BXE 45 WikEE
Form 4 CONFIDENTIAL

AERSE
MEDICAL HISTORY

AADBALTLEZE W, BREBEIFREICL YBHBEICEALTSEZEL,
To be completed by the applicant himself. Please fill out in JAPANESE or ENGLISH

K4 . FULL NAME O%. M
¥ _Surname : % Given Name : O%.F
44 A H.DATE OF BIRTH F i AGE :
H_Date : B _Month : & Year :

1. IRTEDIFEIK.Present Medical Status

(@) BE., RRAD=OICEORRAEIIEMICKIERZEEZITTLEI M,

Do you currently use any medicine or have regular medical checkup by a physician for your illness?

%4 .~ Name of Disease ( )

< \
OWWz .~ No | OI&LrYes # 4 Medication ( )

MELN) DIFE. BREFRLEREOEMICKIBMELZRF LTS,
If YES, please attach your doctor's letter (preferably, written in English) that describes current
status of your iliness and agreement to join the program.

(b) 3R L TULVET A, Are you pregnant?

OWLWZ ~No | OIELYes : 1E4x A #.~Month of pregnancy ( 4# A ./Month)

(c) BEFLIFEBYDT LILX—FEHY F9IhH. Are you allergic to any medication or food?

Ol&LYes
Oz .~No T LILX—DH BEFIXTBY.Name of medication/food you are allergic to.
( )

(d) EEDEOHITBEESNHIEMIBEEFEBEELEHEL TS,

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

( )

XKEZOFEIEZFELHESHLIOHRTILDOTELHY FEA. LHALEGAS, KRIZIEL
TJICAD S HLE-OBEFIZOVTHLWEMZRZITSBERHYFET,

X 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.




BXE 45 WikEE
Form 4 CONFIDENTIAL

2. BEDIKEE Past Medical History

(@) EXFLFIRZAGHEKICTHOMN I ENHYETH,
Have you had any significant or serious illness?

Ol Yes

OUWL LYz ~No
%4 . Please specify ( )

(b) ARV Y=y EIIRAREDBREZ T EADHY FTI D,
Have you ever been a patient in a mental clinic or been treated by a psychiatrist?

Oy Yes

OWLWhZ N
° %4 .~ Please specify ( )

3. FDihnEELDORIE.Other Medical Problems

L, TOMOBRELEOMET, LEICEHSATHEVILONHNIE, BE LTS,
If you have any medical problems that are not described above, please indicate below.

FhlE. LEFEOEZMEHEA. ETOEMICEENDFADHMY 5 5RYZELICEZLI-ZEZAEL
F9, FAlE. AR S GO o -BEREN A LF-EERRENJICAIZEYFHEESINT, BHEPL
[CEHELZERL, BHFEY,

| certify that | have read the above instructions and answered all questions truthfully and
completely to the best of my knowledge.
| understand and accept that medical conditions resulting from an undisclosed pre-existing
condition may not be financially compensated by JICA and may result in termination of the
program.

H{t./Date : Z4 ./ Signature :

K4 . Print Name :

Lk END




