PLEASE PRINT CLEARLY
(BABRIZEEAT D Z &)

2019 JET Programme Applicant Self-Report of Medical Condition(s)
(BRI E CHEE)

Interview Location:
(i FE )
To the applicant: Please fill out the reference data below. Your application cannot be processed without this form. Successful applicants will be
required to submit a JET Programme Certificate of Health, including a chest X-ray, from their physician by the date designated by the Embassy
or Consulate General of Japan. It is important that you submit correct information regarding your medical history. If you now have or have
ever had any physical or mental condition/illness, your physician must attach a statement to provide an explanation indicating whether you
are fit to participate on the JET Programme and to live and work overseas. This information will be used to your benefit in deciding your
contracting organisation as well as in serving as a quick reference should any medical emergencies arise while you are participating on the JET
Programme.
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PERSONAL DETAILS (BEF 5EAH)
DATE OF BIRTH: M (B) /b (H) /¥ (fF)
(AR 1) /
NAME (54;)

3¢as printed on your passport (/XAR— i@V ([ZF0H)

Last () First (%) Middle (X F/L%—2)

1. Are you currently seeing a physician and/or undergoing treatment? (except for colds, fevers, visiting OB/GYN facilities, or consultations
for requesting contraception). If yes, you must provide details as to when, why, the duration of treatment below AND have your doctor
fill out the Statement of Physician.

(BIEZ BB EMIRR 2 Z T T2 (BUR, JEEL, I AR ETCI3HE OB 2 R<) o %4058,
AR (P, SFE, o) 2L, EMOREELRMTLZL, )

2a. What serious diseases, injuries and/or medical conditions have you had in the past five years? If any of these resulted in hospitalisation,
please give details as to when, why, and the duration of treatment below AND have your doctor fill out the Statement of Physician.

(BZE 5 FMIC LD XD RITAIR, BRETIIHEBL 2ol #ERE LT, ABELZHAITE, FEM (K
B, H/, WROWME) 2L TFICHREL, EMOREEZIRTTLIE, )

2b. Other than those stated in 2a., have you ever been treated for any other serious diseases, injuries, and/or medical conditions, including
heart disease, blood disease, auto immune disease, cancer, epilepsy, congenital disease, recurrent disease, carrier conditions (for
example, hepatitis), or any other disease, injury, or medical condition involving permanent damage? If yes, you must provide details
below AND have your doctor fill out the Statement of Physician.
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If you have ever suffered from any nervous or mental disorders (including, but not limited to anxiety, depression, ADD, ADHD, eating
disorders, etc.) you must provide details below AND have your doctor fill out the Statement of Physician. Please note that we may
contact your doctor if the statement is incomplete or if further information is required.

GE R ME F 72 IR (] - RZRIGE, %5, ADD, ADHD, EBERELS) (Irholol &R
HDHM, bLHDHRD, FFMEWRL, EMOBREEZRMNT L Z &, BERHIZEM~OMWEbEEZITHE
B THERLSTEE N, )

O anxiety (R ZAFREAE) O depression (#47) O obsessive-compulsive disorder (& 3 #H%IE)
O bipolar disorder (B AHRM: ) O ADD O ADHD
O eating disorders ({2 == O PTSD O other (= DAth)( )

Please, provide details below (Gl % FEA)

Do you foresee any physical challenges resulting from the need to go up and down several flights of stairs on a daily basis?
If yes, please explain.

(B 5y DBEB DFBEIC L 2 FHARMRER FHIS N D0 HDEEITFHEMERNTH 2L, )

Do you have any allergies? If yes, are you currently undergoing treatment?

(TVAFR—ERD D0 Z8T HHES, BRITZIT TOD, Sz TICHLT 228, )

If you are currently taking, or have taken in the last five years, any prescription medication, other than oral contraceptives, please give
details including the name of the medication, purpose, and dates taken. Make sure to describe the conditions for which you take any
medications listed here in questions 1, 2a., 2b., 3, above.

BUEF 38 E 5 FMICEDIRFE 22T T D546 (2720, BOBHEIEARS, ) , Eho4qan AW, IR
ABESBOTEOFMATLAT LI L, ok, Liokil, 2a, 2b, 3THEIFTORIUTK T HLTTEIZHONT
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Are you colour blind or have any disabilities related to your eyesight or hearing? (Excluding the use of prescription glasses and contact
lenses to correct vision)
HREE, 65, BREETKATL2b008H50, WRE. 227 L X0 L VB EFADEE
Zhr<, ) BET LA, FEMAPIRT 5 2 &, EERRFHRERE IR, EERIC SRR R VAT H L, )
O legally blind (fi.5F& %) O colour blindness (f4.5) O hearing impaired (B 5 &)
Please, provide details below (FEf% FCA)

If you wrote anything for question 7 and have a driver’s license, does this affect your ability to drive? [1 Yes [ No

Are there any foods or substances which, for medical or personal reasons, you do not eat? If so, please give details (e.g. medical,
religious, personal reasons, etc.). . _
EUERFHIRZZ T TWDLIGE, ZOFMETATLZ L, 6 BN, =EW), EARZRE M%)

Foods:

O Beef (4+HA) [ Chicken (%5 ) O Dairy Products (FL34H) O Eggs (JF)

O Gluten (Z /L7 >) O Tree Nuts (7 2V 3A) O Peanuts (E"—F > /) O pork (X))

O Wheat (/N£) O shellfish (H3A « FAZH) O soy (KE)

O Finfish (F%H) O Fruit ((55) O others (Z DAh) ( )
Reasons:

O Allergies (7 Vv¥-) O Other medical reasons (% DD FIF D 7= )

O Religion (72 1) O other (& DAt ( )

Please explain any other health-related issues or disabilities below (e.g. confined to wheelchair, pending medical treatment, etc.).

(Z OO EOEEFEKL OEEICHOWTUFIZRRAT L Z &, f : T OMH, 1BEPOFHE)

The answers | have given are correct to the best of my knowledge.

(FEZOTLMFHDO LBV HEL Y T, )

Signature: Date:

(F4) (BA)




