Tokyo West International School
Medical Certificate ERZH=

To be completed by Parent/Guardian: (MREIDICIRES R EBNMECTATSL)

I , hereby authorize this physician to provide the following information to Tokyo West
International School if required and to supply additional information relating to my child's condition.

RS, CEBDORBRIRREICDNTDREEZ NcDEEMOMER I DT EZHEELE T,

Signature: Date: / /
Year / Month / Date
Filled out by Parent/Guardian (IREBDFICEALZELY)
Last Name ¥ First Name & Middle Name
Name
K&
Sex
MR oMale & oFemale &
Date of Birth
+EAB / /
Home Address
{EFR
Home Phone No. Mobile No.
BEES EBEES
Filled out by Physician (BEBBHECA)
Height Irregular heartbeat o Yes ( ) o No
Weight Skin Disease o Yes ( ) o No
N} kg fZEJs
Blood Pressure Vision
meE / mnHG B RTL 1 /LT[ ]
Pulse Others Znfts
i /min

Allergy 7L J)LF— oYes / oNo If Yes,specify & 0D OGAFEMEZ A

Medical History ;@75 (DR FE

Current of Health Issues IRTED > CTLVDHBER,

Describe restrictions (e.g., specific sports, recheck up, etc) Medical Evaluation )&
Egﬂi@]"ﬁ‘ (@@]E{\ 1%%3\ ﬁ*ﬁﬁ) Circle one below AND please official stamp on matching code at bottom of sheet

A Good health status. Medically, fit for schooling.
REER. BROZELEFEHBOIKELL,

B Abnormal findings present, but healthy enough for schooling.
AMRER. BROFEEF XBLENLOEBEDND,

C Abnormal findings present. Needs further analysis.
BEFRHY, SHULIREAREET .

D Abnormal findings present. Medically not qualified for schooling.
BEMRSHY. PEEFEHBDILEIEFNICRELR OIS,

FEEDBDZWILE LE T, Date of Examination s287 B {4 / /

Medical facility name §5623
Address {£Ff
Telephone E&HE =

Physician [Effi% Signature [E#iY>




Tokyo West International School

Health QuestionnairefgEREE (1/2)

Filled out by Parent/Guardian ({3 075 Z 7 ALTZEN)

Student Name A= f£4 Bij
Surnamelf: ' First Name 4 ' Middle Name
Sex Male o Date of Birth /
A1) Female O EEAH
<Food>

Favorite food /F&X72 8~

Least favorite food & F72 B~

Food Allergy B in 7L /L¥—DOH#E: Yes 0 No 0 If yes, please describe:

<Health>

Pediatric hospital name
BV DT DFEBE:

Pediatrician

FH .

Address
FEFT:

Telephone number
[ R e

Past illness

BEAESE:

Allergy
TLILX— DA
If yes, please describe:

Yes O

No o

<Immunization/ T [ B> Date Immunized B:fir541

Streot 1 / MR 1 /
eptococeus / G /
e e tee 3 / Mumps 1 /

E R E p
(GNVR32Nz)) 4 ; (57-.5<) 5 /
1 / Varicella 1 /
Japanese Encephalitis |2 / (KIR) 2 /
GENEEI) 3 / Rotavirus 1 /
4 / (X7 ()L R) 2 /
1 / . .. 1 /
DPT-IPV-Hib 2 / Viral geg;%%ype B 15 /
(STEIRR) 3 / 3 /
4 / BCG 1 /
others (& Dfil1) /
/




Tokyo West International School
Health QuestionnairefgEREE (2/2)

<Medical History/Condition of Your Child>

Eye Condition/Wearing Difficult seeing Yes O Glaucoma Yes O
SRR T No o ok I Nono
Mgt {%%S?eé DR Wearing glasses Yes O Squint Yes O Others £ 4
> ne R B Noo ok Noo
Respiratory Condition A\\sthma Yes o Pneu/lgothorax Yes O
i PR BRR DR DAL e L e Others Z it
(B2 L) Hyper\ientllatlg)n Yes O Breathlessiless Yes O
@@%E{ﬁﬁ No o @Fﬂ %ﬁ No o
Atopic
Dermatitis Yes O Eczema Yes O Lice Yes O
7 e — R No o BTE2 No o ¥ No o
Skin/dermatological condition xR
B DILE (7R —72&) Urticaria Yes 0 Psoriasis Yes 0 Photosensitivity Yes O
CAIS No O 3 No O H B EoE No O
Other
DA,
Braces Yes O Arthritis Yes O Scoliosis Yes O
k"R Noo ESVEIEAS Noo HEODA R Noo
Fracture Yes o i Herma~ Yes O Deformity Yes o
- BT No 0 HeRB L= No o VN7 No o
Bone/muscles/joint 7 <
condition . Congenital
B B B DR s apormal 0 Condiion NS e
RUEFER
*Diagnosis of Congenital
Condition
Wi
Psychological L Inappropriate
congult Yes O Difficult Yes O Maturation Yes o
DNERRIEORE No o o [F‘%X No o AR i SR A No o
B EREL ] ﬁ @*ﬁ(
Psychological/learning Behavioral Delay in Attention
condition Problem {Ieos DD Mental Growth ;{Ieos DD Deficit EE/4E {Ieos DD
DB/ RN R ATH R - B FEPHFE R SE SAY ]
Congenital *Diagnos.i st
Condition Yes O Conge.n_ltal Others
P No o Cé(;{l‘c,htlon Z DA
2k
Neuron i Patellar reflexes 25l Normal 0 Other
! S5 Abnormal O Eal
<Authorization>
/, (Parent’s name) declare that the information supplied is true to the best of my knowledge. If |

cannot be reached to give my consent to the first aid/emergency procedures, or if the school health
services find necessity of quick first-aid, | hereby give my permission to Tokyo West International School 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-sponsored activities.

Parent's/Guardian’s Signature:

Date:




