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Instructions to Applicants for Dokkyo University

1. FPRHERERE - ERER & BEFEROEAIZOWVT

Immunization History, TB Screening History, and Past History

PR FTlE, BYYEDO TRHICE Y flA TWE T, RRICEFEND HIZiX, TR -
TR L OB MR STV PN TV E T, SEEARAN, fEIEREE (3
#No.1) IZREA L., [ERIEROBEIEAE (B No.2) & & I TIRHELIEE 0,

In our efforts to prevent and control communicable diseases, Dokkyo University requests you
to submit the information on your immunization history, TB screening history, and past
medical history. Please fill out the Health Records Declaration (Attachment No. 1), and ask
your physician to complete the Certificate of Health (Attachment No. 2). Please submit both
forms together.

2. RRIZBIT AWML M UBREDORBIZONT
Chest X-ray Exam at Dokkyo University

HAR T, A TR ERYIE L /o> TOWET, 207, NBEE L Y b7
VB EZITTWEE 28I BARDOFRREL RIECBEIYEIEIC LV BHEOIT 6 TEY
HEEOTITIE, BRIZBWTAZOERAHO S L ITREEZZIT TV E Z LidhosTn
7

=77 L, AFREFBRMG A URT LERTETIC LY NP UBRBE RS2 LTS EaIE. £ 02k 5
ERETHIEICLY, BATOREIIAEL D £7,

B, ARICBT DML o N U REOEIREIL S MERO T, @FE L2 REIESH Y
A,

In Japan TB is a major respiratory tract infection; therefore, a chest x-ray is required upon
admission to Dokkyo University by the School Health and Safety Act and Infectious Disease
Law. We ask that you have an x-ray in Japan at the expense of Dokkyo University.

However, if your chest x-ray was performed within one year prior to your Dokkyo University
start date and its result is properly submitted, you will be exempted from an x-ray exam in
Japan. Please note that a chest x-ray in Japan poses no health risks as the radiation

exposure is extremely low.



BHKE
Dokkyo University

No. 1
BEEEZESEE  (Health Records Declaration)
K4 R OB Ox
Name in Full # (Family Name) £ (First Name) Sex Male - Female
£%AA F A H Fikn
Date of Birth Year Month Day Age
TO1hs3NERIZ, BALTLESLY,
Please complete Parts 1 through 3.
LGB Immunization History (Please indicate with “Yes"or “No”".)
L AL [ L B
%  Measles (rubeola) O gL ARt Polio 05 sl
Yes No Yes No
e e | i —— 1o | I
RAFLETRS Mumps o 08U | yegvosiree o | 09 0L
es No Yes No
l N . L R
&5 Rubell 0 UBL | yem-vosor-mew o | DB sl
Yes No Yes No
l > L N
B Meningtis O} OBL | B epatts 0 L
Yes No Yes No
l > L N
BCG o 03t KE  Varicella 05 L
Yes No Yes No
24ERHRERE  TB Screening History
ERICETAREEZZI-CENHYET D, O&HY Ol
Have you ever received a screening of TB ? Yes No
Yes DAL, FHICEBALTLIEELY,  Ifyes, please describe the details below.
YNV RIGRE Fizld 105710y BEREERER ®ER F A 5]
TBSkin Test : PPDorIGRA Examination Date Year Month  Day
BREER  Result 1k =k
Positive Negative
®ER F A =]
BiEDT=8. WL UREE Examination Date Year Month Day
ZIT-5E81E. BISRALTZED,
If positive, and a chest X-ray was done: HE O&ETh-or- mE AR ANy
Result Tuberculosis Normal
3. BREEE past History
OIC+m =% AL TS, (Please indicate with “+” or “—")
[J#&# (Tuberculosis) 0 DO (Cardiac Disease) [ W05 (Lung Disease)
(R BE DR (Digestive Disease) ] EFEDIRT (Kidney Disease) [ FREOHS (Liver Disease)

[ #&FR# (Diabetes)

0 2Dt 5% E (Other Communicable Disease)

O TADA(Epilepsy)

O7LIL¥—(Allergy)

[] F#h- B R DS (Mental Disease or Nervous System Disease)




{2 EESFBAZ (CERTIFICATE OF HEALTH)

B KE
Dokkyo University

No.2
K4 4 71 O% O%
Name in Full # (Family Name) % (First Name) Sex Male Female
£ AH F A H Fhn
Date of Birth Year Month Day Age
R{ERT
Present Address
RZE (Examination)
Sk om R=E < m[E IR #7E EA YR
Height Weight & Blood Pressure Sys. Dia.
"/Ah v ( ) A ( )
Eyesight Left (With Glasses) Right (With Glasses)
Eal
B 7 3 Normal * Impaired &l Normal * Impaired
Hearing Left Right
FROEEERHDILEEITIE+ . BOBVBFICE—FRALTZALY,
Please indicate with "+" if you find any disease or disorder, and with " - " if not.
ORHKER . S FzIXMEME (Tonsils, Nose or Throat) O7& 382§ (Heart or Blood Vessels)
OFE% 25 (Lungs or Respiratory System) ;8128 (Stomach or Digestive System)
1, IRE

Present Condition

O ;PR 28 (Genito Urinary System)

O% Db DR ZRAE 2§ (Other Abdominal Organs)

O#E# - fxi #9342 & (Mental or Nervous System )
O % - W53 i % (Blood or Endocrine System)

O & - & - E )25 (Bones, Joints or Locomotory System)

O & & (Skin)
OBR D& & (Ocular Disease)
O'144% (Venereal Disease)

2, EEED1ZENT, +ZRBALESEEICE. TR ENDOBERICOVTEHLLEE B L T,

Please provide details of the items marked "+" above in question #1.

3. DB DERELFEENHDEEICE. PRLRETREFEEDREEICDOVTRRRBL TN,

If the applicant has a disease or disorder (mental or physical), please describe the degree of disability requiring special care with

respect to study.

4. AR DIRREIS DT, FHMICRER L TKZS LY, (WEL M7 - DERIOKER . REBRLED)

Please describe the conditions of the applicant's chest in detail (including the dates and results of chest X-ray and ECG).

X-ray: (date)
ECG: (date)

(result)
(result)

5. EFEEORELEAKEICEHTIAME (FoyyLTZELY)

How would you describe the applicant's health and physical condition? (Please check)

KZE R\ (Excellent) B L) (Good)

6. SHET. BHURVSAMICBZBLEREIZHIESERIZBYFT M, (FoyIL TS

5@ (Fair) ZE\(Poor)

Do you consider the applicant to be in adequate mental and physical condition for a study abroad program? (Please check)

] (Yes)

A7l (No)

EEMEK A - EEHERS B (Name and Title of Physician)

{E A (Address)

H A2 (signature)
B 1 (date)



