2026 & 7 ARET

AR (BAKREEER)
JICA BN AR ETEIRETESE £iL

WILTBUEA ERE S
BEBNDNEEHER

YET7E BEEESH (BIA) CEYSER

HETEICKEFENDH L. BEICEMT 2-ODELEZHFET SR, BE T+ —LICK HEEZEE

ROREARDONFT,
DEFELTE, UTORICTBEWELE, fTEDCRM 2 R/ L. AIEAARBETISRHELTLS
L,

1.

2.

JICA ITIRH T SRR MESR

(1) ZEORIZHESTLHELDIETREOELY,

@D #= 1 Medical Report/MPMC102 (fZREECHRE)

@ ¥zt 2 RADIOLOGIST REPORT ON CHEST X-RAY/MPMC103 (MIh X iREZHE)
® (EEMER vE7EERIMPFROBEZEICOLNT

(2) ERICHT-2BESIE
2 TEBTOREBELBEOLET . RBAFEILHG TZEHEDRAB] #ITHRECILZIL,
- EEMEERZ T ORIICEEERF LTI,
- TGERTRERRZW E —RICRE T HBE. PHRBCXTREAEREL T,

BEEZEERDEES

(1) YETZREEZERABREDEMEES L UVEXZHEERICHNLIERIIZBETILTHEA T
CEXE

(2) EREEATHERECHBEZRTLTHLOSRICEK. %4 THET7EIEEREDZE  EINER
TR ITREBOVEBEEZSE - RO L, BTEEEL T I,

Q) YET7EEERELZY (BIA) OEMEBEESIUVEXZHMEMER LS. BRBIEEDIKERNR
REMZHETER LGS, BINGECHBEZRRICH T TERT 5L KB L TS Z&

Lo DFBHSENHELGWNGEEIE. BROARRZBARELTELSILIITLTLEZELY,

4) YET7ERERRZHMEAS S UVLHEFERERZSOFERICEAL TE, #XX 3 TLHLFEREL
YETEREREZHRA>] £ 4 2 TRDOMEE T, LHEADZEE2TEL &L HITEM
LTLESLY,

6) BEZWICELEL-ERIE, RESh-EBEREBEZHEROL, ZEZEZBRICEITH-RITORE
[C#BIRYAAFET,

(ERE5E5E - & E %]

T100-0004 FREABFHEHXKFE 1-4-1 MBEREIEIL TF

JICA B EBMNMBNERERR ES - IR JICABNBAKEEEROD 35
TEL: 045-719-5182, E-mail: v—-guide@joca.or. jp



mailto:v-guide@joca.or.jp

A1 BHEDORAL (BREZEE. RE)
XPart AIXZBRNCCHE TRRAL TS EZS W, ETRETORALBYFET
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Have you ever had:

la)
(o)
lc)

(d)
le)
I

la)
(h)

(k)

(m]

in)

(o}

YES or NO

for person applying to live temporarily in Samoa At
This form is to be completed by o registered medical proctitioner possport-
after personally examining the applicant. sized
photo of the
|FNITh TO BE COMPLETED BY THE APPLICANT BEFORE VISITING THE DOCTOR | applicant
here
1. Family name | | 2. Given nome |
3. Gender | |4 Dateofbirtn| || || | 5. Occupation [JICA Volunteer
&, How long do you intend staying in Samoa? | |
7. Your medical history:

Please fick_ BUEAIC/ELT(ESL |

If yes, provide details

FWE
an operation? | | | |

ABRE

been admitted to hospital? |:| |:|
ERFEOREEIC 2 BARMUERELI-CENHHD

have you previously suffered or |:| |:|
presently suffering from any

communicable diseases for more

than 2 weeks

eq. Tuberculosis other |

XIRBETOERERE
an abnormal x-ray? | | | |

[FTWhnA, BE. TADA
convulsions, fits or epilepsy?

FRIE - 20« AREREBETARCHI LY VTR EnHEMN

anziety, depression or nervous |

complaints requiring treatment/
Counselling? ZngE

high blood pressure? | | | |

DRE. R, BEh

heart trouble, chest pains or | | | |

breathlessness?
B E = (EBEBDEE

kidney or bladder disease or | | | |

complaint?

ZOMERLM, 2BMULE RS, BRTIRE - Bl
any illness, injury or medical |

condition lasting more than
2 weeks or a recurring
condition not mentioned above?

are you taking any pills, n&ﬁitt;sﬁ%cﬁ/z\ | | |

medicine or having any other
medical treatment?

EWMREEE LR EENERE

have you ever been addicted | | | |

to a drug or taken drugs
illegally?

FEDHE
do you consume alcohol? | | | |

U

do you smoke, or have you | | | |

ever smoked tobacco?
EHMWEAREZET DEROERE

Do you have a medical condition | | | |

that may require periodic
hospitalisation

Signature |2 (AERICERT 5% LA LER)

APPLICANT'S DECLARATION - to be signed in the presence of the examining doctor.
| declare that the information | have provided on this form is correct.

oore [B1[F |[F ]

MAPREC 102 vl




A1 PEEORAL (BERZEE. XH)
XPart B.[XEMIC L DAL LY FT, ETHEICTRALTIZE L

PART B: EXAMINING DOCTORS HNDINGS

M #EfE

K KE mE
8. Height |:| Weight: Blood pressure | BSL | .

