CERTIFICATE OF HEALTH
RS

Name in full: Family: First: Middle:
K4
Sex: Male / Female Date of Birth:
el B & AR H
Present address: Telephone:
BERT FHah
Last school attended: Address:
I & HH Y R PrEH#
PHYSICIAN’S STATEMENT (To be filled out by a doctor)
PHEER
Height Weight
S cm (ENCE kg
Eye-sight Without glasses Left (/5) With glasses Left (/£)
v RRIR Right (47) FEIER A Right (47)
Color Recognition Test normal  ©EF
(=N abnormal R
Chest X-ray Finding(including its date) —negative 1E%
X B positive o
Urinary Examination negative 1EH
R positive B
Present State of Health
BUIE DREFRIRAE
Date: Doctor’s Name Signature
EED) K4
Institution:
TR A i EX 44
Address:
P e
If possible, details. PR HIVULFLAL T 7ZE W,
XA RIIIR « 2% 3 7 A LA
AEEBEBKE

NAGOYA ZOKEI UNIVERSITY OF ART&DESIGN




