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Health Records Declaration

&F A H
Year Month Day
K4 TR O = O %
Name in Full #t  (Family Name) % (First Name) Sex Male Female
4FAH £ A H FHp
Date of Birth Year Month Day Age
TolhwdDERBZREALTLIZEIL,
Please complete Parts 1 through 4.
1 FPHEERERE Immunization History (Please tick "Yes" or "No".)
JiE2> O »v O %L KU O »v O %L
Measles(rubeola) Yes No Polio Yes No
FATHER TR O#»v O#xnL [#EEA-Y77U7ES O»y 0O#L
Mumps Yes No D Yes No
23 O»Yy O#AL [WEA-Y77U7ES - BAX O»y 0O#L
Rubella Yes No TDP Yes No
BRI O &y 0O#xL |BEHFX O»y 0O#L
Meningitis Yes No Hepatitis B Yes No
BCG O»y 0O#xnL |KkE O»vy 0O #xL
BCG Yes No Varicella Yes No
2 $ERIREE TB Screening History
ERICET 2REZZIT -2 EPHY) FTh, O »v O %L
Have you ever received a screening of TB? Yes No
YesDld, THAZZEHL T</ZEL, If"Yes" please describe the details below.
N - 4 A & A B #& |0 Bk O et
175=7z0y y e EER Exam Year Month Day| Result Positive Negative
TB Skin Test : PPD or IGRA Date
BB BRI VREEZ S 7 ®ER £ A Bl %2 |0 #ch-7- O #&ETEHL
Ha. ARICEBALTLIZE 0, Exam Year Month Day| Result Tuberculosis Normal
If positive, and a Chest X-ray was done Date
3 BE{EFE Past History (Please tick "Yes" or "No".)
EELEA O»Y 0O4AL [Ho’s O»y 0O#L
Tuberculosis Yes No Lung Disease Yes No
HILBORR O»v 0O#xnL |[FEOBS O»y 0O#L
Digestive Disease Yes No Liver Disease Yes No
WERIR O»sv O#xnL [cinra O»Yy 0O %L
Diabetes Yes No Epilepsy Yes No
DIEDRS O &Y O &L [ HeRR0OBR O &Y O %L
Cardiac Disease Yes No Mental Disease or Nervous System Disease Yes No
OB R O»Y 0O4AL [zoftoRdyr O»y 0O#L
Kidney Disease Yes No Other Communicable Disease Yes No
TLILFE— O »Y O #L R If "Yes",
Allergies Yes No Please list

4 RIEBFPORICRBREFD (ERNICRZLTVLD) BILHY £TH7? O»y O#xL

Are you currently under any medical treatment or receiving follow-up care? Yes No
[HY) ] OFE, FlERH L TEE0, If "Yes", please provide the details:
e
Present diagnosis
WRIRE
History of present illness
AR FAZE EZ Name
List of current #3E Dosage
medications SEE Frequency

*{FGEHICRB L TWAELH ZHEIE. BRHBERORGICOVWT, BFERIZ, h2 U DITECEEEE KL TL7ZE 0,
If you are continuously taking any medications, please consult with your family doctor or medical institution before coming to Japan to discuss

what to do during your study abroad period.
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