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A

MEDICAL AUTHORIZATION RELEASE

FLUREE) I FRRONFICOWTESE, BEWELET, BT (F4) BEEfLFRFPICEF
h, ZEOE-D O, BAlEOEREITAZ 5N ZHUCE ) A ELE L2+ X TOWNE %
AR L, =R, Fiflw, EEEEE, Bk - REEBREICETLET,

| hereby authorize all doctors, nurses, medical staff, administrators and teachers of Showa Women’s
University to render routine medical treatment and emergency first aid and to make arrangements for my
child’s welfare, including transportation in the event of an emergency and whatever medical care such
person may, in good faith, deem necessary for my child’s welfare.

| hereby release from liability all such persons who, in good faith, render such routine medical treatment and

emergency first aid to make arrangements for my child’s welfare pursuant to the foregoing authorization.

PR
Student name

i B B4
Guardian Signature

*compulsory for students under 20 years of age

H f+/Date: / /
Month Day Year
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Emergency Contact Information

BRARNEKEE LT TFRIC 24 2308 LT &0,

Please list two emergency contacts below.

(D47 (355-)/NAME:

#eiN /Relationship :

E-mail:

P (35%) /ADDRESS:
(Street) (City)
(Prefecture) (Zip Code)

e/ TEL (Cell) :

(2411 (F52)/NAME:

#eAM /Relationship :

E-mail:

FFT (35 /ADDRESS:
(Street) (City)
(Prefecture) (Zip Code)

EZE/TEL (Cell) :
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B 22 A DR R
MEDICAL HISTORY OF APPLICANT

NAME (5557):

ADDRESS (¥#7):

Date of Birth (ZE4EH RH): Al H/ £ AGE (FE#p) :

HEIGHT (& &): cm WEIGHT (& H): kg

1. Do you have any allergies? (7 L /v ¥ —ixH 0V £35?) Yes __ No
If “Yes”, Please list the things specifically below (fif 5227 LA F—03HE B AR IGE Ttz EN T 7ZE )

A. Drug Item: penicillin, aspirin, sulfa drugs, others
G =y U BU R YT AL EOf)

w

Non Drug Item: dust, pollen, animal hair, food, metal, others
GEEA 120, B, BMOE, ERZOMEALRLDILT LAX =250 BRI L TREVY, )

Food (%) :

o

Bee sting (/T & )

D. Are you being monitored by a physician? Yes__ No ___ If “Yes”, Please explain
(ERTOMSEHER &2 Z T TOWETH, ZITTWLHHAIE< D LIFBILTIZE N, )

m

If you are on any medication name them. Please bring your own medicine with you
EEERALTCWET 2D EN S ITT N2 O, EEFBL T, )

2. Do you have any menstrual difficulties? Yes _ No
(EHEEENRH D FT00?)
If “Yes”, please explain. ( L HIVZEARITIERZ A LTI E SV, )

The name of the medicine you take. Gt IR A L TV 2 D4 i)

How often do you take it? (S 1% ?)

If you are being monitored by a physician, please explain. (b LEMOIGE 25T TV AIGEITFA L TF I, )
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3. Past History (J#/i)

If you have had any of the following disorders or diseases, indicate at approximately what age.
(FRLOIFRZ LT Z & D HAUTKRIEMRED, AL T ZE NV, )

lllness (Ji44) Age (FFHi) lllness (J#i44) Age (%) lllness (i44) Age (i)
Tuberculosis ?:;/ljl% ) Diabetes (CKERJ7)
(F#%)

Paralysis (FREL) Skin (FZJ&%%) Tumor (HE55)
Mumps Kidney/Urinary
(B=5<HE) Ulcer (H1&E5) (BFfik. REREET9)
Measles Gynecological
(L) Eye (H DR CTINT))
Chickenpox Rheumatic Fever
KIEHED) Ear (HORK) (Va—~TF#)
Eating disorder
Rubella (JAZ) Throat (M%) (B RkEE
. Anxiety

. Thyroid JU
Anemia (& 1) () (RZ2 DBLE)
Hemophilia Bone & Joint Depression
(i ACH9) (F. B (#H529%)

Epilepsy

Heart (D) (CADA) Others (£ofit)
Others (ZFfih) Others (Z0fih) Others (£0fih)

4. Current health condition (FRAE D fEHEIR fE

Please check “Yes” or “No” to each of the following. (LI Fidr ==, /—T&zx T &, )
If “Yes” to any items, a physician’s note is required prior to the start of the program. Explain the details of your symptoms below.
(A = ADHET, 70l T AP EDHNCEMOBZMENPLETT, FLFELWEREZFHI L TIZEN, )

A. Do you have a bleeding disorder (Hifif%%) or serious anemia (& WEIfL) ? Yes No
B. Do you have heart disease (CMEJ7) ? Yes No
C. Do you have kidney or urinary disease (& flgiips) ? Yes No
D. Do you have stomach disease (FI5HE) ? Yes No
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E. Do you have asthma (itE.) or Hyper-ventilation syndrome GEFEUZSERERE) ? Yes No
F. Therapy or counseling for mental health issues (7 7 > & U > 7 fsthigg) 2 Yes No
G. Are you being monitored by a physician (ERIOfMFIER 221 T\ 5) ? Yes No
H. Have you had a seizure within the last year (—#ELLPN OFRSRIE) 2 Yes No
5. Do you have any other medical problems or medicines you take regularly? Yes __ No ___

(MOTFERHIULFEA L, - EDO X I BREZRAL D07 LTI EE, )

If you are under treatment for any of the symptoms above, please contact your physician for a doctor’s note including
the things below.
EEF IR A NE LT AEFNH 50 4EF., BTROFEICOWTIEMOBEREZEDT-ZEELSIEN LTI &N,

1. Current condition (BL7E DK FE)
2. Prognosis (4 1% ® R.i@ L)
3. Comments to health care provider at Showa Women’s University
(AR ANF L ORI L7 R PREEFL S E ~ D R 5 )
4. Whether the student can study abroad (B7“# 2 ZBIZ 720 E 9 DY)

Declaration and Signature
| hereby certify that the information entered above is completer and accurate.
| also understand that the information collected on this form can be disclosed without my consent to SWU
staff and faculty for program registration and student support.

FRABDIEETEETHLZ LB NET, £/, ZOMAMITESSNTIFERD ., 5T & 7P g2
EDTZHIZ, BMZFRFOZIBIIHRIND Z & 2B L TWET,

£ E 4 (Student Signature)

H {f(Date) : / /

*7#H B4 (Guardian Signature)

*compulsory for students under 20 years of age

H {f(Date) : / /




