HIROSHIMA UNIVERSITY OF ECONOMICS, SHORT-TERM EXCHANGE PROGRAM
CERTIFICATE OF HEALTH (to be filled out by physician)

K 4 0% Male AXESyENE =
Name in full O#% Female Date of birth: Nationality:
BT
Address:
1. &K (Height) cm, {AE (Weight) kg

1277 (Eyesight)

PR (Without glasses) / #&IE (With glasses) 77 (Hearing) fa4# (Color-blindness)
4 (Right) / 45 (Right) TE% (Normal) =« e+ O
/2 (Left) / /2 (Left) B (Abnormal) <+ - (0

2. BHHEICOWT, HAEAITTF = v 700, TORERFOERZTZALTTFEW,

History of past illness:(if any, indicate it with your age of contraction.)

il B O k(Age)
Tuberculosis

Thhi O 5k(Age)
Epilepsy

BEOR W O i (Age)

Deabetes

~Z7U7 O 5%(Age)
Malaria

BB O 5% (Age)
Kidney diseases
TLAX— O p(Age)
Allergy

Va—<F O j%(Age)
Rheumatic fever

Ol e B O % (Age)
Cardiac diseases

Z OO RGEE O i (Age)

Other communicable diseases

3LBUE, R BIET =y 7 LTREY,

Present condition: (if any, please indicate.)

FRBRIR, S SV e e e e O
Tonsils, Nose or Throat
WAPRAEGE I e e eeeeeeenes O
Genito—-Urinary System

il ST T e e v eeeeees 0
Lungs or Respiratory System
Z DO PIRELET o v vveveeee 0

Other Abdominal Organs

'[}N)@Xlilﬁl% .............. %Xﬂi{ﬁflﬁ%&'ﬁ ............. O
Heart or Blood Vessels Stomach or Digestive System
ST e v eveeeee e IR B E A op A =R R, O
Brain or Nervous System Blood or Endocrine System
¢g\g§§ﬁ;z¢iﬁ§§b%§§§ ....... EE Eg ..................... O
Bones, Joints or Locomotor System Skin

4. T 7 AIRE Chest X-ray examination

&  FE---0 Normal
gHiE2---[J to be rechecked

BEEEER- - -[] Require medical treatment
HREAEA H Date of examination

AT

(Describe the condition of applicant’s lungs)

o1

DB ORI, AAORFRGIIRDTEY T
»5,

I diagnose that the applicant’s health
and physical conditions are;

#®..-0 Be--d wWeeeOd AAe--0

Excellent  Good Fair Poor

6. RADREFERILIL A AF AR 20
E 90,
Do you think the applicant’s condition
is good enough for him/her to study in

7. Z OMFFFEHIE  Any other remarks;

Japan ?
Teeeens 0 NIRRT 0
Yes No

W ORER LRLOM Y FHERW T L E2REHT 5,
I hereby certify the above diagnosis

ZWHEH A
Date:

5 4

Physician’ s signature:
J39 4

Physician’ s name:

fF i

Physician’ s address:




