THE JAPAN EXCHANGE AND TEACHING PROGRAMME
2023 SELF-REPORT OF MEDICAL CONDITIONS

(REERILE CHRES)
Name of Applicant:
(as printed in passport) Last Name () First Name (4) Middle Name (3 KLxr—24)
(B KA4)
Interview Location: Date of Birth:
(e h) (%A H)

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 2023 Physician’s Form, stating whether you are fit
to participate in the 2023 JET Programme and, as such, to live and work overseas.
(COEHDRELNGVE BERFFRENEDONEEA BEICDOVT, ELWMERZRETAZENEETT . D
ER T, BEXDRELIETS AR P ICERNGCRIBENESRICSRI SOIERShES . BL, BELL
FREICHFH-FRHNTRE[ERTHESICE, 2023FEDIETIATSLBM, HLLOLIEENTEEL, B<TEIH
ELRGLDENEHELI-2023FE E RO ERMDOZE 7+ —LERFLTESL, )

1. Current Treatment of Any Physical Conditions
(FERRR LI ER 5 BIFE DIRFCIR L)
Are you currently seeing a physician and/or undergoing treatment (other than acne, common colds, fevers, visits to
OBJ/GYN facilities, or consultations for requesting contraception)? If yes, you must provide details below as to when,
why, and for how long you have been receiving treatment AND have your doctor fill out the Physician’s Form.
(BUEBREOIRHE « EInREZ T T0oHy (=%, BUR, A AR E TR RRZER<) . %47 5%
A, B (R, Fih, R OHIMZR L) WL, EMoREZHLRMGTL L, )

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

(B% 5 FITB T 2 IR
What serious diseases, injuries, and/or medical conditions have you had in the past five years? If any of these
resulted in hospitalisation, please provide details below as to when, why, and for how long you received treatment AND
have your doctor fill out the Physician’s Form.

G2 BAERIC E D & 5 REEARIER. BEREIDREL otz AR LA, 36 (B, FHh, 1D
i) ZLATICHRL, EMoREELRMNTLILE, )

2b. Other Undisclosed Conditions

(Z DAtF| E e\ TV 2RI
Other than those stated in 2a., have you ever been treated for any serious diseases, injuries, and/or medical conditions,
including but not limited to heart disease, blood disease, autoimmune disease, cancer, epilepsy, congenital disease,
recurrent disease, or any other disease, injury, or medical condition involving chronic or lifelong effects? If yes, you
must provide details below AND have your doctor fill out the Physician’s Form.

(RalZ AR L2 T, MEICLERE, MKEE, B OmERE, DA, TADA, SERMEE, BREDOH DA,
X U 7TREOFK (FR%) | BUEICREENE DAL OEREE & 0EA RO E IR E IR 23T
2B DD, BBETHEEITIE. AL, EMoREELRMATHZ L, )
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3. History of Mental Health or Developmental Disorders in Your Lifetime
(REROR I « FERFICHEY 2RE)
Have you ever been diagnosed with any mental health or developmental disorders (including mild cases and
conditions you have recovered from)? If yes, you must provide diagnosis and treatment details below AND have your
doctor fill out the Physician’s Form. If you are currently undergoing therapy, please also include the frequency and type
(i.e., in-person or online). Please note that we may contact your consulate or embassy if further information is required.
GBEICHAIZRE (B REMRAE, 8. ADD, ADHD, #ARES) 3R EREICRk S L
DM BEORE, SER - ARLIEREEED, ) bLH2GEE, ZEOREOFEMEITL. Biio®REEL
W52 8, I E—2%T TV 2HE, HEBIWEX Gt 74 ) OFFMbRHEL T Zsn, B8
R IITEA AT~ DORINE DR 1T BE2 T TR IZS VY, )

O Anxiety (& TRZE) o Depression (9 -29) o Obsessive-Compulsive Disorder (i#a i)
o Bipolar Disorder(xitk ) o Attention Deficit Disorder o Attention Deficit/Hyperactivity Disorder
(ADD) (ADHD)
o Eating Disorder (fE#&5E) o Post-Traumatic Stress o Autism Spectrum Disorder (ASD/ i BfjiE)
Disorder (PTSD)
o Gender Dysphoria (#51#%1) o Other ( ) (Z0fth)

4. Foreseeable Difficulty in Navigating Stairs

(BB DA TT R Eh 2 HEE)
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.

