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RIKKYO UNIVERSITY SHORT-TERM INTENSIVE JAPANESE PROGRAM

CERTIFICATE OF HEALTH

PART A: 2450 A# To be completed by the student

K % Namein full

. O B Male
4 4 A | Date of birth / / O % Female
(% year) (B month) (B day)
IH{EFR Current address
. B {t / /
S t
®%& Signature Date (£ year) (R month) (B day)

1. BE: BEICENLIEDHDS HAVFRERBLTLDIREIELUTMOERL, RETEHIDEFIVIL TS,
History of present or past illness (please select any of the diseases you have had or currently have):

O ma O KIE5%5 O 524 O u&EDIiT O TAMA
Asthma Chicken Pox Depression Convulsions Epilepsy/Seizures
O %ER&E O GHLHRRER O EeEE O &g O AF#%(ABC)
Diabetes Digestive Tract Problem Eating Disorder German Measles Hepatitis(A,B,C)
O DigRE O % O Ya—<F O ##&
(FNE. FEIRS) Measles Rheumatism Tuberculosis

Heart Diseases
(Palpitation etc.)
O ZooEs
Other diseases (please specify)

2. TLILX—EHYETH? Do you have any allergies? O (LY Yes O LMMYZ No
MNELEBZ Tz N BIRBIZH R TZEL, I yes, please specify:

3. BAEEMMLUASIh-ERRZRALEY. HAIEERERFTEULTOET N ?

Are you now taking any medication or treatment from a doctor? O (FLy Yes O LMMYZ No
NMELEBZ AL BEROBRACABEZBARTOREPIHRTEIFETI N ?
If yes, will you continue taking medication or treatment during your stay in Japan? O (FLy Yes O LMMYZ No

NMILEBZAFANE RERATPDOEROZTTOSHAREIC OV TEHEMZRHA TS,
If yes, please provide detailed information regarding the medication or treatment you have been taking:

ER-BAROES Type of medication/treatment:
SHE Frequency: E% times (38 per week * Hper day)
nE(ERDHE) Amount:
(in case of prescribed medication) ( mg) X ( ) times per day

-k Remarks:

4., BEEMILLAINILOLNOEERERALTLETH?
Are you currently taking any nonprescription medication? O (LY Yes O LMYZ No
NIV IEBER Tz AL BIRBIZEZ TZELY, If yes, please specify:

[2E)  BAEAIAEAZED B TEEREFEALEE G, LITD I I YA DIFRELT HEEL THU TS, EEAZDELEICLDT
(&, HRERATREADZEATEZFTES T, HFRADZI - FHIREA T EEDEHYFET S

*Note: In case you plan to bring or import medicine for personal use in Japan, you need to check the information on the following websites. Please keep
in mind that certain types of medicine available overseas may not be approved for use in Japan and prohibited to import.
The Ministry of Health, Labor and Welfare of Japan: http://www.mhlw.go.jp/english/topics/import/index.html
The US Embassy in Tokyo: http://tokyo.usembassy.gov/e/acs/tacs-medimport.html

5 BEIEHIC. FMEOZE (ER-HHER) EZTIERLHYFETH? O (FLy Yes O LMWYZ No
Have you ever been under the care of a specialist (medical or mental health) during the past year?
NIV IEBER AL BEERBITEA TIZELY, If yes, please explain the details:

DEEZT-HE / /
Date of Treatment RR—=T ik :>
(£E year) (A month) (8 day) Continued on the following page
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PART B: ZEEFZCA # To be completed by the examining physician:

1 AFRPEFBREEMODRERITTOETHN? O &Ly Yes O LMME No
Is the student receiving treatment from physician currently?

NIV IDEE . BRMIZHR TLEN,
If yes, please explain the details:

2. PARTAQLIZEHL-FRTREAEPDLOAHNIE, BIRICDONTHA TS,
Please describe the student's present health condition in details if she/he currently has or has had any of
the diseases listed in section 1. of Part A (student form):

3. X#RATR-#\®F2H Chest X-Ray
KEZEFIET BI1FLAIZEL-BETHEE, FEMDEE ., FLIX1FLLFIDBREFRERDEEIL, XFAKEICECEETREE
ZHLTVELEEEST,
X X-Ray taken within 1 year prior to enrollment is required. If not (or students have not taken X-ray), they are required to take X-Ray
by individual payment after their arrival.
O IEE Normal O E# Impaired #®&%28 Date of Chest X-Ray / /
(% year) (A month) (B day)

4. ZFOHMEZMEE
Please give us details if the student has any acute/chronic disease, physical impairment or mental condition that needs attention.

5. EMRE: SEEOCHEE. 2ERUVREVHERMHHLT. BEORROKRITLICTEBATOERCHEZS10DE

BbhhFEdh,
Based on the student's health history and the findings, do you think that her/his current health condition is adequate to pursue

intended study in Japan?

O RESIMERBEGCERETEEDIENTES,  The student can participate in any educational/physical activities with no restrictions.
O ZEIETROFHSMTHIEMNTELLY, The student should not participate in the following types of activities:

GEBNDNE Types of activities)

(32H# Reason)

EE&fi% Bt / /
Name of Physician Date (£ year) (B month) (B day)

Z%4

Signature

EREEE A

Name of Hospital/Clinic
1ER/R

Address
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