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Minors must have this questionnaire filled out by their parent/guardian or a teacher (i.e., homeroom teacher or school nurse).
Legal adults may fill out this questionnaire by themselves.
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4 FEEETAE = Student Health Questionnaire
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Instructions for the Completion of the Questionnaire:

*Please be sure to complete both sides.

This questionnaire is used for duties related to student health management and the health checkups stipulated in the Ritsumeikan
Trust School Health and Safety Regulations. The information in this questionnaire will be managed by the University Health Clinic
in accordance with the Ritsumeikan Asia Pacific University Policy on the Handling of Personal Information. Information on student

health may be shared within the University within the limits of the purpose of use to deal with any health problems that students
may experience.
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(1) RfE. AFFORIESOFTH? (ARLEERTEMESIR)

Is the above student currently receiving treatment or therapy for any illnesses?
(Do not include temporary illnesses such as common colds.)
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(%L No / [J&b Yes — b DEE. makoas. REkn Eolavs - Eoks

3, 34
SR (EOREOR - lﬁﬁﬁiﬁlﬁ%) DR I yes, please provide the name
of the illness, current treatment status, and details |nc|ud|ng the name of medicine, dosage, and frequency of use.

% [5b] OFa, FRBEECH->T AV, If yes, please follow the instructions below.
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Check with the student's doctor whether they will need to continue treatment after enrolment.
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Please note that the APU Health Clinic is not a med|ca| |nst|tut|on and is not able to pen‘orm med|ca| exam|nat|ons or prescribe medication
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If the student would like to continue treatment for psychiatric or other issues (such as psychiatric, developmental, or sleep disorders), they must be able
to speak with a doctor in Japanese. If the student does not speak Japanese well, there are no medical institutions that can provide treatment or issue
prescriptions for medication. Please be sure to check with the doctor about the amount of the medicines can be brought into Japan, how to continue the
medication, and how the student can properly manage their own health if their Japanese skill is not enough.
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If the student grefer s to receive treatment in Beppu while enrolled: Go to O
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If the student does not prefer to receive treatment in Beppu while enrolled: Go to @
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Students who prefer to receive treatment in Beppu while enrolled should take the necessary procedures as outlined below.
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Have your attending physician prowde a Patient Referral Document in either Japanese or English
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INTERNATIONAL STUDENTS ONLY: Prepare at least two months’ worth of your current medicine (because it takes about two months from the time of
enrollment until you receive your national health insurance card)
— @\ Goto®
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U 7\?1& ANIVRIUZy I ICTHER = {'_rD Visit the Health Clinic after enrolment
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Students who prefer not not to recelve treatment i |n Beppu while enrolled should take the necessary procedures as outlined below.
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O ﬁﬁﬁ‘f‘@iﬁ]’é‘ :J\Iﬁlx Eit@ﬁ-ﬁlf’?é Prepare enough of your current medicine to last until your next doctor visit
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@F52 URL 2880 F. 'F:.EIEEE EE~REL, FBuFEEETS http://www.mhlw.g0.jp/topics/0104/tp0401-1.html
INTERNATIONAL STUDENTS ONLY: Check the foIIowing URL, confirm the following items with the Regional Bureau of Health and Welfare, and complete
all procedures: http://www.mhlw.go.jp/english/policy/health-medical/pharmaceuticals/01.html
U ElZK’\O)ﬁ‘BLJ}D\__l D‘%TJ‘ Can the medicine be brought into Japan?
] tl’ll_L(Dz’Eﬁ'Bﬁ&JZ)D‘ If so, how much medicine can be brought into Japan?
] ?%5;&&371&)0)4{\%73% i What procedures are required to bring the medicine into Japan?
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(2) fEEREDBE=HidbFEITH ? Does the applicant have any health warnings?
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No / ~ Yes — If yes, please provide detalls.
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© Health Warnings are illnesses or health conditions which the parent/guardian or teacher thinks may require attention, particularly in the applicant’s
daily life. If you have any privacy concerns, you may provide the information on a separate sheet and enclose the sheet in a sealed envelope.
© For persons with a medical certificate of physical disability, please attach copy of the certificate page showing the name and degree of the
disability.
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Have any abnormalities ever been detected |n any of the applicant’s past health examinations?
[J'&L No . [1&%b Yes — [ &b | oEEzoHMEERX REW, If yes, please provide details:
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Has the applicant ever contracted and/or received treatment for an illness or disease?
(Do not include temporary illnesses such as common colds.)

