A F R B
g e
fdt JE 75 W 24
HEALTH EVALUATION FORM 20234 4 F AZEH]
AN N
”””””””””””””””””””””””””””””””””” EFEHH "
E\‘. t Date of Birth F 1 HZE |
Applicant’s Name Year Month Date Age
BOoE ir BB
Present Address Telephone
DI, HAGEE 723 HEE CERAIN A L TL 2 &, The followings must be completed by a certified physician in either Japanese or English.
g E k&
Height em Weight ke
% () i URIE) .
# | Left (Corrected) Right (Corrected) I ) 5 s s ( )
Eyesight Hearing Zxr
( ) ( . ) Normal - Impaired
Fit & Describe the condition of applicant’s lung & ' El B + n 0 w
Albuminuria
S R oWofE| B
Urinalysis | Glucosuria| == + H it
I
-+
Occult Blood - + H it
M NI 32 5 NI R & N I 2N
B #H e QLAY ER S
WX i ;@%?Ifhﬁlﬁ b o abrommal
Chest X-ray Exam ease ¢ e'c 1 the app. 1cant has any .a no.rma
symptoms in the following systems: Digestive tract,
Cardiovascular, Respiratory, Nervous,
) and Locomotive.
i H H Date of X-ray Examination Other Findings | [] 4 No
H1% 4F- H H (A Yes (Describe in detail)
Direct Year Month Date
O] f# JFE  Normal
(] s O] SR L] S

i R

Remarks

Require observation

TSR, WMERA., BROVBEN 2 LD S581E, iz T AL ZE 0,

If this student has a medical condition that requires further detailed examination, please specify.
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