To be completed by parent/guardian:

L

English B#:E

Tokyo West International Elementary School

Medical Certificate f2EEZHiI=E

(MREDICREBSEBRNZTHRATSIY

, hereby authorize this physician to provide the following information

to the Elementary School if required and to supply additional information relating to my child's condition.

Fh C ) 3. CEEDRRIRREIC DN TORSEEZ NECDEMAMER T D EZRE LE T,
Signature: Date: / /
Year/ Month /Date
Filled out by Parent/Guardian (R#E&BDFICEALLZEL)
Last Name First Name & Middle Name
Name K&
Sex 1Rl Male £ Female %
Date of Birth &%&88 / / (Year/Month/Date)
Home Address {Xf
Home Phone 58 Mobile No. ##;
Filled out by Physician  (BEBTECA)
Height S5 cm Tregnlarheanbeat | [ yeg ( ) O No
Weight &A=& ke Skin Disease Z/E5 [ Yes ( ) OO No
Blood Pressure ME / mmHG Vision {8 RT [ ] / LT [ ]
Pulse 38 /min.RegularZ or Irregular REE Others Znit
Any allergy 7L )LF— [Yes / [ONo If Yes,specify &V OEATEMZFEA:

Medical History
BEDRE

Nature of health problem
IREDD > TNDER

Medical Evaluation *IJ E

Circle one below AND please official stamp on matching code at bottom of sheet

Describe restrictions (e.g., specific sports, recheck up, etc)

EERTAT R GEB) AT, REE | )

A Good health status. Medically, fit for schooling.
BEER. BEOZEEFEHDDITKELL,

B Abnormal findings present, but healthy enough for schooling.
EMREE, BEOZEEFICKELZVLOERDND,

C Abnormal findings present. Needs further analysis.
BEMRHY, SCUIRE-AREET D,

D Abnormal findings present. Medically not qualified for schooling.
BEEMRHY, FEREFERBDILEEFNICEHELEDND,

Date of Examination :2#7B {1 / /

LEDBOZHNZLE T,

Medical facility name #5673
Address ¥77
Telephone &% =

Physician [EFfi4 Signature [Effiv1>




English B#:E

Tokyo West International Elementary School
Health Questionnaire RERIZEIZ (1/2)

Filled out by Parent/Guardian  (RESZDFIC5EALITEL))

Student Name 4{EKZ Sex M3l Date of Birth 4+558
Surname & First Name & Middle Name *(not applicable toJapanese Male D / /
Female [] Year/Month/Date
<Food>
Favorite food IF&2E\4: Least favorite food EFZEAY):

<Health>

Pediatric hospital namef 1D DIF DIHEk:

Pediatrician {BE:

Address {£P/T:

Tel:

Past illness BE{F4iE:

Allergy 7 L) [/:F_@E,ﬂ.}\% Yes O No O If yes, please describe:

<Immunizations FEE> Date Immunized 78655

DTAP =EES (1) year month day
@ year month day
(3) year month day

Polio N 6)) year month day
(2) year month day

BCG BCG year month day

Rubella & LA year month day

Measles R LA year month day

Chicken pox KEE year month day

Others, (mumps, diphtheria, |2 (RT2S<. T [ifany, please describe 1AV EEZXEHE. FERES< /),

pertussis, tuberculosis, TP, B8xk. i

rheumatic fever, scarlet fever, |[#%. 'JONVFE, L&

ete.) SEY

<Past/Present Medical History/condition of your child >

Eye Condition/Wearing Glasses |difficult seeing 83tR/f8HIET Yes 0 No [

IRIEHEA « BOBS wearing glasses BRIFE{HMA Yes [ No [J
retinopathy #BiSAE Yes D No[J
glaucoma #xAE Yes D No[]
squint &8 Yes (1 No [
others ZMith

If Yes, please describe [130\] EBZREFIE. sFHlIEREESI TS,

Respiratory Condition asthma FAZ<L Yes (]  No []

fifi « IFIRBSRDIER (BAZ<EE |hyperventilation B SIEIRES Yes [0 No [
pneumothorax =8 Yes [ No [l
breathlessness 0% % Yes [0 No [
others ZNHh

If Yes, please describe [(30\] EBRCHIL. FlEaREEIZS),




Health Questionnaire fRERIZEIZE (2/2)

Skin/dermatological condition |atopic dermatitis 77 k& —MERZEN Yes ] No [J

REBOERE (PHE-E) urticaria CARKD Yes [1  No [
eczema ;&% Yes [  No [
psoriasis ¥z Yes [ No [J
lice ¥5= Yes[1 Nol[]
photosensitivity B8 8UE Yes [1  No [J
others ZDt

If Yes, please describe [(d\\] EEZEHIE. EHZREELIE S,

Bone/muscles/joint condition  |braces: % + EE Yes[1 No []

R/ B8/ BBRIDER fracture: Bif Yes[] No[J
arthritis BIEIZE Yes[1 Nol[]
disk hernia #RRAIL— Yes[1 Nol[]
scoliosis &N AR Yes [  No [
deformity Z# Yes [ No [
gait S17 Normal [J Abnormal [
congenital condition st XM4ES Yes [1  No [J
*Diagnosis of congenital Condition Z#i&
others ZDh

If Yes or abnormal, please describe [30\) FEE TRE ] EBZEA. FlERE=LIES),

Psychological/learning condition |psychological consult INEEEDIRER Yes [] No []

MR/ FEFPIARE behavioral problem {7E)iEE - 25 Yes 0 No [
learning difficulty FE[jE= Yes ] No[J
delay in mental growth ¥5@%E EIE Yes (1  No [J
inappropriate maturation S# S FEEB DI — Yes [] No []
attention deficit JFE/ED R0 Yes [  No [J
congenital condition Yes [1 No [J

*Diagnosis of congenital Condition ok

others Zmith

If Yes, please describe [0\ EBRETIE. FHiEREESIZS,

Neuron 4%

|pate11ar reflexes EEBR 5

Normal [J Abnormal [

If any abnormality, please describe 258

EBARPE. FlEREEIES.

Authorization

I, (parent's name) declare
that the information supplied is true to the best of my knowledge.
If I cannot be reached to give my consent to the first-
aid/emergency procedures, or if the school health services finds
necessity of quick first-aid, I hereby give my permission to
TWIES to seek medical treatment or in-school first-aid by the
school employee for my child in case of injury or illness which is
incurred while participating in school-sponsoredactivities.

Parent's/Guardian's Signature:

Date : yy/




