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CERTIFICATE OF HEALTH (to be filled out by physician)

FOREBRR

Tokyo International University

K4 0% Male  /:4EH A [
Full Name: ] ﬁ Female Date of birth: Nationality:
BEAT
Present address:
1. & (Height) cm, {FHE (Weight) kg

117) (Eyesight)

#AR  (Without glasses)

&1E (With glasses)

B8/ (Hearing)

448 (Color-blindness)

7= (Left) /s 7e (Left) 1EH (Normal) «eeeee 0
% (Right) / % (Right) A% (Abnormal) oo L]
2. BHFREIZONWT, $AGEAET =y 7UL, TORBIROFERMETAL TIIEEN,
Historv of past illness: (if anv. indicate it with vour age of contraction.)
i 'S4 L] Wk (Age) ~Z7 U7 L] 7% (Age) Va—<F L] % (Age)
Tuberculosis Malaria Rheumatic fever
Thh ] % (Age) B OR R ] % (Age) O i = A ] % (Age)
Epilepsy Kidney diseases Cardiac diseases
¥ IR IR L] % (Age) T LILX— L] 7% (Age) Z DO OAR YRR B [] Wk (Age)
Diabetes Allergy Other communicable diseases
3. BE., WENONIETF = v 7 LTLIZE W, 4, T 7 A Chest X-ray examination:
Present condition: (if any, indicate it.)
S N 1
I B ] O S LA e n f& g [ Norma
Tonsils, Nose or Throat Heart or Blood Vessels FgE  [] rtoberechecked Q Q
A L7 R ] WALR A T e ] wE [ izqt:;f:nftmdical
Stomach or Digestive System Genito-Urinary System A
BT EAR o O g dmsnss- O A A
T FRELTT NS = . . .
Brain or Nervous System Blood or Endocrine System Date of examination
QT ) T SR O B, B Es - O D e the condition of anslicante lunc)
Lungs or Respiratory System Bones, Joints or Locomotor System escribe the condition of applicant’s lungs
F DM PR R v eveeereenees ] R Fé.; ........................... ]
Other Abdominal Organs Skin
5. ZWrORER., RANDOREEIRBIZROMEY TH 5,
I diagnose that the applicant’s health and physical conditions are:
{E ......... |:| EI< ......... D ﬂ‘ ......... |:| Z: ﬂ‘ ......... D
Excellent Good Fair Poor
Z DO FFRL A
Any other remarks:
DM ORE R LILOBOFERNZEEFE T2, WA H
I hereby certify the above diagnosis. Date:
FITTE
Physician’s address:
=i iEaEd
Name of Clinic/Hospital
7% fifi
%= Fili I 44 =

Physician’s name:






