THE JAPAN EXCHANGE AND TEACHING PROGRAMME
2024SELF-REPORT OF MEDICAL CONDITIONS

(R B C#mES)
Name of Applicant:
(as printed in passport) Last Name (I%) First Name (#4) Middle Name (I F/Lr—2A)
(I 4)
Interview Location: Date of Birth:
(i i) (ZE4EAR)

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 2024 Statement of Physician stating whether you
are fit to participate in the 2024 JET Programme and, as such, to live and work overseas.
(COEHEDRELNLGNE BERFFREVEDONE R A BEICDOVT, ELWMERZRETHENEETT . D
FR (T, REXDRELIETS AR P ICERNERIAFTENE ORISR T SOIERAShES . HL.BELL
FBREICHFN- BRNEREIEETIRSICE, 2024FEDIETIOTF L8 M, HLLLITENTEEL., @< LICH
BAGEOAEIEHREL-2024F EIRDEMD LMW 74— LEFFFLTIIESL, )

1. Current Treatment of Any Physical Conditions
(BEFEIRTLIZ AR 5 BUEE DIGHCIRTL)
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 Statement of Physician.
(BUEBFEIRHE « MR EZ T C0Hy (=%, BUR, A AR E I TEORREZERS) . %47 5%
A FEE (R, gRi. RO L) 2GR L. EoWmEEERHGTL 2L, )

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

(B% 5 FITR T BRI
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 Statement of Physician.

(&% SFEMICTED L O REA R, BIEELITFREB L ol ABELIZIEEITIE, 36 (R, Fh, 8ED
) ZLATICHRE L, EMoREELRMNTLIIL, )

2b. Other Undisclosed Conditions

(E DA E] X fey VTN D REFRIRIL)
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 Statement of Physician.

(RalzlFE L2 DISN T, mMEICOHEE, MR, BORERE, A, TAh A, BREER, BEEOH DR
Xy U TREORR FRE) | BIEICHRBIED IR D RKR O & & TRA 72 R0 Be e & 72 10 RE CIRIR & 5217
T2 ENRBHDD, ZUTHLEAEITIE. AR L, EMoREEZRMITLZ L, )
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3. History of Mental Health or Developmental Disorders in Your Lifetime

CREAROR IR - F&ERE 2R3 29R)

Have you ever been diagnosed with any mental health disorders (such as anxiety, depression, eating disorders) or
developmental disorders(including ADD and ADHD)? If yes, even if it was a minor case or a condition you have
recovered from. you must provide diagnosis and treatment details below AND have your doctor fill out the Statement
of Physician. 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.*Please list
non-medicated learning disabilities such as dyslexia under question 9.

(REIEIRRER (B« RLMRYE, B8R, BRIEES) F3EEE (Bl ADD, ADHD) IZ2#isnhik
TERBHDH, BEOKRE, TR EMLIEREET, ) bLHOHEE, ZERKEOFEMEIR L. EMOH
HEEERMITDHIL, BT =TTV LGE, BERLOIER Glind s 74 2) OFFMbREL T Zan,
MR ZIIIENAEEA~DINE DR EIT O B2 Z TR EEW) X RFHER EOFREEIIM 9 Iciid LTl 72 an,

0O Anxiety (F#ER2eE) o Depression (% ->¥) o Obsessive-Compulsive Disorder (3tig i)
o Bipolar Disorder(3irtfss) o Attention Deficit Disorder o Attention Deficit/Hyperactivity Disorder
(ADD) (ADHD)
o Eating Disorder (Ea&fEE) o Post-Traumatic Stress o Autism Spectrum Disorder (ASD/H FAjiE)
Disorder (PTSD)
o Gender Dysphoria (#:555&%1) o Other ( ) (£ofh)

4. Eyesight and Hearing

(A LBEAZHOWT)
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.

HHEEE, A5, BERETKUATI2LOR®H LM, (RE., 2027 L XOFERIC LV BERSDGEZR
<o ) BAETHELHEIL. AT 52 &, EEGTHRFTEIL. BRI ER R WIRRATH L, )
o Legally Blind (##3tki5%) o Colour Blind (&8) o Hearing Impaired (fE5ms)

If you provided information for question 7 and have a driver’s licence, does this affect your ability to drive?
[JYes []No
(b LAY L, EIERFTF 2R LTV A6, IR EITH D), )

5. Foreseeable Difficulty in Navigating Stairs

(BBEDABETT R sh 2 HEE)
Do you foresee any physical challenges resulting from the need to go up and down several flights of stairs and/or
carrying heavy items on a daily basis? If yes, please explain.

(b Sy DHEE D FL RO O IER CHISHMBER PRI SN . HIBEEEMEHAILZ L, )

6. Allergies
(7 L AEF—ITONT)

What allergies do you have, if any? Are you currently undergoing treatment? If yes, provide details.
(T VAR —IER S DD FZET DG, BRITZIT T D0, fEME L FICHRT 22 &, )
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7. Dietary Restrictions

(BRFHIFRIZOVT)
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.).

BUERFHIREZZ T TODEE, TOFMERAT DI &, B - B, FEA, EARRIEEHRS)

Food Reasons
o Beef (4:p3) o Chicken (% o Dairy Products o Eggs (1) o Allergies (7L vx—)
") (FLEL)
o Gluten (7 oTreeNuts (> oPeanuts (£—3 o Pork (IKR) o Religion (G=# 1)
T V) %)) )
o Wheat (/v o Shellfish (2 o Soy (k&) o Other medical reasons
%) - FBR) Z DOROBFH DT
o Finfish (2 o Fruit () o Other ( ) o Other ( )
) (£ Dfth) (& D)

8. Medications

(BFEizHOV0)
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.

(BEEIEE S FERICEMIERE2Z T TV D HE (L, BROBEEREARRLS, ) . BLo4E, B, ARAM
ELEDTEOFHMELATLZ L, ok, Lo, 2a, 2b, 3THEFIRICHTILFTEIZ> VT HHRED
0 7=y, )

9. Other Health-Related Issues or Disabilities
(F DRI A3 D31 5 RIERCREE)

Please explain any other health-related issues/disabilities (e.g. learning disabilities such as dyslexia, use of a wheelchair,
pending medical treatment, etc.)

(Z OO EOEFFHKLEFICOWTLFICRAT D Z &, f: FHEER, HOFOMM, IRTOFHE)

(UL FDGRFIE, EHIC B Tl TR & Hrd 385813 ilkRD 0 7=00]

10. Tattoos or Piercings / Miscellaneous
(Z hy— -« BT R/EDMIZONT)

Candidates who have tattoos and/or body piercings, please provide details of the tattoos, including location and size.
(Z hy —RETARHLGAE. ZOFEMAETA)

| 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 Statement of Physician in which my physician clearly states my ability to
live and work overseas on the JET Programme.

(FEFECEBOREEZ LGS, A7 77 A~OBNEKRERVIBENDIZEBH DT LEEML TVET,
o, BERUBECEWT, WHRIEER  HHEREBZET R8I0, JETFu /7 A8MEF L LT T
BE, AFEET LI LR TELLEMCIVABRICER SN TV IBHELRETOILENH DI LEEFE L TNE
9o )

Applicant's Signature: Date:

(5E B &) (B
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