Document :　C

(a)If a doctor can fill the form on PC, please send this data to the doctor after filling out information in the first box
(Statement of agreement is on page 6.) .
(b) If not ,after filling out information in the first box*, please print out this page and bring it to a doctor.　Then hand them in at the interview at the Embassy　or Consulate General.
(Signature is required on page 6.)
Health certificate
　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　
This section has to be completed and signed by a doctor. The doctor should not be related to the student. Each question must be answered with a detailed explanation including or attaching separated reports if the answer is “YES” to those questions from 2 to 16. The agency in charge of this program (to be decided) reserves the right to ask for further information to determine if the student meets the medical qualifications of this program. Signs of the parent s (guardian) of a student are also required.
*
	Student’s name:      
	Date of Birth:      ( 19yy / mm / dd )

	Address:      
Country:      

	Age:
     
	Sex:   FORMCHECKBOX 
 M   FORMCHECKBOX 
 F 
	Date of examination:      
               ( 20yy / mm / dd )


*PLEASE KINDLY TRY TO WRITE CLEARLY.
1. Body
	Height:      cm
	Weight:       kg
	Pulse :      /min

	B/P:      
	Respiration:         
	Normal　temperature:       .   ℃


2. Reflexes regularity
	1)Pupil
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	2)Knee
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	3) Other (If there is anything that you notify, please describe.)
	     



	Please describe if there are any abnormalities concerning height, weight (including substantial loss or gain in the past six months), blood pressure, pulse or respiration.
	     


3. Diseases/ Conditions (Including past)
	a)Measles
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No             /        ( yy / mm ) 

	b)Mumps
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No             /        ( yy / mm )

	c) Rubella
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No             /        ( yy / mm )

	d)Chicken pox
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No             /        ( yy / mm )

	e)Poliomyelitis
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No             /        ( yy / mm )

	f)Hepatitis
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No             /        ( yy / mm )

	g)Tuberculoses
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No             /        ( yy / mm )

	h)Rheumatic fever
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No            

	i)Cough(persistent, recurring)
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No            

	j)Headaches(persistent, recurring)
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No            

	k)sleepwalking
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No            

	l)Enuresis
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No              

	m)Appendicitis
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No              

	n)Parasites(internal)
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No             /        ( yy / mm )


Please write comment if necessary about the diseases above.
	     



4. Allergies
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes,
Type:      
Medication:      
Dosage:      
Frequency:      


5. Asthma
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes,
Type:      
Medication:      
Dosage:      
Frequency:      


6. Diabetes
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes,
Type:      
Medication:      
Dosage:      
Frequency:      


7. Seizure disorder
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes,
Type:      
Medication:      
Dosage:      
Frequency:      


8. The history of any disease, impairment or abnormality of the parts below.
	a)Abdominal organs, digestive system
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	b) Lungs, respiratory system 
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	c) Bones, joints, locomotors system
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	d) d)Genitor-urinary system
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	e)Heart blood vessels
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	f)Tonsils nose or throat
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	g)Blood, endocrine system
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	h)Eyes/vision, ear/hearing
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No


Please describe more if necessary about the problems.
	     



9. Has the student ever been hospitalized? 
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes,
When:      
Diagnosis:      
outcome:      


10. Is the student currently taking medication or injections? (other than those mentioned previously.)
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes,
Type:      
Medication:      
Dosage:      
Frequency:      


11. About nervous 
	Has the student ever consulted a neurologist, psychologist or any other specialist for a nervous, emotional or eating disorder?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No


12. Other
	Is there a history of, or present evidence of, an emotional, nervous or eating disorder?   
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No


If yes to any of the questions from 6 to 12, a FULL report by the specialist and a statement by the student about the illness or specific problem must be attached in a sealed envelope. 

Note: Placement in a foreign host family, school and community requires adjustment which often involves emotional stress. It will not be a time of relaxation or temporary relief from any current therapy. If the student is experiencing current emotional, physical, personal or family difficulties, these difficulties can be severely exacerbated by the adjustment. Therefore, you are requested to evaluate carefully the student’s current or previous condition and treatment along with his or her ability to manage potential adjustment anxieties and stress in a foreign environment. 

13. Are there any health limitations or restrictions on the student’s activities and /or sports participation or any medical information which should be considered for a home/school placement?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, please describe:      



14. About oral hygiene
	When was the last time that the student had dental check up?
	20      /      

	Does the student wear dental braces?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	If yes, will orthodontic care be needed while on the programme?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No  If yes, How often?      


15. Immunizations

	a)Measles
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No             /        ( yy / mm ) 
                           /        ( yy / mm )
                           /        ( yy / mm )

	b)Mumps
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No             /        ( yy / mm ) 
                           /        ( yy / mm )
                           /        ( yy / mm )

	c) Rubella
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No             /        ( yy / mm ) 
                           /        ( yy / mm )
                           /        ( yy / mm )

	d) Diphtheria
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No             /        ( yy / mm ) 
                           /        ( yy / mm )
                           /        ( yy / mm )

	e) Pertussis
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No             /        ( yy / mm ) 
                           /        ( yy / mm )
                           /        ( yy / mm )

	f) Tetanus
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No             /        ( yy / mm ) 
                           /        ( yy / mm )
                           /        ( yy / mm )

	g) Poliomyelitis　
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No             /        ( yy / mm ) 
                           /        ( yy / mm )
                           /        ( yy / mm )

	h) BCG　
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No             /        ( yy / mm ) 
                           /        ( yy / mm )
                           /        ( yy / mm )

	h) Hepatitis　
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No             /        ( yy / mm ) 
                           /        ( yy / mm )
                           /        ( yy / mm )

	j)TB test
	Which one? :             FORMCHECKBOX 
Mantoux  FORMCHECKBOX 
Tine 
             /        ( yy / mm ) 
                        Result       (+ / - )

	If positive with the result j), was chest x-ray done?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No               /        ( yy / mm ) 
                        Result       (+ / - )

	l)Other
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No             /        ( yy / mm ) 
                           /        ( yy / mm )
                           /        ( yy / mm )


16.
	1) In my opinion the general state of the student’s health is
	 FORMCHECKBOX 
Excellent  FORMCHECKBOX 
Good  FORMCHECKBOX 
Fair   FORMCHECKBOX 
Poor

	2) In my opinion the student may participate in high school sports and activities:
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No  


↓Next page: Signature
======STATEMENT OF AGREEMENT========
1. Doctor
I certify that a physical examination of the student has been given and all important recent medical information has been included on the form, that nothing relevant has been omitted, and that the student is able to travel. I understand that the omission of any information could be harmful to the student’s health care and could result in early termination from the Japan-Europe Mutual Understanding Scholarship Program.
(a) If the document was filled by PC.
I hereby confirm that the information on the document C is all true.       FORMCHECKBOX 
Yes
(b) If the document was filled by hand writing.
	Doctor’s Signature
	Date:      

	Phone:      

	Doctor’s address:      


2. Student and Parent/Legal Guardian 
Your signature below attests that you understand and accept the association in charge (to be decided) Medical Policies as stated on the Participation Agreement, that all the information on document C is correct and complete and that inaccurate or incomplete information could be harmful to the student’s health care and could result in early termination from the Japan-Europe High school Student Exchange Program.
(a) If the document was filled by PC.
Student:
I hereby confirm that the information on the document C is all true.       FORMCHECKBOX 
Yes
   Parent/Legal Guardian:   
I hereby confirm that the information on the document C is all true.       FORMCHECKBOX 
Yes
(b) If the document was filled by handwriting.
Student signature:                                                          Date:      
Parent/Legal Guardian Signature:                                            Date:      
1

