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EESEEE Student Health Questionnaire
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Fth, FLRALE T’(Wﬁiz& iﬁéiml’:ﬂﬁb‘i L3BAIcx 673 HMOBBENICHLT. KENTHETZRENBNET. (1) ~ (9) 2T

OEE(OWT, ERICTRA TS,

How to complete this questionnaire (Complete both sides of this form)

This questionnaire must be filled out by your parent/guardian or a teacher (for example, home room teacher or school nurse). There
is no need for consultation with or diagnosis by a physician, except in the case that treatment must be continued after entering APU.
However, adult applicants may complete this questionnaire themselves. This questionnaire will be used as reference for the student's
health management upon admission into APU, and will not affect any admission decisions for the applicant. The information provided
here may be shared within the University to support any health issues should the need arise. Complete all items (1) through (9).

LTHZETTRAT &L, Please answer all questions using block letters.

mﬂ‘b\ty)b\ vait/uii/ul_:’
FERA ZEREBES
Applicant's full name Application No.

; L ‘\7,“ Tves BEZ Brin
pons fi 5 5

Pronunciation of

name in KANA Sex Male / Female
HhA B - B R el b RAN LABLD AT )
C2:320c : A B | &8 p
Date of Birth Year Month Day Age Years Height cm Weight kg
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(1) Bz, AENORERHNETH? ( BILCEMEZHESE IR )

Is the above student currently receiving treatment or therapy for any illnesses?
(Do not include temporary iIInesses such as common colds.)

BY£5LE5FLS

BL No/ & Yes—THnI0Ba. K2 RUSARK REDA If yes, please provide the name of the illness and current treatment status.

2o LN J

£ 3)
—>*i373"JJ(Dlia S CFRBAECR TR, If yes please follow the instructions below.
5 W EL V24

O A$@EARERNINENSHEAECEEETS

Check with the student s doctor whether they will need to continue treatment after enrolment.
3 (3 f <

O ARESHIEELBAE. S R0RRHEIEFALTELNTS

Provide mformation about the treatment plan on a separate sheet if they will need to continue it.

LhED (gD L& [ARg-

L
XEH. AT J'J(JEJ?_E#EEﬁ_C(iEU?fﬂ/vG)_C EEﬂiGJ g’@%@&ﬂ-jﬂit%i‘e‘hwteie TELY,
In addition, please note that the APU Health Clinic is not a medical institution, and is not able to perform medical examinations or
prescribe medication.

(2) B#E. #H b'CL‘%%iJ‘EUi?b\? Is the student currently taking any medication?
BL .~ BY— T ah 0E. RokueE- EREESEEEX

No Yes — If yes, please provide details including the name of medicine, dosage, and frequency of use.

[ J

FREWE2FR AL o oEF 56 LENS

— x50 TRE B ABANCTARERONTLGS S, FRABICHL. BERFREESTAOTXAL,
If answering yes, and the student is currently receivmg medical treatment overseas, please follow the instructions below and perform the
procedures as necessary.
12w 5 IFAEL
O X¥#kt, BEERLTO S ZORBELNBENESH T AEIHEET 5.
Check with the students doctor whether they need to continue medication after enrolment
O ERLTLSEEESAHNEA R, FRURLESEO L, FTREEBER~REL. BELTHEETS,

http://www.mhlw.go.jp/stf/seisakunitsuite/bunya/kenkou_iryou/iyakuhin/kojinyunyu/topics/tp010401-1.html
Check the following 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

IZ1F A k) = hoS M
> E%/\G)%Ei&ﬂﬁ“ﬂ%&b‘%b\ Can the medicine be brought into Japan?
<Ly Y5 £ =
> ENGLDEZEFLADHSH If so, how much medicine can be brought into Japan?
= &5 elel
> %EL@T_&)G)UZ\E&%%JL% What procedures are required to bring the medicine into Japan’7
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O X&%. BFRoESEEcARERELENEAE, BARELLEEEcERan B A e £ T3,
Prepare a letter of referral to a Japanese medical institution, written in Japanese or English, in order to continue the
medication in Japan
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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.

S bHA _‘_§’ T 5< 12
XEm+ 58 A Ty, Continued on reverse



(3) ER LB RN HYET M2 Does the applicant have any health warnings?

BL .~ B0 — [ &) I0BA. SMETA ]
No . Yes — If yes, please prowde details:

© WELOEEAL. REHPHANGHTLE LL(CHBLBINEGSAVRRPRIREIOVTIRA TS, (B350HCMNTHZRE

FRRECEEHALTTEL, ) ‘ . ‘

BEHE FIRERTLSE I, THENNE (LT EROOE B I NERESN TVBR-IOELERFA LT,

Health Warnings are ilinesses 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.
WA ZOLAEKY AN whH oy L T x -
(4) TNETIC. BRZH CREE—ETHRBSNECEEHNETN 2
Have any abnormalities ever been detected in any of the applicant’s past health examinations?
BLNo .~ &D Yes — [ 0 |0BEZORMECEATEL, Ifyes, please provide details:

©©

(5) ChZFTIC, ﬁﬁl;b\h\ot;tb%bi?b\”( IR B 13 AR R (R )
Has the applicant ever contracted and/or received treatment for an iliness or disease?
(Do not include temporary ilinesses such as common colds.)

