, illnesses, or injuries have you had in the past E ]
five years? (i ESEMICH D TR HDHWIIEIR DA Z TN TS,

2. Do you have any allergies to foods, plants, or animals? Yes / No
(&W, BT LA —1ZH0ET A, )

3. Have you ever had an adverse reaction to medication? Yes / No

GRICHLTT LA =13 ET 0 )
4. Are you currently taking any medication? (H1e. s 3afkA T ET 72 ) Yes / No

To the physician (EEiof~) :

Please review the applicant’s medical history and complete the form below, providing details of
any medical concerns or issues. (B# O - (5 E L BT > THBBET, ZFEALIZSN, )
Please circle “Yes” or “No” for each item as appropriate, and describe any concerns or issues in

detail in English. (%5 H 2o + 75— P o THA TSN, UIMFT R HLIUTHFETREL B EEL
7230, )

Are there any If “Yes,” describe the concerns/issues in detail (in
medical concerns English).
or issues? (R _EPTABRHAIULFLAL TZEWY)
(FTR.HY 72L)
1. | Head / Ears / Nose / Throat Yes / No
(B H &,/ ")
2. | Respiratory (FEU#F) Yes / No
3. | Cardiovascular (:U:iigh,1fL %) Yes / No
4. | Eyes (H) Yes / No
5. | Genitourinary (WAJRAEFESS) Yes / No
6. | Musculoskeletal (55,8 Yes / No
7. | Metabolic / Endocrine (35}, 23%) Yes / No
8. | Neuropsychiatric, including learning Yes / No
disabilities (FRFEAFIR, /A8 FRE R
)
9. | Skin (F2J&) Yes / No
10 | Other concerns / issues

After reviewing the applicant’s medical history and physical condition, I believe the applicant to
be in good physical and mental health, free of any chronic conditions, disorders, or contagious
diseases, and capable physically and mentally of completing a one or two semester term of study

at Kyoto University.
(BE OIFIELRERERREZ TR R, FMT ERROF D, PIEIICH RSB IERE T, R, Y, F RO RFHES,
SR, 252010 R BT DO IRV EHEE L ET, )

Date (2T H)
Institution/Clinic (=R 4, )

e SR Iz = R
I ~7)i’\%lf]"“

Official Stamp of Institution/Clinic



Address (FT{EH#N)

el/fax/e-mail:

Name of Physician (FERREA4)

Signature (544)




