HAE4S RiREE
Form 4 CONFIDENTIAL

REREE
MEDICAL HISTORY

AKADFEBALTLEZE N, BREBXRITIEEIZKYBREEICEALTLZEL,
To be completed by the applicant himself. Please fill out in JAPANESE or ENGLISH

K4 . FULL NAME O8 M
4~ Surname : 4% ./ Given Name : O%F
O4th.~Non-binary

44 A H./DATE OF BIRTH F W AGE :
H . Date : B .”Month : & Year :

1. IREDFHEIK.Present Medical Status

(@) BE. MROE=HICEDOBRAFEIIEMICK S2EHEZREZITTULETH,
Do you currently use any medicine or have regular medical checkup by a physician for your illness?

f&4 .~ Name of Disease ( )

- \
OLWAANo | LIELAYes | oo adication (¢ )

NEW ) DFE,. BABFEEAEREBOEMICEIBHEZRTLTIESL,
If YES, please attach your doctor's letter (written in English) that describes current status of your
illness and agreement to join the program.

(b) BEELIEBEAYOT LILF—ZFIEHY F9H. Are you allergic to any medication, food etc.?

Ol&ELyYes
7 LILF—DHE3EF-IETEYE.Name of medication/food you are allergic
to

( )

OuwLLvz .~ No

(c) BEDNEOICREELESNDEMIFEFTEIRIFETZH L TS0,

Please indicate any needs arising from disabilities that might necessitate additional support or facilities

( )

XKEZEOHESIEEEZTHESMAGHRTHIIDTEHY FHA. LHALEAL, KRIZIEL

TIICADLHLE=-DEFIZODVTHLWERMZERZITSAHEENHY FT,

Disability does not lead to exclusion of persons with disability from the program. However, upon
the situation, you may be directly inquired by the JICA official in charge for a more detailed.

account of your condition.




HAE4S RiREE
Form 4 CONFIDENTIAL

(d) #F8& L TULVE T H, Are you pregnant?

O E ~No OI&LyYes : bEiR:E % Week of pregnancy ( 8, week)

2. BEDKE Past Medical History

(@) EXFEEFRZGHEKIHMN - ENHY FI
Have you had any significant or serious illness?

O(& Ly Yes

OWLLYZ.~No
%4~ Please specify ( )

(b) A VENT Y=y ) ELFRAREDERER T EAHY TIH,
Have you ever been a patient in a mental clinic or been treated by a psychiatrist?

O(F Ly Yes

OuwLLvz . ~No
J" 44~ Please specify ( )

() HL-BEFLEIHLE-ORENERDODZMEZ T ERHY FI .
Have you or/and your family members had tuberculosis?

Ol&LyYes

Oz~ No -
## 8.~ Please specify ( )

(d) BXE 3 » ABICRD XS RERDSH Y F L=, B - & - Bl - WERFKT - KERLD -
#\| Have you had any of the following symptoms in the past 3 months? Cough * Phelgm -
Hemoptysis - Sweating in sleep - Weight loss - Fever

OI&ELyYes
$£#@.~ Please specify ( )

3. F0ihnEELEDRIE. Other Medical Problems

LLY., TOMOBEELOMET., LRICEHESATOEVIOAHNIE, EBHELTIEEL,
If you have any medical problems that are not described above, please indicate below.

., ERROFRMZEH:A. ETOEMICEENOFADIY 5 5RYIATEEL-CEZIEL
E I




RRXE45 BiEE
Form 4 CONFIDENTIAL
FalE, BELGD S BERKEBICE YA LERRENJICA IZLYFHESINT., BHEFLIZE
HETEBL, RITANET,
FECOREENRKBTECSML-GEOTHERRBICSVTHRINSGZEEZEHELEL
T=o
| certify that | have read the above instructions and answered all questions truthfully and
completely to the best of my knowledge.

| understand that medical conditions resulting from pre-existing conditions will not be financially
compensated by JICA and may be a reason for termination of the program.

| understand that this questionnaire will be checked by the people who are engaged in the
program during my stay in Japan.

BH{t.~Date : Z4 .7 Signature :

K4 .~ Print Name :

X AEARHBICEBERREICECSBELI-EZXIICAEBRODRZ Y INERLTLES
(AYSS

% Please notify JICA staff upon any changes in your health condition after
submission of the form.

Lt END



