BiEER
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AERSE
MEDICAL HISTORY

AANFEFITHREENGTEALTLLES LY, BAREXIFEETHEIZEEAL TS,
To be completed by the applicant or trainees. Please fill out in JAPANESE or
ENGLISH FBAWMEFELTBEEL T EELY, Signature must be in your own

handwriting
K4 .~FULL NAME OB M
4 Surname : O%& ~F

% ./Given Name

: C4tt.~Non-binary

44 A H.~DATE
H_~Date :

OF BIRTH
B _.Month : &£ Year :

1. WEDFFIKPresent Medical Status

physician for

(a) RE. MRDE=OICEDRAZE-IEMICES2EHZEEZITTLVETH,
Do you currently use any medicine or have regular medical checkup by a

your illness?

OLyvyz ~No

Ol&ELy.~Yes
%4 ~Name of Disease ( )
L Medication ( )

NIy DIFE. BREBF-XEZOEMICEDIZMEBZRTL T,
IT YES, please attach your doctor's letter (written in English) that
describes current status of your illness and agreement to join the program.

(b) BFELIEIERMOT LILXF—FITHY FTThH,
Are you allergic to any medication, food etc.?

gLy z .~ No

Ol&ty~Yes
FUILX—DHIEFITEBERYE . Name of medication/food you
are allergic to( )

(c) BEAVDE=HIZHELEINSIEMZEF-IIREZEEHEL TSI,
Please indicate any needs arising from disabilities that might necessitate
additional support or facilities




BEE
CONF IDENGIAL HRE A4S (52 E2RUE 14 £HF)
( )
KEEZEOFEIIEZTELHESMIOOHRT HIDOTEHY FHA, LHLEGELAL,
WRICIHECTIICADOS HE-OEFEFICOWTHELWERBZZIT5E580HY ET .
XDisability 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.
2. BEDIKE. Past Medical History

(a) SNFETITLE. HiE. BREBRZEOEXRF (TR GREKUOM 2 EN
HYFEID,
Have you had any illness such as heart, hepatic, kidney disease, etc.?
aWLLz ~No | OlXLY . Yes
54 ~Please specify ( )

(b) HLEE-EEFEHL-ORENEZOZEEZITI-2ELNHY FIH,.
Have you or/and your family members had tuberculosis?
Ol&Ly.~Yes
#EAY. LD Please specify, who /when
( )

OLyvyvz.~No

(€ AUANV ) I FIIBHHMEDEREEZZ T2 ENHY FTH.
Have you ever been a patient in a mental clinic or been treated by a
psychiatrist?

OWLVLYZ ~No | OlLy.~Yes
%% ~Please specify ( )

(d) CHFETICERRES. EBEE. TOMOESEENHY L=,
Have you ever had any sleeping, eating or other disorders?

OWLVLVZE ~No | OlELY.~Yes
Z%#l. Please specify ( )

(e) BE 3 vy ABICRD LS GERAHY FL=H, X - & - IZM - SLERFR
T RERD - BB

Have you had any of the following symptoms in the past 3 months?

Cough = Phlegm - Hemoptysis - Sweating in sleep - Weight loss - Fever
OWLLZ A~ No | OlELY.Yes
%4l Please specify ( )

3. FDMEETmNES.Other Medical Issues



BEE
CONF IDENGIAL BAE LS (52 ERUE 14 EHH
1~2 I2RBEEINTVEVEDAHNIE, EBEL TS,
If you have any medical issues/conditions that are not described above,
please indicate below.

€TREI=ERPN )|
L, LEDEMZHRA. ETOEMICEENDOFADORY S 5RYINTEEZELECELE
BELET,
FhlF. BELGA SEREICI VA CBEKENJICAICKYMESINT. BHEDPLIC
EHILEHEL, ZTITANTET,
MEXBFEICSMLUIZGEE. COBREENTHERREICHRESINLIZLZEBLEL
T=o

[ certify that I have read the above instructions and answered all questions
truthful ly 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 Medical History will be checked by the people who are
engaged in the program during my stay in Japan.

H{t.~Date : ZE4 Signature :

K4 . Print Name :

(R FE D RESE LA

L, LEEDEEZESHA. ETOEMICEENDFHDOMY 3 5RYITRTREL-CLE
AELET,

FhlE, FADFHICTOWTERELLEN S REIZE YA C-EERIKEAN JICAIZL Y
fAEENT, FHERLLICELZLZEBHEL. ZITFANET,

FhlE. FADFHEAEBBHEICS ML I-HE. COBREENRTHEBRBICHEZE SN
HTEFERELEL,

[ certify that I have read the above instructions and answered all questions
truthful ly 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 Medical History will be checked by the people who are
engaged in the program during my stay in Japan.



MiERE
CONFIDENCIAL HAE A4S (B2 5FRUE 14 EBR)

H{t.~Date : ZE4% /Signature :
K4 ./Print Name :
#%48. Relationship :

X AR EHERICBERREICEESAE L EZF JICAEBROR R Y INERRLTLE

= A
% Please notify JICA staff upon any changes in your health condition after

submission of the form.

L E~END



