Please handwrite them

NEATLY and CLEARLY B

HOSEI Univeraity
For exchange students

()

)

«EMTICB W% 2 Y . ) )
ﬂ@:‘ﬁxﬁﬁ%ﬂiZ‘T*ﬁE% [TA5ESIZLTLEELY,  X-ray examination is mandatory for all students.  (Within a year)
* FEEDREEICK LT, 2B D FIHEREERMHERELTILVET, We strongly recommend two shots of vaccine for infections described below.

K4 Wen Fazheng
Name 9% Family %, Given Middle
£%4A8R 1999 2 2 i) EF :
Date of Birth i3 A H Sex as DX Nationality China
Year Month Day Male Female
EUEIE-BEDIREE Examination Report*Current State of Health
SR/IGE . 178 . 75
Height/Weight B Height cm {KE Weight ;%
NOTICE 1
B 0. 0. O #2E8E With
Eye-sight - —8 ] (R)—S U B wil The date should within a year before
" beginning your stay in Japan.
. A IEE Normal O £E Impaired
H
earing ; \ / .
Date Year V Month Day
BERXBERE A EE Normal O 2% Impaired oA 20xx XX B XX =]
Chest X-ray 3¢ Within a year before beginning your stay in Japan.
(Record within |ff R AV IEEE AL TLFEELY, Describe the condition in detailk 1
a year)
J R
NOTICE 2
BELGFE D FRH#EIEE Vaccination Record - | Leave the list of Vaccination Record
FHHEFERZREALTZELY, L blank if you can't refer to the record.
Indicate the date of vaccination.
: 33 Immunization:Date1: 1 999 / 6 / 27 BB Immunization:Date1 : 1999 / 6 / 27
Measles Immunization:Date2: 1999 / 12 , 25 Rubella Immunization:Date2: / /
FITHE  |Immunization:Date1 : 1 999 / 6 / 27 ki Immunization:Date1 : 2000 / 5 / 2
ET#H#% N
Mumps |Immunization:Date2: / / Varicella Immunization:Date2: / /

PEFAEIREBELORIRE Medical conditions which may affect the student’s academic performance

FHEREECERIEHYZETH, Does the student have any past medical history or chronic illness? OF Yes A £ No

BEDEE.RABERESTTHZERALTLESLY, If “Yes”, please indicate the name of the disease and recovery date.
B [REXHR., DR, TADhARE, eg) Asthma, Cardiac diseases, Epilepsy etc.

DB DEREIZEZ(ZET AR Are there any physical or mental conditions that may limit the student’s ability to study? [1 & Yes ¥4 £ No

HDEBE . BEARMITERZEALTLESLY, If “Yes”, please describe the condition in detail.

B-EWMT7LILE—EHNIEEEALTLIEEL, Does the student have any food or drug allergies? If “Yes”, please describe.

COZEFIFHAU RV EARMIZ, BN TOEZIELI-REICHAESEZIZIHYETH? Do you consider the student to be in adequate
mental and physical health to study abroad? AlELy Yes OULMWYZ No

WWZDGE., EARNGERZBRARTLTLESLY,  If “No”, please describe the reason.

#ZWH Date Dec. 25 2020

EFHEIS  Institution/Clinic QC( NOTICE 3
QL e Address (OO, GUI Must k.>e filled out by a medi.cal examiner
Hospital EEFEZ  Name of Physician Che with his/her hand-written signature.
ZE4 Signature %@ Qm,w
(/

4
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For exchange students

HOSE] Univeraity
Certificate of Health
S¥EEIE IMPORTANT NOTE

COREZHER. REORRRECHEGKEZEREENINEINEILET H-HDLDTY,

The purpose of this form is to assess the student’s health condition that may affect his/ her campus life.

*EMMICEZMEZTIEREICEEAZLTESDTLEELY,  This form must be completed by a medical physician.
*RERXIR IR ILTREEZITAHESIZLTLESLY,  X-ray examination is mandatory for all students.  (Within a year)
* FEEDREEICK LT, 2B D FIHEREERMHERELTILVET, We strongly recommend two shots of vaccine for infections described below.

K4
N
ame 9% Family %, Given Middle
&£ AH Rl EE
Date of Birth & A H Sex O % 0 % Nationality
Year Month Day Male Female
EUEIE-BEDIREE Examination Report*Current State of Health
SR/&E . .
Height/Weight HE Height cm {KE Weight kg
A O 4£BR Without glasses or contact lenses
Eye-sight E (L)— a R O %BIE With glasses or contact lenses
Hzﬁéﬁg O EZE Normal O £E Impaired
Date Year Month Day
BERXBERE O IEE Normal O 2% Impaired A= F A =]
Chest X-ray ¢ Within a year before beginning your stay in Japan.
(Record within [FRRAHMNILIEALTLELY, Describe the condition in detail.
a year)
BELGFE D FRH#EIEE Vaccination Record
FHEERZTRALTEEY,
Indicate the date of vaccination.
ization: 1: ization: :
S Immunization:Date / / AS Immunization:Date 1 / /
Measles Immunization:Date2 : / / Rubella Immunization:Date2: / /
AT |[Immunization:Date1 : / / Immunization:Date1 : / /
ETH#% K
Mumps |Immunization:Date2: / / Varicella Immunization:Date2: / /

PEFAEIREBELORIRE Medical conditions which may affect the student’s academic performance

FHEREECERIEHYZETH, Does the student have any past medical history or chronic illness? O%F Yes O £ No

BEDEE.RABERETTHZREALTLESLY, If “Yes”, please indicate the name of the disease and recovery date.
B [REXHR., DR, TADhARE, eg) Asthma, Cardiac diseases, Epilepsy etc.

DEDEBE-IIEZIZEET BHFTR  Are there any physical or mental conditions that may limit the student’s ability to study? OO & Yes O # No

HDEBE . BEARMITERZEALTLESLY, If “Yes”, please describe the condition in detail.

B-EWMT7LILE—EHNIEEEALTLIEEL, Does the student have any food or drug allergies? If “Yes”, please describe.

COZEFRHNRUBHRMIZ, B TOBRITELIREICHHESEZITHEYETM? Do you consider the student to be in adequate
mental and physical health to study abroad? OIlXLy Yes OULWMA No

WWZDGE., EARNGERZBRARTLTLESLY,  If “No”, please describe the reason.

Wi Date

E&EWEIE Institution/Clinic
FifEHh  Address

ERIEK% Name of Physician

E4& Signature

2016.12




