Physical Examination Certificate
Academic Year 2027
To be completed by the applicant’s physician                  
	Surname                       First Name                    Middle Initial

	受験番号(Office Use Only)

	Date of Birth
	Year             Month              Day

    
	Sex
	Male  /  Female

	Present Address
	

	Height
	cm
	Weight
	kg
	Color Vision
	Normal  /  Abnormal

	Eyesight
	Right             Left
	With Glasses
	Right            Left

	Hearing
	Right:   Normal  /  Abnormal              Left:   Normal  /  Abnormal

	Please describe in detail the results of recent X-rays, chronic illnesses, or physical handicaps.

　In my opinion the general state of the applicant’s health is:  [  Excellent  /  Good  /  Fair  /  Poor  ]

	      I hereby certify that the above is correct.

         Signature                                                               
         Name of Physician                                                        
         Name of Clinic                                                           
         Address                                                                 
Date of Examination  Year          Month            Day       
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