2020 JAPAN EXCHANGE AND TEACHING (JET) PROGRAMME
SELF-REPORT OF MEDICAL CONDITIONS

(EERIECHRES)
Name of Applicant:
(As printed in passport) Last Name (k) First Name (4 Middle Name (3 KL x—2)
(B K A4)
Interview Location: Date of Birth:
(iHibEth) (AFHR)

Your application cannot be processed without this form. It is important that you submit accurate information
regarding your medical history. This information will be used when assigning your placement as well as in serving
as a quick reference should any medical emergencies arise while you are participating in the program.

If you suffer, or have ever suffered from any physical or mental illness, please attach an explanation from
your physician, using the Statement of Physician form, stating whether you are fit to participate in the 2020
JET Programme and, as such, to live and work overseas.

(CHOEHOREIGEVE, BERBEFHRENEDONEEA REICOVT, ELWVERFRETEHIZENEETT, 2D
BIRIE. BB EDRECIETS MR DI ERMNGREZENRBISLBRIZSBTAOICHERASNET . HL. BEHLL
FRECEHEN - BHNTRREETHEECE, 20208 EDIETTAS LS., HOLIEENTEFL, BT LIZHE
RENIE I EAGELI-2020FE EROEMDZ M I+ —LERFFLTIIEELY,)

1. Current Treatment of Any Physical Conditions (fEREIRITLIZFR 2 BAE DB EIRTL)
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 form.

(BTEWBECIa % « IBHRE A Z T T aHh (B, B, W AR E IO A R<) . 43255, 3
AO(RER, Feh, Bl ORE) AL, ERMOMEELRETL2L, )

2a. Physical Condition(s) in the Past Five (5) Years (i3 5 EI281T B EEIRIT)
What serious diseases, injuries and/or medical conditions have you had in the past five years? If any of these resulted in
hospitalization, please give details as to when, why, and the duration of treatment below AND have your doctor fill out the
Statement of Physician form.

(EESHEMICED L 5 REA PR, BERELITFEL eofchy, FiRE LT, ABELIGAICIE, #EM (RE,
FHl, BEOHIM) ALUTICHREL, EMOREELIRMGTHZ L, )

2b. Other Undisclosed Conditions (# DOfLB] X VT BRI
Other than those stated in 2a., have you ever been treated for any other serious diseases, injuries, and/or medical conditions,
including but not limited to heart disease, blood disease, auto immune disease, cancer, epilepsy, congenital disease, recurrent
disease, 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 form.

QalZHFE L7 LIS ¢, BRI OER, MIRER, B OMEREER, B, TANA, ZRWER, BREEOH DX,
X UTREORHRR FX%) , BUEICHRBIENK D HRE R L & ORI ZRHKORER E IR E Clam s =
T2 embdh, ZATHHEIE, AT L, ERMoREELZRTTLZ L, )
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3. History of Nervous or Mental Conditions in Your Lifetime (f##% - ¥5tp% BB 5 IR EE)

Have you ever suffered from any nervous or mental disorders? If yes, you must provide details below AND have your doctor fill

out the Statement of Physician form. Please note that we may contact your doctor if further information is necessary.
GEFEITHREMEE 72 IR MR ER (B RRE, 8%, ADD, ADHD, BREEFE®E) Irho7l end

20 bLlbHDRL, FMEYELL, EMOREELZRMNT LI L, LERFRIIIEM~OMWNEDLEE2ITIEEZ D

THELIIZE W, )

O Anxiety [0 Depression [0 Obsessive-Compulsive Disorder
(FRREAZZIE) (9 29) (FRIEAFRRIE)

[ Bipolar Disorder [0 Attention Deficit Disorder O Attention Deficit/Hyperactivity Disorder
OMUR M P 55 (ADD) (ADHD)

[0 Eating Disorder [0 Post-Traumatic Stress Disorder [ Other (
(EREE) (PTSD) (ZDfth)

4. Foreseeable Difficulty in Navigating Stairs (FEEXDRAETT R Eh 5 HEE)

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.
(BB 5y DBEB D HBE CHENRER TR EN D50, HLHEITFEMERAT L2 L, )

5. Allergies (7 LV ¥ —{Z-2W\ )
What allergies do you have, if any? Are you currently undergoing treatment? If yes, provide details.

(TUVNAFR—ERH LD, AT HHEIE, WRIIZT 0D, Ml TICHESZ L, )

6. Medications (FFIZDT)
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.

(BUEE 721 3BE 5 FRICEDIER 22T T D56 (2L, BOBEEEZRLS, ) , Eho4ei, BHY, RA
BELEO TEOHMAELAT S Z L, ok, LRLoRML, 2a, 2b, 3TEHEFRIICHT 2AHEIZHONTHH
bV, )
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7. Eyesight and Hearing ({7 L B& 7122\ )
Are you colour blind or do you have any disabilities related to your eyesight or hearing? (Excluding the use of prescription
glasses and contact lenses to correct vision) If yes, please provide details. If you have a driver’s licence, please describe whether
it affects your ability to drive.

RS, €5, BREETZYTL2000H50, (RE, 2027 ML XML VB EERS»OLE
BR<, ) YT H LA, FEMEIRT 5 2 &, WA TFREE L, EERICKER WA T LA L, )
O Legally Blind (3 5) O Colour Blindness (&45) O Hearing Impaired (%)

If you provided information for Question 7 and have a driver’s licence, does this affect your ability to drive?
OYes 0ONo
(b L7ICEEY L, ERGTFZIR LTV 5E. BIRENIZHEITH D0, )

8. Dietary Restrictions (BZEHIRIZOVT)

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.).

(BUERFHRIRZZT T2 %ha, TOFMELAT DI &, Bl 56, FEH, HARRMh%)

Food Reasons
[ Beef O Chicken [0 Dairy Products [ Eggs O Allergies
(“FA) () (FLEL, (51) (FLax—)
O Gluten O Tree Nuts [0 Peanuts O Pork 1 Religion
(FNT ) (F vV H) (B—F ) (RA) F#E L)
O Wheat O Shellfish O Soy [0 Other medical reasons
(hZ) (E - W) (K&) Z DDEERTDT=
OFinfish O Fruit O Other ( O Other (
(Fa) () (& D) (Z Dfth)

9. Other Health Related Issues or Disabilities (% DAEFRIZ A3 v 5 RIECEE)
Please explain any other health-related issues/ disabilities (e.g. confined to wheelchair, pending medical treatment, etc.)

(ZDOMOERE LOEEFRELOEEICOWCLUTIZRRATLZ &, f]: T oOMfH, 1BETPTOFEHES)

10. Tattoos or Piercings / Miscellaneous (¥ kv — « 7 X/ Z DIz T)
Candidates who have tattoos and/or body piercings, please provide details of the tattoos, including location and size.

Fry=RET AR 2%BE, LOFMETN)

| understand that false statements may result in disqualification from the Programme.

| also understand that if | suffer, or have ever suffered from any physical or mental iliness, | must also
submit the Statement of Physician form in which my physician clearly states my ability to live and work
overseas on the JET Programme.

(REBRBOFELZ LIERE, A7 L~OBMEREBRVHEINDZENHDZ L ZHEMBLTVET,
e, BERVRERCENT, WHARIHERN - BHIREBEZET558ICH, ETFn 7 7 A8ME L LTl
TR AFBEEZTOI LR TEIDLEMCI YV ARICER SN TV IZHELZRIETOLENH D L2 HEME LT
WET, )

Applicant's Signature: Date:

(G5E B E) (B £F)

Please sign by hand
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