
様式3 
Form 3
健　　康　　診　　断　　書
CERTIFICATE OF HEALTH（to be filled out by a qualified physician)
	Name of applicant:
	Sex:

 M ／ F
	Age:
	Date of birth:


１．Height:  　　　 cm. 　　  Weight:        kg.
　　Blood pressure: sys.:　　  dia.: 　 　  Pulse rate:    　 /m　□Reg. □Irreg.
　　Reflexes:  Pupil: □Normal □Abnormal　  Knee: □Normal □Abnormal
　　　　　　  Other(　    　　): □Normal  □Abnormal
　　                           Left  　  　Right  　　　 　　　　
　　    　   (without glasses) 　　　　　　　　    
    Eyesight:
　　　　　　 (with glasses)            　 　　　　
    Colorblindness:  □yes (      　　　　 )     □no
    Hearing:  left           right            
２．Anamnesis: please indicate with an "×" if applicant has ever had any of the following:
　　□tuberculosis　□malaria　□rheumatic fever　□epilepsy  □kidney disease
　　□cardiac diseases   □diabetes 　□allergy   □other communicable diseases
３．Present condition: please indicate with an "×" if applicant has trouble with any of the following:
　　□tonsils, nose / throat　□heart / blood vessels　□lungs / respiratory system
　　□stomach / digestive system　□genitourinary system　□venereal disease(s)
    □other internal organs  □brain or nervous system  □skin
    □blood or endocrine system  □bones, joints or locomotor system　
４．If you marked any of the above, please describe each disease or condition in detail, and note whether it constitutes a physical disability for the applicant.


５．Describe in full condition of applicant's lungs. Include results of chest X-ray and date X-ray examination was performed.


６．Has the applicant ever suffered from any nervous or mental disorder?


７．In my opinion, the applicant's health and physical condition are (please circle):
	Excellent 　　Good　　Fair　　Poor

８．In my opinion, the applicant is physically able to go abroad on business 
   (please circle):
	Yes　　No
	
NAME & TITLE OF PHYSICIAN (please print) 　　　　　　　　　　　　　　　　　　　　　　
ADDRESS　　　　　　　　　　　　　　　　　　　　　　　                          　
SIGNATURE　　　　　　　　　　　　　　　　　　　　　　
DATE 　　　　　　　　　  　　　　
　　　 (day)　　 (month)   (year)

