X E K %
[FrE A5 ]
2N
' E 2 W &
Certificate of health
K 4 e
£ i
Nameinfull: a tion*;lit .
Family First Middle Vo
el 5 L8 EFEAH
Sext ... Male [O] Female Date of Birth: year . month day
RES e
Present address: Tel:
E/ %
iz T L2 g
PHYSICIAN’S STATEMENT (To be filled out by a doctor)
¥ & G I .
Height Weight
- O |IE%  negative FTARHIUTFEA L TTF IV, If Possible,details
physical Examination HE positive
1 Vi) Lo IR without glasses F& 1E 1 /1 with glasses
Eye-sight (©) ® (©) ®)
X # B & E#  negative FrRANHIUTFA L TR &V, If Possible,details
Chest X- Findi .
(inecsludirl:?;tslga;:)g B positive #4H B Date of examination( / / )

fR IS

Urinary Examination

HH protein

()

FE  glucose (

)

yet'))=4" Urinary Urobilinogen ( )

TR HIVUIFEA L TF I, If Possible,details.

ML occult blood ()
o & » []Eﬁ% negative F RS IUFFA LT F &V, If Possible,details
Electrocardiogram EI H positive
4] AT BHIUEFLA LT F &V, If Possible,details
m £ # &® Systolic Pressure mmHg
Blood Pressure A
Diastolic Pressure mmHg

BLAE O i K IR 1
Present State of Health

BAHEICSWT, 558101 F =y 7 L, ZORFHOFEMmETLTAL TEIVY,
History of Past illness (if any please indicate it with your age of contraction.)
%344 The name of disease (

) () v age

ZWrofE R EFRo LBV MERWD L EFEHT 5,

HAF

2=

= 4

Signature:

K 4
Doctor’s Name:
A e 5% 4
Institution:
AT 1
Address:

I hereby certify the above diagnosis.




	fill_1: 
	fill_5: 
	fill_7: 
	fill_8: 
	Text1: 
	Text2: 
	Group3: 選択内容1
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	内科診察: 選択内容2
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	X線検査: 選択内容1
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text3: 
	Text20: 
	Text21: 
	心電図: 選択内容1
	Text23: 
	Text24: 
	Check Box25: Off
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 


