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Name in Full G (Family Name) 4  (First Name) Gender Male Female
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Date of Birth Year Month Day Age
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Please complete Parts 1 through 3.
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Are you currently under any medical treatment or receiving follow-up care? Yes No

[HY) ] DOBE. FMEIREL TSIV, If "Yes”, please provide the details:

k2

Name of Disease

BRE (R & 8)

Present illness (onset and course)

AR FA%E 2% Name
List of current #EE Dosage
medications SEE Frequency
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If you are continuously taking any medications, please consult with your family doctor before coming to Japan to discuss how to
manage your treatment during your study abroad period

2 BEEREE  Past Medical History

FLETLEDICF = v I LREREBERIZOVTERAL, WIhe
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Please check any applicable conditions and indicate the date of recovery or note if treatment is ongoing. If

none apply, check “None.”
72U None
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Name of a disease

Date of recovery/
under treatment

Name of a disease

Date of recovery/
under treatment

ER(REREED) Z DD EYRE
Tuberculosis Other communicable disease Name
(including family history) (

TAMNA BER
Epilepsy Kidney disease
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Heart disease Diabetes
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Drug Allergy Mental disorder
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Limb dysfunction
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Immunization History
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Please complete this section using EITHER (1) Antibody Test Results, (2) Vaccination Records, OR a combination

of both.
1. MRERR
Antibody Test Result
(Serologic Proof of Immunity)
2 [0 Positive [ONegative/Equivocal
Measles
(MM/DD/YYYY)
Ly 7R [0 Positive [ONegative/Equivocal
Mumps
(MM/DD/YYYY)
e8P [0 Positive [ONegative/Equivocal
Rubella
(MM/DD/YYYY)
K= [0 Positive [ONegative/Equivocal
Varicella

(MM/DD/YYYY)

BB PR 2% B R E
Meningococcal

Infection

OR

2. FBhiEfER %
Vaccination Record

MMR #1 MMR#2
(MM/DD/YYYY)
OR
Measles #1 Measles #2
(MM/DD/YYYY)
Mumps #1 Mumps #2
(MM/DD/YYYY)
Rubella #1 Rubella #2
(MM/DD/YYYY)
Varicella #1 Varicella #2
(MM/DD/YYYY)
Meningococcal Infection
(MM/DD/YYYY)




	以下の１から3の項目を記入してください。 Please complete Parts 1 through 3.
	1 現在治療中の病気や経過観察中の（定期的に受診している）病気がありますか？  あり  なし
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