CERTIFICATE OF HEALTH & fE 52 My =
[7his form has to be filled out by a physician. ]

Please fill out this form in English (in Roman block capitals).

NAME OF APPLICANT SEX 143 AGE =% | DATE OF BIRTH £4AH
HEEKA M5B F.x

PRESENT ADRESS BLOOD TYPE ifnj&%!
WIEFT (Rh: +, — )

DIETARY RESTRICTIONS DUE TO RELIGIOUS OR PHYSICAL REASONS
REHRISENEHTHIBIREELD

1.Height & cm. Sit-Height fEx cm. Weight A& kg.
Blood Pressure m/E:Sys. /Dia. mmHg Pulse Rate AR$A%% : /m OReg. Ak Olrreg. FEAR
Reflexes s&f: Pupil %L, ONormal, ClAbnormal Knee f&; CINormal, [CJAbnormal
Others #h ( ) ONormal, [CJAbnormal
Eyesight R4 Left & Right & | Color-Blindness &£5: Hearing BEh:
without glasses Yes; ( ) | Left &;
(with glasses 4&1E) ( ) ( ) | No Right &;

2. Anamnesis BXfE%E :Please indicate with + or —

....Tuberculosis ## ....Malaria =517 ....0ther Communicable Diseases =DM i=LH
....Rheumatism )y ao<F ... .Epilepsy TAMA ....Kidney Disease Bfigm ....Liver Disease iFigsm
....Asthma A%< ....Cardiac Disease iM#f®m ....Diabetes #ER% ....Allergy 7L/ ¥—

3. Present Conditions IRTEM{AEE : Please indicate with +, if you find any disease or abnormality,
or with —, if not.

.. Tonsils, Nose or Throat & - &MEE ... .Heart or Blood Vessels i - MEBENDEE
...Lungs or Respiratory Systemffi - iEIRESZDER ....Stomach or Digestive System B - JHILBRDOEE
..Genito-Urinary System iiREBZOEE ..... Other Abdominal Organs Z®thMEDEE

..Brain or Nervous System i - ##Z&NDEH ....Blood or Endocrine System Mm% - SMHHRDEE
...Bones, Joints or Locomotor System & - B9%f - EHRDEHE

. Skin g ....Venereal Disease t£5% ....Pregnancy iFi&

..nhervous or mental disorder #E®HDEE

4. If you marked + to any of the above 2 and 3, please describe in detail each disease, and if the
applicant is physically handicapped, the abnormality or impairment. _E&22 F/-&3 Tl+1AH2EE1E
BROFERITOUTEEL CEEALTL 230N, Fiz, BHEED BRI IEEEF > CL\DIEE. TOEML. FBEICDOUVTEEAL T ZElY,

b.Describe in full on conditions of applicant’ s lungs: (including the result of Chest X-ray
examination and its date) HEZEOMIMEEDEEICOVTRALTLEEL, X #EZORRE LSBT
SEEALTLESELY,

DATE (Day/Month/Year) of the examination
6. In your opinion, the applicant’ s health, physical and mental conditions are: (Please check)
Excellent Good Fair Poor

7. In your opinion, the applicant is physically and mentally fit to go abroad for study and
travel: (Please check)
Yes No

NAME & TITLE OF PHYSICIAN (*Please print)
ADDRESS

SIGNATURE

DATE (Day/Month/Year)




