BEER
CONF IDENCIAL

RERSE
MEDICAL HISTORY

AANFELFBREENTALTLLESIL, BARBRIFEZ THEICEEALTLEELY,
To be completed by the applicant or trainees. Please fill out in JAPANESE or
ENGLISH FBL&WEILTBEELTLEELY, Signature must be in your own

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

% ./ Given Name

: 4t~ Non-binary

£ AHB.~DATE
H_~Date :

OF BIRTH
B .Month : &£ Year :

1. IRFEDIRFIKPresent Medical Status

physician for

(a) RE. WRD-OICROBAFLEIEMICKSIERAZEEZTTVETD,

Do you currently use any medicine or have regular medical checkup by a

your illness?

oLz~ No

Ol&Ly.Yes
54 ~Name of Disease ( )
4 Medication ( )

NIy DIZE. BREBF-EEZOERMICKDIZMEBZEZR T LTI,
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) BFELFEMOT7 LILXF—FEIHY FIH,

Are you allergic to any medication, food etc.?

oLy Z ~No

Ol&Ly.Yes
TUILX—DHHEZ-IIBEYE. Name of medication/food you
are allergic to( )

TLULE—DEE. BEDOKR. EOMFICOVWTHMICEHL T
{t=&L), Please indicate in detail the degree of allergy,
past conditions, and possession of medications etc.

( )

(c) EALDEOICHELEEINDIEMZEF-IEXRMEEZTEEHL TLEE0,
Please indicate any needs arising from disabilities that might necessitate
additional support or facilities

HBRAE4 S (E2ERVE 14 ZER)




BEER

CONF IDENGIAL W 4 B (52 RRUE 14 £HF)
OWE Yes

OfRE ( )

~No XEEDEEIIEEEETESMASHERTIEDTIEHY A,

LALAEAS, KRICKHELTIICANS HLE-DEFIZDONNTEFLWVERM
ERITHHZENHYFET,

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

detai led.
account of your condition.

2. @BEDEE.Past Medical History

HE. RROABE. FORAFEFLIEMICKSIEHRELZITTVSEHEICELT 1.0
MREDFIR] ITEH LT &L, If you are currently receiving treatment

for an illness, taking medication, or receiving regular medical care,

please list in 1. ‘Present Medical Status’

(a) CMFETICDME. . BREAEFOERFIXFRZGHERICHMA > EMN
HYFEITH,

Have you had any illness such as heart, hepatic, kidney disease, etc.?

OWLLVZ ~No | OlFLy~Yes
%% ~Please specify ( )

(b) HLE-BEFIEHL-ORENEZOZMERZITI-2ELHY EFITH,
Have you or/and your family members had tuberculosis?
al&iLy.Yes

HEA. LvD. Please specify, who /when
( )

OLvLvZ ~No

(€ AUENIIZY I FLIIRBEEDBEERZITICENHY FIH,
Have you ever been a patient in a mental clinic or been treated by a
psychiatrist?

OWLWLZ ~No | OlELy.Yes
"% ~Please specify ( )

(d) CHFETICERES. EBEE. TOMOBESEETNHY FLI=H,
Have you ever had any sleeping, eating or other disorders?

OWLWLZE ~No | OlELy.~Yes
Z%#l. Please specify ( )




mkEE

CONF IDENGIAL B 4 2 (5 2 £ RUE 14 £BH)
(e) BE 3 ¥ AMICRDEL S GREKRLHY F LA, B - £ - KM - FLERFH
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
Ol&Ly.Yes
FERDH-1-5E. WETEMEZTELEN?RETZE LR
(Z2M&hHY £ M2 If you had symptoms, were you
diagnosed at a hospital?
ZTORIEKRNRELI=MESHREBE LTI,
Please indicate whether the symptoms have recovered since
then.

( )

oLz ~No

3. FDtEEEmDE S 0ther Medical Issues

1~2 2B I THVEVEDOLHNIE, EBELTLEEL,

If you have any medical issues/conditions that are not described above,
please indicate below.

4. HEEDHERRUAE/Hight and Weight (BIEEFFLATE)

& Hight (Kg) |HAE Weight (m)

(#H{E & EE AH]
L, LEDEMZHRA. ETOEMICEENDFADORY S 5RYIATEREZELECELEZE
FBELET,
. BELGASEREICI YA CBEKENJICAICEYMESINT., BHEPLIC
EHILEHEL, ZTITANTET,
EXBFEICSMLUIZGEE. COBREENTHERREBICHRESINSIZLFZEBLEL
T=o

I certify that I have read the above instructions and answered all questions
truthfully and completely to the best of my knowledge.
I understand that medical conditions resulting from pre-existing conditions will



mkEE
CONF IDENGIAL HE 4 2 (5 2 RRUE 14 £EF)
not be financially compensated by JICA and may be a reason for termination of
the program.
I 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 : 24 /Signature :

K4 ./Print Name :

[(RELFEEDREE T AR
L, LREDHFMZEZRA. ETOEMICEENOFDAMY SHRYIATHEHELEC LR
SEELFET,
FhlE, BOFHICONWTEHELGN oHEIZE Y AE C-BEIKEA JICAIZL Y
AESNT. HEPLICESZLZEBEL, ZFANFET,
FhE, FADFEAEBBHEICSMLI-HE. COREENRTHEBREICHEE SN
HotzBELFELL,

[ certify that 1 have read the above instructions and answered all questions
truthfully and completely to the best of my knowledge.

I 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.

I understand that this Medical History will be checked by the people who are
engaged in the program during my stay in Japan.

B{t.Date : E4 . 7Signature :
K4 ./Print Name :
#=#%. Relationship :

X ABRAREHRZICRERRICEIENELCIEZIXJIICAEEROREZ Y IANERLTLE
=Ly,

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

Lk ~END