BUEHIC/ ELTESL |

DMER (DEE. DFL. TR, Z0OHO Please fick

DERESETTHREOEE) HNormal or Abnormal Defails

9. Cordiovascular system | | | | |

[record any evidence of heart
murmurs, cardiac failure,
irregularity or other heart
abnormality)

FRER (BRENSHSHE. ARHE - FAIKR
10.Respiratory system | | | | |

(for current or previous TH,
provide date and duration of
treatment and name, strength
and dosage of drugs used)

IR
1. Nervous system | |

FEHHR
12. Mental state L ]

HIEBR (NLZTED)

13.Gastrointestinal system including | | | | |

hernia orifices
EEBR/ SRR RSB

14.Locomotor system/physical build/ | | | | |

maobility
RE. ViR

15.5kin and Iymph nodes | | | | |

[SER7E

14.Endocrine system | | | | |

H/5/M/ O/ R (FISRICES/R%E £ 08EICTRANER
17. Ear/nose/throat/mouth/teeth | | |

l&ﬁgaring Left | | | | | |
Right L 1 |

REETR

19.8yes 1 [ | |

BERE BRMICDELHMSIDBEEIZOH)

20. VDRL test result - only in | | | | |

clinically indicated
Please tick
B R AR RERESR

Positive or Negative Details

21. Hepatitis & antigen test result | | | | |

HIV B EHER (HHERIXERE R U Western Blot I & E )

22. Human Immunodeficiency Virus | | | | |

test result: please repeat and

perform Western Blot fest, [Pre-test and post-test counselling for positive results is mandatory).

RBE

23. Urinalysis:  Blood | | Albumin | Sugar

BE (RRIEERVEESBE)

24, Stool Culture mandatory for people coming to Samoa as food handlers ond teachers

DOCTOR'S CONCLUSIONS: Please consider the information you have provided about this applicant.
Please consider if the applicant has the pofential to be a health risk in Samoa or a financial burden

to 3amoa. Please fick the appropriate bosx:
EMOME WEEE%2/ . EEGFECEEMENH 2158 FHMRT, FESEOBEEEHREH)

Mo significant history or abnormal findings present
Significant history or abnormal findings present - please attach details

Subject o FollowWing COMBITION o e s msmssssmmsrse bbb e s pr e b Es

EHOE4 | |E%®7w$—A | |%ﬁ§% | |Eﬁ
Doctor's signoture Doctor's Full Hame Confact phone Date
IPRAC BT vl




Ak 2 ZEREDEAB (FE X RREZHE)
XPart A [XZEHENCEHE TEAL., PartB.RU CIIEEBBZRENTALE LY ET, ETREBICTEALIESLY,

@ RADIOLOGIST REPORT ON CHEST X-RAY

{

I1 ] " .l *

\ : for person applying to live temporarily in Samoc

wha iy
" Attach a
PARTA _ TO BE COMPLETED BY THE APPLICANT passport-
1. Family name; | ERHICCESTRBES L. RAFAELT photo of the

RETORBZESBEOLET, applicant

2. Given name | | here

3. Gender || (Male/Female) 4. Date of birth| || I ||

5. How long do you intend staying in Samoa? |

APPLICANT'S DECLARATION - to be signed in the presence of the examining doctor.
| declare that the information | have provided on this form is correct.

Signature | BEERCERT SRS LALES) | Date | = | B & |

| PARTB.  TO BE COMPLETED BY THE RADIOGRAPHER |

Flease provide a large posteroanterior (PA) film if possible. The x-ray film should bear the date of
the examination and the full name of the applicant. Refer, if known, to any history or clinical evi-
dence of tuberculosis.

If the person to be exomined is pregnant, the examination may proceed with abdominal shielding, or,
if the applicant does not wish to be x-rayed, please provide comment.

1. Date of x-ray I A L= |

BT8R
2. Is this person Pregnant? | |[ves or no) Comment | |

3. | certify that | have carried out the x-ray of the person whose photograph and signature are on
this form.

Signature | msrmsmoss | Date | B || A || = |

PARTC.  TO BE COMPLETED BY THE RADIOLOGIST C°mmen! is required on any aspect found

not to be entirely normal.

Please fick _J ZEEAIC/ZLTIEEL
Bith & UREER Normal or Abnormal Defails
&, Skeleton and soft tissue | | | | | |

[9=3-7

(=3-7

7. Cardiac shadow
BHFTERE & U1 S 1 [ | |

8. Hilar and lymphatic glands
RIS & VB BRI . | | | | | |

¥. Hemidiaphragms and costophrenic
angles | | | | | |
g

10.Lung fields
BRAR (TLIBY) | | | | | |

. Evidence of TE [Absent or Present)
ZORREFROHME | | | |

12. Details of other abnormalities

RADIOLOGIST'S DECLARATION

| declare that | have examined the x-ray and that this is a true and correct record of my findings.

Rodiclogist's signature Date
. . | A RHEDES | | A | | A || e |
Radiclogist's full name contact no.
[please print) | BEHRHED 7 LR —L | | mEES |
Address
| smeecen |
BT A VL0