BL ~ &Y — T &0 1084, (BEEHE—B)CHEATI,
No . Yes — Ifyes, please give details in the list of past illnesses.

[Eiﬁﬁéiﬂ;%é List of past illnesses]
%&ﬁjv Date 1‘7%3%\ Disease SAHEEIA Course of Treatment

© AR—ANEDEIMEA., B (AdH A X DBES A THBLERA) IZAL. BHLTHEEN

© If you need additional space, please attach an A4 size sheet with the information.

(6) uT@E%Et”ﬁéﬂE:&(iEUﬂf?b\ ? Has the applicant ever been diagnosed with below infectious diseases?

44 Tuberculosis CIBEIRF % Hepatitis B OCHE % Hepatitis C OHIvV Ozofk other ( )

= F1vh bl’:&ﬂﬁb‘ﬁ%!ﬁ S ZOEMETIEA TS, Iftick one or more on above, please provide details:

-WOETF?When? ( )

'%W%Q’%ﬂ?ﬁ;(lﬁt\ffﬁziﬁ’ééh‘fuéx %b((iéﬁtcth%bﬂ“h\v Did the applicant receive any treatment for this? No ./ Yes
WOETTH 2 When? ( ) A AEFBET T 2 1s the applicant still undergoing treatment? No .~ Yes

(7) (6)?%%"(..5‘1)’)0)555'“(1, T'EU)EF'?(JB'_IEIK'F'EL\ If tick on Tuberculosis on (6), please answer below;

I‘JEUCL‘Z) ?&’(‘-’%ﬁ bL\EEO)EP(-.%E# [Chvirotz Ab‘b\iﬂ'b\ ?
Have any family I|V|ng with the applicant or any close friends ever contracted tuberculosis?

BL No / *Tﬂﬂ *Unknown. / &0 Yes

[ %D 10 SZORMECRA TS, If ves, please prowde details
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Who? Father Mother Brother Sister Grandfather/Grandmother Aunt/Uncle Cousin Friend Other
BhEW
ENEEHBIEMMEAF DA TLIEN? Approximately how old were they when this occurred? ( )
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o you or the applicant have any concerns abou‘t(their physical or mental health in regards to starting life as a university student ?
BL ~ ®) No ./ Yes [ &0 \0B&. EEMi%ERA If yes, please provide details
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<T—é{,\ Name and address of the person who completed this form:
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Measles and Rubella Immunization Record
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Please enter the date when the applicant received vaccinations for measles and rubella. The date must be
shown on their vaccination record. If there are no records or if the records are unclear, please ensure the
applicant undergoes an antibody test at a medical institution. If any antibody test produces a negative resuilt,
we strongly recommend that the applicant be vaccinated for those particular diseases. If the applicant is
unable to receive a vaccination due to allergies or any other reason, please follow the advice of their
physician.

BLENL B b LobaiZhiss
PHERKA ZRES
Applicant's full name Application No.
HhRA DB - B RA o [ 5 o ez FBrin
AH F A =] 331 5 1 %
Date of Birth Year Month Day Sex Male / Female

EFD32055, WINDESTEALTFEL, Please complete one of the three sections below.

D MMR(%&%Measles, BT:,S\<J%L§BMumps, Jsilf.éRubella) or MR(%%Measles, jﬁ;&éRubella)

Dose 1: ( MMR/ MR)
Year Month Day

Dose 2: ( MMR/ MR)
Year Month Day

@ %%77?“/ /OR INDIVIDUAL VACCINES

E L~ A5LA
kP Measles E % Rubella
Dose 1: Dose 1:
Year Month Day Year Month Day
Dose 2: Dose 2:
Year Month Day Year Month Day

CS kWA T A

® kMR ZE /OR ANTIBODY TEST

L~ AS5LA
kP Measles B Rubella
Test Date: Test Date:
Year Month Day Year Month Day
#EHRResult: [HEPositive / [ZMNegative fERResult: [ZMPositive / [zMNegative
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If the applicant cannot submit the results of the antibody test by the deadline, please enter the date when they will receive the test.
Please make sure to submit the results to the Health Clinic after enrolment.

EAEOELRUEBEETTAEEL,  Name and address of the person who completed this form:
o L BN BN
E‘(‘.é Name: SFHEDHM Relationship [ ]
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