EBSNELLSTINES
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U No ./ — Yes — If yes, please give details in the list of past illnesses.
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© If you need additional space, please attach an A4 size sheet with the information.
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(5) L}'Fd)lﬁ;ﬁrt" ErENzC &I3H D FEFIH ? Has the applicant ever been diagnosed with below infectious diseases?

[J7&L No
] ?é;f?i Tuberculosis []1B niﬁﬁ:%é Hepatitis B []C n?:ﬁﬁ:iz;\c Hepatitis C ~ [JHIV | %(Dﬁi’. other
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. %(DE% Fle@z’ébhﬂ)lamjté'cﬂ'b"? When did the applicant contact the disease(s)? (
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Have any family living with the applicant or any close friends ever contracted tuberculosis?

O #&L No /[* ﬁgﬂjﬂ *Unknown /&b Yes
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Ok OB ORsE sk (HERE ORR ORE Owes OkE zoft
Father Mother Brother Sister Grandfather / Grandmother Aunt/Uncle Cousin Friend Other
- ZNRBHIHIEOET LI ? Approximately how old were they when this occurred? ( )
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Do you or the applicant have any concerns about their physical or mental health in regards to starting life as a
university student?
Ledan Kip >

(&L No / [1&b Yes —_[ &b | @%lgés EE3iin| 75:;31 If yes. please provide details
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EAEBORERUIEREETHEALIEEL, Name and address of the person who completed this form:
EEM > Name : n%"iﬁié:d)%;fﬁ? Relationship [ j
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Measles and Rubella Vaccination History

MEEL L BH L Lo lFAIFATS
FERA ZERES
Applicant’s full name Application No.
ScuE SLRAN > U ja o ad
E# £EAH . F A B
Nationality Date of Birth & Year Month Day
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. . . gLhE
Person who fills this form | [ i3 %%‘Appllcant s parent or guardian Date of filling out B Year  Month Day
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Place a check next to the following number that applies to the applicant (D or @) and provide the information
requested. If no answers are provided, the applicant will be considered not vaccinated.
XKROR—VDEAPESBUTESL,  Please refer to the example on next page.

X REHEOEEIE. TROECHEIESL.

If you have not been vaccinated, please read the sentences below with the diamond mark (4).

F —— E3 59 S ES>5EoULn 5 3 <
® 0O BECKLA-BLAOTFHERBERITREHENHS. | have a record of my measles and rubella vaccinations.
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Place a check next to the type of vaccine you received and indicate the exact date listed in your vaccination record. (In Japan,
this is typically the Mother and Child Health Record Book.)

*
ERLA(EZLHM)IUF> Single Measles Vaccine
O ##&1/Doser: (BHyyymmids) [ #E2/Dose2: (P4 B yyyy/mm/dd)

j%.b/v'???‘) Single Rubella Vaccine
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[0 #:3%&1/Dose1: FEyyywyimmidd) O #i%;%Z/DoseZ (B yyyy/mm/dd)

Ed » A5 ES A5
MMR (BELA, B=5<AFE, ELA Measles, Mumps, Rubella) or MR (BRL A, ELA Measles, Rubella)

#olw tolw .
] ##E1/Dosel: (FEfEyyyy/imm/idd) [0 ##&2/Dose?: (P fEyyyy/mm/dd)
O MMR or O MR_—£55mERLTGE Please circle only one. O MMR or O MR_—£5£5mERLTGE Please circle only one.
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@ 0 BECKLABLAOTIFERERIHREL L., FE., REFEVHREBLECENHD.
| do not have a record of measles and rubella vaccinations, or | do not have a vaccination record but | have
contracted measles andlor rubella.
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Please undergo an antibody test at a medical institution, then list the date and results of that test below. (Note: Only test results
within three months of completing this form can be used.)

