BoH&EZ#FEZE Personal Information and Consent Form

5. & Medical History
TEROFERE L= 2 EDBIEKRIEAEED.
If you have had any of the following disorders or diseases, indicate at approximately what age.

BRALTLIZE W,

FHERK4 : Student Name FHp : Age
4 £ A B : Date of Birth |Ef§ : Height | {AE : Weight

lliness (f54)

Age (£E#5) |lliness (/%)

Age (%)

liiness (f54)

Age (SE#iR)

lliness (&%)

Age (5E#iR)

I, BEAEREBURICOWTORIE AGREEMENT CONCERNING THE USE OF PERSONAL INFORMATION
EBHIXFREOBZE A I L UTATATIL) ~OSMIBELTTENI L ICAERLET, EBICBRLBELERZ
ETT27-DICFICEATITREOBABREREHETZ L ICABRWZLET, RELBRIIBOLZFAZLNDEICS L THAT S
ZCICABWELET, /o, ARICH> REAHETE=ZFICARIZ I LICABVLET,
| hereby agree to below statements upon participating in SWU'’s study abroad program (hereby referred to as the ‘Program’).|
agree to provide my personal information stated below to be used as necessary for the implementation of the Program, and

agree to authorize SWU to disclose such information to designated third parties as they deem necessary.

Tuberculosis (}&#%)

Heart (DVBE®)

Throat (¥%)

Rheumatic Fever (v a—=F#)

Paralysis (&)

Others(Z D)

Thyroid (FFIRAR)

Eating disorder GEgp®)

Measles(l$ L 9

Asthma(¥A % <)

Bone & Joint(®&. RAED)

Anxiety (RZ /LECAE)

Chickenpox (7K f3E)

Skin (BZ/8%)

Others(%Z D)

Depression(# 5 %)

Rubella(E2)

Ulcer(8 &%)

Diabetes (#&FRJ%)

Epilepsy(TA N A)

Anemia (& If1)

Eye(BDHER)

Mumps(H72.3. < )

Others(% dfth)

Hemophilia(If 44%)

Ear (BEOER)

Gynecological (58 AJ%%)

Others(Z D 1th)

YES: NO:

OBINIER : HEERFIC AN, BHE LT TOIEHR  All information that you have submitted/other submission at time of application
OULERER  EMFHRE. £FICRIFHRE. £5MH. BEEE, ZPRALORKEZET T AT T LICHHET %25 Necessary Arrangements:
Arrival and other necessary procedural assistance, general support, implementation of the Program lectures and cultural exchange events
on/off-campus, and related activities.

OAKT O/ LRIHBEINLADEELREE, BMZFREOTAS, v 7Ly b TAE—Ya vy ETHEFRRY —IVICERFFA Use of
photographs of me taken during the Program etc. for the purpose of SWU’s blog, pamphlets, promotional video and promotional tools etc.
OFEANERS L OCBROFAICET 2EMIEERSREICHVNEDE W LEY

I will contact the Center for International Exchange if | require clarification on said personal information or use of photo

Il. #%FE MEDICAL HISTORY OF APPLICANT

1L.7LL¥—13HY £9H? Do you have any allergies? |yEs: NO:

ASHDTLILEF—HAHENIEUTICEARELEETEHMEEZ LTS WL If “Yes”, Please list the things specifically below.
A. B : Food

B. ERA:IFZY., LM, BPWDE, £E. TDM Non Drug Allergen: dust, pollen, animal hair, food, metal, others

C. BEF =y Uv rvUYHR HiL77El Zofb  Drug Allergen: penicillin, aspirin, sulfa drugs, others

D. /~F & &1 Bee sting anaphylaxis :

2. EffiofEaEEZIFTV0E T, Are you being monitored by a physician?
I TWBEEIF < LCERBLTLIEE VL, If “Yes”, Please explain IYES: INO:

3. B2 ERALCVET L ?ADL-HDAE NS ECTH ? ZDHAIE, BEBBELTIaL,

If you are on any medication name them. Please bring required medicine with you to Japan IYES: NO:

4. £HEENHY £ ? Do you have any menstrual difficulties?

H LHNIEEFICEREZFBE LTS W, If “Yes”, please explain. IYES: NO:

BERALTWAEDEZE] Name of the medicine frequently used

$8E % ? How frequently do you use it?

HLEROBEEZZITTWBHEIEFHALTTI L, If you are being monitored by a physician, please explain.

. REDERFEIREE Current health condition

UTFOBEMICIEATR, /—IlvVEANTER TSI,

Please check “Yes” or “No” for each of the following items.

A TRADFEIE, TATTLIEEDRIICEMOZMENVETY, FFLWEREZHRBALTZE W, If you answer “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 HINEZEPLOEWEIMIEH Y £9H ? Do you have a bleeding disorder or serious anemia? IYES: INO: ]
IB./E\H@%LIE Y E9H? Do you have heart disease? IYES: INO: |
IC. Bigfmisd Y £9 5?2 Do you have kidney or urinary disease? IYES: INO: _[l
ID. BBEIEH Y £35,? Do you have stomach disease (BEBH) ? IYES: INO:
IE. BB IR AEEREIZH Y £ I A 7 Do you have asthma or hyper-ventilation syndrome? IYES: |]NO:
FOIBNI )Y [AEEEEZ T TULWET A ? Are you undergoing therapy or counseling for mental health issues? IYES: INO:

IG. B L CEOBEEZZIT TWBRR LT A 1ddH Y 235, ? Are you being monitored by a physician ? IYES: NO:

IH. 1ELURND [TADA] OFEEIEHY 5 ? Have you had a seizure within the last year? IYES: NO:

II. ORI HNILTHAL, FLEODLIBEZRALTWE AR ERBEALTLZE L, Do you have any other medical

problems or medicines you take regularly? IYES: NO:

EEFIIRBEAREZLNELT2ER/NH2FEE. HTROBEIIODVWTEMORRZEH-ZMELRE L TI/ZE L,

If you are under treatment for any of the symptoms above, please contact your physician for a doctor’s note which must include the points below.
1. Current condition (BRTEDIREE)
2. Prognosis (5D R@EL)

3. Comments to health care provider at Showa Women'’s University (A $H & OBIILZFRE REIBLYE~DBEEHE)
4. Whether the student is fit to study abroad or not (B ICXE WA E S HY)

Il. E&#&sE MEDICAL AUTHORIZATION RELEASE

fh (REE) BTROABICOVWTERA, ZEWLEY, LDF (BE) »"BUZFARZICEZHR, REDHDB
| 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 an 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.

REEZER

Guardian

*compulsory for students under 20 years of age
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