By OO R ETHRMOBEN TSNS, bALGIFEEMESATZ L, )

5. Allergies
(7 L AF—IT2NT)

What allergies do you have, if any? Are you currently undergoing treatment? If yes, provide details.
(T LR —ER D D0, 4T 286 IWEITZT 0D, AL FICHRTL 2L, )

6. Medications

(HFizo\70)
If you are currently taking, or have taken in the last five years, any prescription medication (other than for common
colds/viruses, oral contraceptives, or ache medications), please give details including the name of the medication,
purpose, and period taken. Make sure to describe the conditions for which you take any medications listed here in
questions 1, 2a., 2b., and 3 above.

(BEE 713 E S FRICEMIRREZZ T TV A6 (L, ROBHEEAZRL, ) | Eao4R1, BR, IRAE
ELEOTEOMMETRAT DI L, 28, Lo, 2a, 2b, 3TEFIRIICKT2LGEIZOWTHPRS
UNCAND!
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7. Eyesight and Hearing
(S LBEAITHOWT)

Are you colour 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 licence, please also
describe whether it affects your ability to drive.

BRREE, A5, WEEE YT 20003050, (IR, =227 ML A0 XV BIEEZORE 2k
<. ) AT 2HE1T. MU 52 &, EEEFHREE I, BRICKER2WATLATL L, )
o Legally Blind (##3tki#%) o Colour Blind (25) o Hearing Impaired (iR FEE)

If you provided information for question 7 and have a driver’s licence, does this affect your ability to drive?
[JYes [INo
(b L7ICEY L, ERAFTFE IR L Q0 254, BRI EBIIH 50 )

8. Dietary Restrictions

(REHIRIZOWNT)
Are there any foods or substances that, for medical or personal reasons, you do not eat? If so, please give details (e.g.
medical reasons, religion, personal reasons, etc.).

(BERFHRELZT TWDEE, TOFEMETLAT DI L, B B, =B, HARRER %)

Food Reasons
o Beef (4-p9) o Chicken (# o Dairy Products o Eggs (i) o Allergies (7 1v—)
) (RLELR,
o Gluten (#  oTreeNuts (- oPeanuts (v'—7 o Pork (i&#) o Religion (G# 1)
T > YV HE) )
oWheat (/v o Shellfish (2 o Soy (k&) o Other medical reasons
%) B - ) ZDOROBIFE DT
o Finfish (fa o Fruit (3%) o Other ( ) o Other ( )
#) (ZDfth) (& D)

9. Other Health-Related Issues or Disabilities

(& DALBERRIZ 233 5 FECHEE)

Please explain any other health-related issues/disabilities (e.g. use of a wheelchair, pending medical treatment, etc.)
(ZOMOEE LOEEFEROEEICOWTLUFICEATSZ &, 6 WO, BT OFEE)

[LLFDFFRFIE, B350 Tl T & a3 84813 HkRS 0 =00 ]

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

Candidates who have tattoos and/or body piercings, please provide details of the tattoos, including location and size.
B by —RETARDLYE, ZORMETAN)

I understand that false statements may result in disqualification from the JET 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.

(HEHICEBOBREL LGS, A0S 7 5 ~OBMEREMIVHEINDIZLBHDHILEZBRLTNET,
e, BERVHECENT, WR25EH - BHERBEZAETIHAICS, JETA v T A80E & LTl T
BE, ABRET OB TELLEMILVABRICERSN TV IBHELZRHTIXNENHDIZ L EHBELTVE
9o )

Applicant's Signature: Date:

s -=-3=E ) (BA)
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