S5 LA A E

Hi&fffRZE Antibody Test

ES A5

FELA Measles ELA Rubella

T A S U w T AE T o

& HDate : (FifByyyy/mm/idd)  #RZER Date : (B B yyyy/mm/dd)
I+ - WAL I+ - WAL

fEEResult: [ ] O 1B t:Positive / [J BetiNegative #EHRResult: [ ] O 1B t:Positive / [J &M Negative

XHEF ETest method: O EIAlgG / O PA / O NT XHEF ETest method: O HI / O EIA-IgG

XEELh- LA EREN SRl A naLEE . RES A0 BALRE L TGa0, SR EOR R XPRICHTALR
DUZyDFTHRE LTS,

If you cannot complete your measles and rubella vaccines before the deadline for this form, you may only list the test date, but please be sure to
submit your antibody test results to the Health Clinic upon enroliment.
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& FHEEZLVLMES . FERAEMREORERISREOBRSE. DOTFUEELEBEINET . VT UEERSNLGEE ., ODEREMIC, #EL
vIH ECHS BE HhWA L E5EoUL 3 ct & &% L L LWL L U
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If you have not received measles and rubella vaccinations or your antibody test results are negative, we strongly recommend you
get vaccinated. If you get a vaccine, please enter the date in ltem (D above. If you cannot get a vaccine due to an allergy or other reason,
please follow the instructions of your attending physician.
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After enrollment, if you attend a university-run overseas trip or study abroad program, the University will need to check your vaccination
history. Please make sure you can provide it upon request.
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lﬁbh((ibb‘) Jﬂbh%lﬂﬂ%ﬁﬁ 52 A Measles and Rubella Vaccination History Form Example
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Itis required to get two doses of Measles and Rubella vaccine to be immunized against them.

Example D

- Rk HRLATHFUERLATIFUE1ET D, ZO%. MR 70F 0% 1 BB ERIBYET,
| have a vaccination record showing | have got one single vaccine for both Measles and Rubella and one MR

vaccination.

(O] ;E:'Elz.ﬁhh ﬁuﬁﬂ‘?"ﬁ%& éﬁk !'E."I‘iﬂ‘%. | have a record of my measles and rubella vaccinations.

TAsAAFA A ARILE

> FEEIFLEF e, ﬂ?#ﬂ.ﬁ?ﬁﬁﬂmﬂﬂiﬁ“b EaniiEssiELTo,

Place a check next to the type of vaccine you received and indicate the exact date listed in your vaccination record. (In Japan,

this is typically the Mother and Child Health Record Book.)
=
HELAUELONDSF> Single Measles Vaccine
@ Fi1Doset:

+3
BLAD9F>, Single Rubella Vaccine

1999/ 7 /18 hyyummes O Fi2mose2: ___ (EHyymevgg

XELA . BLATAISHLT
FRhEEE 2B DHETLET,

You have done two vaccinations
against both Measles and Rubella.
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LwSYss

®BTTY,

® #ia1/Dosel: 2003/ 7 /18 sdveymmgg) O #id2/Dose2: (F Eyoy/mmidd)
MMR (R%LA:, 3:‘?:&(&%, EL,A: Measles, Mumps, Rubella) or MR (E;LA:. EL,A; Measles, Rubella)
® #iE1Doser: 2011/ 8 / 18 Eoymmeg O #1a2/D0se2: (EEvyimmvdd)

O MMR or B MR+ et T2 Please circle only one.

