For International Students

University 1s providing a healthy and safe campus according to the School Health and
Safety Act. For infection control and accommodation services, we require all participants
to provide individual health information.

Please submit attached HEALTH CERTIFICATE completed by a physician, and issued

by a medical institute.

Notice:
1. If you require special support or accommodation, please describe in detail.

2. Measles and rubella are highly contagious. To prevent outbreaks on campus, all of
the population must have adequate levels of immuno-defense power (antibody
titers) for each infectious disease. If you have a previous history of infection or
vaccination, please fill out the onset date or date of the shot. If you have no idea,
measure your antibody titer with blood analysis and fill out the form attached. If
the titer is insufficient, please have an additional vaccination and fill out the
vaccination information.

Personal health information is never distributed outside the the School of Global Studies
and Collaboration and the Health Administration Center without your permission,
except in a life-threatening emergency. Your health information will be used only for the
purpose of health support and administration. You will never experience any
disadvantages related to providing the health information.
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Name:
Last First Middle
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Sex: [(IMale [Female Date of Birth:
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Present Address:
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Last School Attended:
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1) Height: cm Weight: kg
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Blood Pressure: Pulse Rate:
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2) Physical Disability:(If normal,state so;if not,describe the disability)
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Muscular Movement:  [not remarkable [findings:
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Vision: CInot remarkable [Ifindings:
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Hearing: CInot remarkable [findings:
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Speech: Clnot remarkable [findings:
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Others: CInot remarkable [Ifindings:
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3) Past history or present illness
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] Tuberculosis [0 Other infectious disease(
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] Epilepsy [] Mental illness ] Kidney disease
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[ Heart disease ] Lung disease [ Gastrointestinal disease
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[ Thyroid disease ] Collagen disease [ Diabetes mellitus
HAITLNF— BYTL X —
[ Drug allergy ] Food allergy
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O Others (
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[] None
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4) Under medical treatment at present 0 No ] Yes
Conditions/particulars
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Physical disability [ No O] Yes

A
Conditions/particulars
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5) Describe the results and date of Chest X-ray examination (compulsory).
(the chest X-ray must have been taken within one year prior to the date of enrollment)

Date of Chest X-ray examination:

[Inot remarkable

[findings:
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6) Status of immunization
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Indicate the date of vaccine, a physician documented history, or serologic evidence of immunity.
If the date of vaccination is unknown, write “Unknown”; if you have not been vaccinated, write “Not vaccinated”

z

Rubella : History of onset : Date of diagnosis ( )

Serum Antibody Titer : (date )

Date of vaccination  : Date 1 ( ) Date 2 ( )
Measles : History of onset : Date of diagnosis ( )

Serum Antibody Titer : (date )

Date of vaccination  : Date 1 ( ) Date 2 ( )
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7)  The applicant’s health status is adequate to pursue studies in Japan.
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[1Yes [ INo
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8) Other remarks, if any.
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[ hereby certify the above statements.
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Date of Examination

[EHER B4 B L OMERT
Medical Institution and Address
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Signature

[EFifi%

Name of Physician in print
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Phone
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E-mail address @




