
- 1 - 



- 2 - 



- 3 - 



- 4 - 

Attached Form 2 (Associated with No. 4 Item 3) 

CERTIFICATE OF HEALTH (to be completed by the examining physician)

Please fill out (PRINT/TYPE) in English. 

Name: , 

Male 
Female  

Date of Birth:      /       /          (M/D/Y) Age:         

1. Physical Examination 

 (1) Height:  cm     Weight:  kg 
 (2) Blood pressure:   mm/Hg  Pulse: regular irregular 
 (3) Eyesight: Without glasses (R)       (L) With glasses or contact lenses (R)        (L)
 (4) Hearing: normal   impaired     Speech: normal  impaired 

2. Please describe the results of physical and chest X-rays examinations of the applicant's. 

No more than 6 months prior to this certification are valid. 

Lungs: normal  impaired  
Heart: normal  impaired Electrocardiograph: normal impaired 

Date                   Describe the condition of applicant's lungs.  
Film No.              

3. Under medical treatment at present : No   Yes ®  Conditions/particulars :                       

  Physical disability : No   Yes ® Conditions/particulars :

4. Past history : Please indicate with  or . 

    Tuberculosis : (    )  Malaria : (    )   Other infectious disease : (    ) 
    Epilepsy : (    )   Kidney disease : (    )  Heart disease : (    ) 
    Diabetes mellitus : (    )  Drug allergy : (    )  Psychosis : (    ) 
    Others :                           ,                          

5. Urinalysis :  glucose  (    )   protein (    ) 

Family name First name  Middle name
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6. Status of immunization 

Chicken Pox/Varicella : Proof of immunity will mean two doses of varicella vaccine, a physician documented history 
of disease or serologic evidence of immunity. 
      History of Varicella : Yes        No        Date :         /       /

Immunization : Date 1:        /       /        Date 2:        /       /        
      Titer : Date:        /       /  Result:                            (copy attached) 
Rubella :Proof of immunity will mean one dose of the rubella vaccine, a physician documented history of disease or 
serologic evidence of immunity. 
       History of Rubella : Yes        No        Date :       /     /      

Immunization : Date:        /       /        
       Titer : Date:         /        /  Result:                            (copy attached) 
Measles :Proof of immunity will mean two doses of the measles vaccine, a physician documented history of disease or 
serologic evidence of immunity.   
        History of Measles : Yes        No        Date :          /        /

Immunization : Date 1:         /        /        Date 2:         /        /        
        Titer : Date:         /        /          Result:                            (copy attached) 
Mumps :Proof of immunity will mean two doses of the measles vaccine, a physician documented history of disease or 
serologic evidence of immunity. 
         History of Mumps : Yes        No        Date :          /        /         

Immunization : Date 1:         /        /        Date 2:         /        /         
         Titer : Date:         /        /        Result:                            (copy attached) 
Pertussis (For field work activities) :Proof of immunity will mean documentation the Tdap vaccine(tetanus, 
diphtheria, pertussis), or a physician documented history of disease. 
          History of Pertussis : Yes        No        Date :          /        /         

Immunization : Date:         /        /           (within 5 Years) 
Hepatitis B (For medical activities) :Proof of immunity will mean Three doses of the hepatitis B vaccine, or a 
physician documented serologic evidence of immunity.  
          Immunization : Date 1:      /      /      Date 2:      /      /      Date 3:      /      /       
          Titer : Date:         /        /        Result:                            (copy attached) 

7. In view of the applicant's history and the above findings, is it your observation that his/her health status is 
adequate to pursue activities  in Japan?  

YES        NO 

8. Particulars or additional comments. If he/she needs special supports, please describe in detail. 

Signature :                                                Date :                            
Physician's Name (Print) :                                                  

Office/Institution :                                                
Address :                                                          
Phone :                         Fax :                        
E-mail address :                                                  
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The President of Gifu University (hereafter, ) accepts (Name of researcher) of (Sending university or organization) 

(hereafter, ) as a foreign researcher under the following terms: 

Article 1    accepts  as a foreign researcher from the dates of (Year / Month / Day) to (Year / Month / Day). 

Article 2   While sojourning at Gifu University, B will engage in research �(Objective of research)� under the 

 (Name of institution) . 

Article 3    will not furnish  with living allowance nor travel expenses during the period mentioned in Article 1.

Article 4    will not be responsible for any accident, illness, or any other matter whatsoever which  may undergo

      during the period of stay mentioned in Article 1. 

Article 5    will comply with the rules and regulations of Gifu University. 

Article 6   This contract may be terminated by  or  anytime during the period mentioned in Article 1.  

One copy of the agreement document will be presented to each party. 

Year     Month    Day   

: President of Gifu University

:  Foreign Researcher  

 will furnish  with the expenses  will pay  during the  

period of stay in Gifu University mentioned in Article 1.
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