Example @
- FAlZ. MMR 757 % BB LR @HBYET.

| have a vaccination record showing | have got one MMR vaccination.

TR T &4 AW iRake 1) LR
O X ﬂ%mw-mm‘mﬂtm. I have a record of my measles and rubella vaccinations.

> BEUEODFVF s, BFFES BRI S EL. FRnkE aslBLTER,

Place a check next to the type of vaccine you received and indicate the exact date listed in your vaccination record. (In Japan,

this is typically the Mother and Child Heallh Record Book.)

él,h(libﬁ\)'j‘?il:‘/ Single Measles Vaccine

0 MMR or O MR «y52ERLT 80 Plesse circte only cne

All done.

XHELA . LA AICHL TP IEES 1HTT.
You have done one vaccination against both

Measles and Rubella.

XEIRLABRLA DT InigiEes> 1Es
BoLET, PIHERLSNISE
&, OO EEMI, EELI-BEE

O i 1/ose1: (BEywimwgd) O E#2/00se2: (i yymovdd) L

ELA:'J’?T‘/ Single Rubella Vaccine We siiﬁglfy—cui;‘ié;l;: 0 get
0 Sli1moset: (B¥ounme) O Ei20ose2: (Evymeidd) vaccinated once more.

MMR (FEL A, 575835, BLA Measles, Mumps, Rubelia) or MR (FEL A, BLLA Measles, Rubelia) If you get a vaccine, please enter
® HiE1ooser: _ 1998/ T/ 18 memwig 0O %E200se2: i) the date in Item @.

B MMR Or O MR_«55nHERL T2 Please circle only one

Example @
BrL PR . .
- FhIX, EBREELLELS. |lost the vaccination record.
@ W BECHLABUAD FREEIE ORI 0. F0. RGBS,

| do not have a record of measles and rubella vaccinations, or | do not have a vaccination record but | have
contracted measles and/or rubella.
> EfdscifBEEeRe. zobED s ReRUTER. (R EfeiR) B0 A Uncifs.)
Please undergo an antibody lest at a medical inslitution, then list the date and results of that test below. (Note: Only tesl results
within three months of completing this form can be used.)

FifkEita Antibody Test

éL.h Measles g" iLA Rubella
&% 5 0ate 2019/8/20 EHymmdd)  ®EE Date 2019/8/20 (Bvvyimavdd

i:é'iiResult‘ [ 51 O @Postve’ Ei;iNegatrae
wHE A ETest methos: B HI / O EIAIGG
R YR aoslE LR LT, sefAbRR o e, X¥ECTT

#RResult: [ 50 ] ® EPostive/ O *;&Negalne
whiE S ETest methos: R EIAIGG / OPA / ONT
LA BILAM A TBRE I Es Teic S D ulie.
= TIEELTEE G,

If you cannot complete your measles and rubella vaccines before the deadline for this form, you may only list the test date, but piease be sure 1o
submit your antibody test results to the Heaith Clinic upon enroliment

Example @
Yxr3ES

*A(iﬁﬁ@%ﬂﬁ?%ﬁibfhiﬁ/u | have not vaccinated for both.

O MMR or O MR _«gs5pHRL T</a0 Piesse circle ony one

Lw3Yses

#£7 T, All done.

MELAREMIEEGEL SRR TTOT.

- BALAOFHEEESBOLET.
FUgEEEn B E . OoRlic, BEL:
BREEALTGELD,

You are not immunized to Rubella, we strongly

urge you to get vaccinated. If you get a vaccine,
please enter the date in Iltem (.
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L3Yss

#£7T7T9, All done.

LK)

XHELA. BLAO P EEESEIOLET. FHHiEEEan-BaE. DO EEHIC. BELEBREEAL TR,

We strongly urge you to get vaccinated once. If you get a vaccine, please enter the date in Item (.

L3Yss

#£°7 TY, All done.
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