RIS (EMMEADIL)
CERTIFICATE OF HEALTH (to be filed out by physician)

OB Male £ HH E%%
K4 O% Female Date of Birth Nationality
Name
Ed7
Address
1 B & (Height) : cm {AE (Weight) : kg MIE (Girth of Chest): cn
Sl (Eyesight) :
*%EE (Without glasses) / %EIE (With glasses) Hfﬁj] (Hearing)
7 (Left) / Z (Left)
£ (Right) / £ (Right)

2 BMEROVLWTHAHZEAEFy/0OL. EDFEBHZILALTFELY,

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

= O % (Age) <37 O % (Age)
Tuberculosis Malaria
TADA O % (Age) BEERE O i% (Age)
Epilepsy Kidney disea:
MERZE O % (Age) FLILX— O % (Age)
Diabetes Allergy
)a—<F 0O % (Age) DR O % (Age)
Rheumatism Cardiac disease
TOMDIEERESRE O % (Age)
Other Communicable diseases

SHAERSKMAONIETFYIL TS,
Present condition (if any, indicate it with your age of contractions)
AR . & XIH O DX (M E O
Tonsil,Nose, or Throat Heart or Blood Vessel
BXILHILRE O AR SE RS |
Stomach of Digestive System Wrogenital System
i 2 [ e R O mEXIEIAD WIE |
Brain or Nervous System Blood or Endocrine System
FhlEORIEEFIRZRE O B. BAEXITESRE O
Lung or Resporatory System Bones,Joints or Locomotor System
TOMRNERE O KE O
Other Abdominal Organs Skin

4 TYYRERRE
Chest X—ray Examination
{EJ% """ ONormal Fﬁ'ﬁ.
EEE e OTo be rechecked Describe the condition of applicant's lungs
HEER e ORequires medical treatment
mecEAE
Date of examination

F A S|

Y M D

5 E?&ﬁ@ﬁl:%s KA@{EE#*?RH:*X@EUT%%O 6%0)1111, Any other remarks:

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

' O R 0O @& O F 7 O

Excellent Good Fair Poor

ZHOER. LEOBYMHEEWVGEWIEZIIRAT 5,
I hereby certify the above diagnosis to be true

EF/Rr

Physician’ s address

K4

Physician’s name

%

Physician’s Signature

ZHTER

Date
SENDAI IKUEI GAKUEN



