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

(R ILE TREE)
Name of Applicant:
(as printed in passport) Last Name () First Name (4) Middle Name (X Kk —2)
(BZEKA4)
Interview Location: Date of Birth:
() (Hi £ 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 illness, 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.
(COEHOREINGVE. CERBEFHREINVEDONFERA REITDONT, ELLVMEBRERHTAIZENEETT . D
BFHIL. EEXDRECIETSMYBPICERNGREFENESLBICSRIOICERSNET . HLBELL
IREICHEN-BENGHEREETIHECIE. 2020 EQJIETTAS S5 LB M. HUOLILESN TEFL. @<Ll
BRELS LGOI EIEBARELI-2020F EIRDEMDEEH 7+ —LERML TS, )

1. Current Treatment of Any Physical Conditions
(fEFIRVLIZ AR 2 BIFE DIRFRR L)
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.
(BEBBEROVRIR - EMIRREZ T T0D 0y (BUR, J88, Im ARHEITEOMRRERLS) . 8T 256, #F
AO(REHRE, b, TREORY) 2RL, EMMoREELRGTLIL, )

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

(GBE 5 FITR T D ERERIL)
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.

(BZESFMIZED L) EA WA, B ELIIHEL 2ok, fRE LT, ABELEGEITE, 558 (R,
T, RO ZUTICHEL, EMOMEELZRMATLHZ L, )

2b. Other Undisclosed Conditions

(ZDME] X TV 2 REFIRTL)
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.

(2alZHFE L7 DIANC, MBI OEE, MRER, BOREERE, B, CALA, EXREER, BREOH 5,
v U TREOFRS (FRE) |, BUEICHRBENEDIHRKE OVREE G 0EARKCRE ETIIRECIREEY %
72 B2, ST H2HEEICE, Mz L, EMoREEZRMTLZ L, )
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3. History of Nervous or Mental Conditions in Your Lifetime
(FHRE - FEMHVE RICB T 2 W)
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.
G B ACH IR F 72 1RSI R (B« REAPRNE, 8%, ADD, ADHD, EREES) Chhoslntd
DM bLlbois, FEMEWRL, EMOREEZRMAT DL, BERIIZEM~OMWEDEETIEEZ D
THERLSTEZV, )

O Anxiety (#i&AZHE) o Depression (5 29%) o Obsessive-Compulsive Disorder (iiatfitie)
o Bipolar Disorder(3titRis) o Attention Deficit o Attention Deficit/Hyperactivity Disorder (ADHD)

Disorder (ADD)
o Eating Disorder (fEffss) o Post-Traumatic Stress o Other (
Disorder (PTSD) (£ i)

4. Foreseeable Difficulty in Navigating Stairs
(FEERDOFRETT R Ih 5 EE)

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 DRSO F- e CH RN PRSI D 2 HOGEITFFMERI T2 L, )

5. Allergies
(7 L AF—=Zon0)

What allergies do you have, if any? Are you currently undergoing treatment? If yes, provide details.
(TUVAXFERH DD, FUT2HEI, WREEIZT T D0, FMEUTICHR T2 L, )

6. Medications

€2 Vol AN@)
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 721385 5 FRICEMIGEZZ T CWAEE (2L, BOBHTIEEZR<, ) , BRo4wr, BN, RA
HELEOTETOFMETLATDLZ &, B, LML, 2a, 2b, 3THETRICKTT 205 EIZONTH
LBV, )
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7. Eyesight and Hearing

(HA EBESIZHOWT)
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.

HiEkEE, A, BEEE U T 26003550, (R$E, 2027 P Lo XML VBERADOLE %
<. ) ZYUT25EAE, FEMEAR T2 2 &, EEATHREE IR, BRI ENRWVINTEATLIZ L, )
o Legally Blind (#itk%%) o Colorblindess (&) o Hearing Impaired (% F7)

If you provided information for question 7 and have a driver’s license, does this affect your ability to drive?
[JYes [INo
(b L7ICRZE L, EIGFF 2R LW H5A. BRI REEH 50, )

8. Dietary Restrictions

(BEHIRIZOWVT)
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.).

BIERFHIREZ T TV I5E, TOFMELATLIZ L, 6 BN, FEHW, EANZREERSE)

Food Reasons
o Beef (4+py) o Chicken (% o Dairy Products o Eggs () o Allergies (7 L1¥—)
5)) (LI ER)
o Gluten (#  oTreeNuts (- oPeanuts (¢—7 o Pork (f&m) o Religion CGi#t)
T V) > V) )
oWheat (v o Shellfish (2 o Soy (k) o Other medical reasons
%) 3 - M) ZDOMDLIRD T
o Finfish (& o Fruit () o Other ( ) o Other ( )
) (Z DAth) (Z D)

9. Other Health Related Issues or Disabilities

(ot 2303 5 BRERIESE)

Please explain any other health-related issues/ disabilities (e.g. confined to wheelchair, pending medical treatment, etc.)
(Zofo@FE EOFEEFHERCEFEICOWTLUTIZRAT L &, fi - g O, 1BRETOFHE)

[LUFORFI, BB THS TR0 & HRFT- BB 21D 0 7200

10. Tattoos or Piercings / Miscellaneous
(# by — - BT R/ ZDOHIZHONT)

Candidates who have tattoos and/or body piercings, please provide details of the tattoos, including location and size.
(FFry—RET AN LYE, ZOFEMETEA)

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

(HEBCRBOREEZ LEFE, AT ST L~OBNMERERVEENDIZLBHDZ LEZHBMELTVET,
Fhe, BERTCHRECBNT, WhHhiRH5EN - BHRREEZETIHEICL, JETr 75 A5 ME L L TH#EsSt
TEX EBRETHILRTES LEMICLVARCERIN TV IZHEZRUTINENHD L ZEML T
WET, )

Applicant's Signature: Date:
SEEEE) (BA)
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