THE JAPAN EXCHANGE AND TEACHING PROGRAMME
2020 SELF-REPORT OF MEDICAL CONDITIONS

(REFRIL B CREE)
Name of Applicant:
(as printed in passport) Last Name (k%) First Name (%) Middle Name (3 RLx—2)
(BN KAL)
Interview Location: Date of Birth:
(riHeih) (HH & )

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
programme.

If you suffer, or have ever suffered from any physical or mental iliness, please attach an
explanation from your physician, using the 2020 Physician’s Form, stating whether you are fit
to participate in the 2020 JET Programme and, as such, to live and work overseas.
(COEHEDREDPGENE, SEREFHREDEDONFTER A RECONT, ELWMERZRETAIZENEETT . D
BT, BEXDRECIETSMAR P ICERMGERIFENESRICSRI SOIZFERAShET . HL. BEHL
FBREICHHEN - BHNERSEATHHEEICIE, 2020FEDIETIATF LS., HOLIXEN TEFEL., @<L
BTG LOESEHREL-2020F ERDEMD LM 74— LEBF LTS, )

1. Current Treatment of Any Physical Conditions
(BEFEIR VLI AR B BIEE D IR FIRTL)
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 Physician’s Form.
(BUEBRTEROTEIE - IR A T T a0y (AU, B, WAREITBEOMBEIRS) . 4T 556, 3
AR, FE, RlORE) 2K L, EMoREHELIRMGTLHZ L, )

f

2a. Physical Condition(s) in the Past Five (5) Years

(BZ 5 FITRIT BRI
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 Physician’s Form.

(%5 FEMICED X 5 RFEA AR, BREIIFEBL Rolohy, RS LT, ABRLIEGAITIE, 350 (R,
i, BEOMRE) FLUTFICHREL, EfoWMEELZRETLZ L, )

2b. Other Undisclosed Conditions

(% DAtL5| E ey TV S RERIR L)
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 Physician’s Form.

(alZHFL L 72D T, B ICLEE, IRREE, B ORERE, B, TAhA, BRMWEE, BREOH WA,
X U7REOWR (IFR%) |, BUEICHRBIENE DR KR O E & DR 2RO E I EB TlaR e %
F7eZ b2, HETHHEAITE, FEMEUTL, EMOREELRGT L2 L, )
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3. History of Nervous or Mental Conditions in Your Lifetime
(FH#% - AR BICET 5 RE)
Have you ever suffered from any nervous or mental disorders? If yes, you must provide details below AND have your
doctor fill out the Physician’s Form. Please note that we may contact your doctor if further information is necessary.
QR ZEICHRRENE E 72 IR IR R (B« REMRRIE, 8%, ADD, ADHD, BREESE) Throl b
L bLHDRG, FEMEHEL, EBEMOREFELRMT L2 L, LERICIEM~OMWEDLEZITIEEL D
THELTZI N, )

O Anxiety (MitR2eiE) o Depression (5 54%) o Obsessive-Compulsive Disorder (ia#h#iE)

o Bipolar Disorder(sfi s o Attention Deficit o Attention Deficit/Hyperactivity Disorder (ADHD)
Disorder (ADD)

o Eating Disorder (&) o Post-Traumatic Stress o Other (
Disorder (PTSD) (ZDfth)

4. Foreseeable Difficulty in Navigating Stairs
(BB D FBETTF R &5 EEE)

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 OFEB D FBETHEHIRER TR SN DD, HOHEIFFEMERHT L2 L, )

5. Allergies
(T L AF—IZT2OnT)

What allergies do you have, if any? Are you currently undergoing treatment? If yes, provide details.
(T VAF—ERDH DD, BETDHEIT, BRIIXT T2, AU TICHE T2 &, )

6. Medications

(BFIZOWT)
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.

(BITEE 721300 E 5 FRICEWIBR 22 TV aEgE (2L, ROBERAR, ) , ELo4e1, B, RA
BELEDTEOFMETAT LI &, 2k, EfLoML, 2a, 2b, 3THET RIS T HLFEIZONTH Y
LT, )
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7. Eyesight and Hearing
BRA EBEINZHONT)

Are you color 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 license,
please describe whether it affects your ability to drive.

HREE, 65, WREETHKLAT 26003550, (REE. 227 FLAOBEMICXVBIEERS»DOLEE
br<, ) ZUT DT, AR T D 2 &, EEATHRGE T, BREICERRWVINTRATLIZ L, )
o Legally Blind (##3tki#) o Colorblindess (f2&) o Hearing Impaired (B3kEsE)

If you provided information for question 7 and have a driver’s license, does this affect your ability to drive?
[1Yes []No
(b L7IZY L, BERTZIFFL TV %E, BRI EBIIH 50, )

8. Dietary Restrictions

(BEHIFRIZDVNT)
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.).

(BERFEHREZZ T TV IS, TOFEMETRAT L &, Bl 5KW, FRED, MANZRERE%)

Food Reasons
o Beef (4:p3) o Chicken (% o Dairy Products o Eggs (1) o Allergies (7 L% —)
") (LB
o Gluten (¢ o TreeNuts (- oPeanuts (v—7 o Pork (KH) o Religion (=# L)
T V) v Y HH) )
o Wheat (s o Shellfish (2 o Soy (k&) o Other medical reasons
#) R 2] ZOMMOBERD T2
o Finfish (/2 o Fruit (i) o Other ( ) o Other ( )
) (Z ) (% Dfth)

9. Other Health Related Issues or Disabilities

(% DHBERRIZ 23030 5 BRI E)

Please explain any other health-related issues/ disabilities (e.g. confined to wheelchair, pending medical treatment, etc.)
(ZOMOER FOREEFHEEOEEICOWTCL FICEAT LI &, §l: DT O H, FETOFES)

| 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 Physician’s Form in which my physician clearly states my ability to live
and work overseas on the JET Programme.

(REBIZRBOREZ LIEBE, K0T TA~OBMBEREZMIHINDIZLFHD I LEERLTVET,
Eiz, BERVBEICBW T, WHRIHEH - BHREBREZETIHEICL, JET a7 A8ME L L TOEsHt
THE EEE T LN TEDLEMIIL Y AMICEHI N TV IZ2HELRIETOILERH D EEEMHLT
WET, )

Applicant's Signature: Date:
OSEEBE) (BAH)
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