CERTIFICATE OF HEALTH

\SEISEN UNIVERSIRY

Name:

Sex:

Date of Birth:

Age:

Date of Exam :

Height: cm

Weight : kg

Blood pressure: mm/Hg /

mm/Hg

Eyesight: (R) (L)

Hearing:

Chest X-ray:

(Film No : Date of Exam :

)

Urinalysis : glucose( ) protein(

)

occult blood( )

Past history:

Allergy:

Others:

Abnormal findings &Recommendations :

Date:

Signature:

Physician’s Name in Print:

Office/Institution:

Address:




