MEDICAL FORM (Minor)

- to be completed by physician
FHEERR BE (EMCAETRALTES52TFEW, )

Participant's Name: Date of Birth:

SmER 4% HAHB  Month/Day/Year
Name of Japanese Organization (for Japanese only): State:

357 E A FE A M (REAR)

To the Examining Physician: This individual is applying for a cross-cultural exchange program. Participants live
as a member of a family in a host country. Not everyone is equipped mentally and physically for this experience.
The applicant must have a high degree of motivation and the ability to adjust to different social and cultural
backgrounds - sometimes under difficult circumstances. Sound health is vital. Your careful and complete
evaluation of the applicant's health will be helpful in determining his/her assignment. If the applicant is accepted
for participation, necessary immunizations will be required.

FEREOEERA : LRERR, BRXIBREBDICSMVELET., 2EXLTR. —FHOBALELCLZIBEOZVWVRERETHZIHESH,
AAEAAXOLE, TRAKDEBIZOVWTREAL, CEEATEVETLSBBVABELHTET,

1. Inoculation History

TRhEER &
Vaccine Number | Date of Vaccinated by/at Contracted or not? | Date contracted
DoF EIE Injection FHEEREEF | REROEE (M/D/Y)
EEFEAR REFAR
Measles 1st Yes / No
LA 2nd
Mumps 1st Yes / No
RATHEE TRE 2nd
Rubella E% 1st Yes / No
2nd
Chickenpox K& Yes / No
1st
Polio (OPV)/)N R R 2nd Yes / No
3rd
4th
DPT ZERE 1st
2nd
Diphtheria 75U 7 431:2 Yes / No
Pertussis EHE & =h
Tetanus S &
Tuberculosis #&#
| Vaccine type for TB
DUFOBE
Hepatitis B B Zff# | 1St
2nd
3rd
Others Z DO fth
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2. Is this person subject to any of the following? If YES, please explain condition and/or frequency.

TROBIPERFBYETHL ?hEER, HELEBERATTEV,

Asthma/Respiratory Problems ( & - FREOER )

Diabetes/Hypoglycemia ( #&FR% - {KM0¥E )
Heart Trouble ( D& E )

Lung Trouble ( fi% £ )

Fainting Spells ( %% )

Convulsions ( & D 1T E# )

Epilepsy ( TAD A )

Skin Disease ( R NHAER )

Kidney/Gall Bladder/Liver Disease ( Bf#- EE- IFiE )

Muscular/Skeletal Problem ( i X & B DEE
Emotional or Mental Disorder ( 1E#F&E )

Stomach/Intestinal Problem ( BGEZE

Yes O
Yes O
Yes O
Yes O
Yes U
Yes O
Yes O
Yes O
Yes O
Yes U
Yes O
Yes U

No [
No [
No [
No [
No [
No [
No [
No [
No [
No [
No [
No [

Condition/Frequency fEiR - $EE

Any Other Disorder (Please list and explain) D DFERPERA H NUEHBAL T EE L,

3. Does he/she have any allergies or reactions to drugs or non-drug items?

FLIL¥—, EROFMERNFHYVETH ?
Medicines: EMTT7LILF—&EHIITED

Penicillin or Related Drugs ( RZ_>1J > RE M ) :YesO NoO
Aminopyrine or Sulpyrine Type Drug ( E >R & ) : YesO Nol

Others ( TNt ) :

Non-Drug Items: BREUATTLILF—ZHTED

Bees (# )0 Pollen (&% )0 Dogs (R )0 Cats (3 )0 Small Animals ( /NEN ) O

Foods ( EX#)

4. Does helshe have difficulties with any of the following?

TROEEY, RRLAIBEETIR/NIBUERIN 2HhiF, TRBEELBEFATTEL,

Eyes (1%, BOEE)

Uses Contact Lenses ( A& I NL VXA )
Ears (BBH%. BEOESE

Nose ( BDEE )

Throat ( HHRFEE

Digestion ( SEILEE )

Sleepwalking ( 2% )

Bed-Wetting ( & FRIiE )

Menstrual problems ( £ BEZE )
Any other Difficulties: (Please list)

Yes O
Yes U
Yes O
Yes U
Yes U
Yes O
Yes U
Yes O
Yes U

No O
No [
No [
No [
No [
No [
No [
No [
No [

Remarks SIZ&£&

TOMOESE
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e Any surgical operations, accidents, or injuries which required hospitalization in the past?
SETILFMPER, FLEBUHF TARLESF HYETH?
Yes O No O Explain:
BNEEABGTHN, FWMESLLPRBALTTEL,
e Any recent exposure to a contagious disease?
Bk, BRBICAD2LEZENDBYETH?
Yes O No O Explain:
HNEEABBRBLE2LEIPRBALTTEL,

e If applicant is carrying medicines/prescriptions, fill in the following. Put "P" for prescriptions.
EmXEarEeZFAICEFTLTIKRHBERTRICE|EALTTEY., fFEDOHERE. ERBEOFIC"P
ERRALTTEL,

Name of medicine For what illness/symptoms Dosage/Times taken
EmeE ma- ER BRA (& E%)

e Are there any physical activities that applicant is restricted from doing? If YES, please list.
BELHRENATVRTENI GVETH? dhiE, BBALTTEV,
Yes [ No O If so, what kind?

e Any additional information the host parents should be aware of?
RARFH>THEVEAFRVRERELEOBEN SV ETH?
Yes O No O Explain:

e |s this person currently under a doctor's care?
REEZEIZADP >TVEILN?HNEMAOLEHIEA A >TVBRARBALTTEL,
Yes O No O Explain:

e Considering the statements above, your examination, and any information you may have provided in
connection with the above questions, is there any reason you would question this applicant's participation in
this program?

LEODEOER, EEXASMICBRELEASHDEIBNIHZIEBDLDIAEIN?2ETNENOOIL, H2D

EBDLNBHZERY e sICXMEMNT, THRBCZOEAZHAL TTEL,
Yes O No O Explain:

For additional comments, please use an extra sheet of paper.
BRERETEMICARARNTIZIV—ICEATHBELVZEf BNERIKICEBALTTEL,

Date of examination upon which this report is based:

PERFAHE

| have given a thorough physical examination and reviewed the medical history of the candidate. | certify that all
important medical information has been included and that the above information is complete and accurate.

DENBENER. COPMBLRBEATVEICLR, IXTERTHAIELZAALET,
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Physician’s Name/Address Physician's official stamp and signature

EMOKE- EMOER

Date: Month/Day/Year
RRAFHEB (BFE)
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