THE JAPAN EXCHANGE AND TEACHING PROGRAMME
2025 SELF-REPORT OF MEDICAL CONDITIONS

(REECRVLE CHEE)
Name of Applicant:
(as printed on passport) Last Name (&) First Name (%) Middle Name (X Frxr—2A)
(& K4)
Interview Location: Date of Birth:
(T2 Hh) (EFEA 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 currently have or have ever had any physical or mental conditions, please attach an
explanation from your physician using the 2025 Statement of Physician stating whether you
are fit to participate in the 2025 JET Programme and, as such, to live and work overseas.
(COEHOREMNGNE CEREFHREVEDONFER A, REICDONT, ELWVMEBRERHTICENEETT . D
BRI, BB X DREDOIETSMEM P ICERNEREBENEISRICSEIAOIERINET, B, BELL
(IREICHEM - FRNGRREE T IIHEICIE, 2025FEDIETIAT S5 LB, BULIEESN TEFL. B<C LIS
RGO EDEFHREL-2025% E RO EMDEZ I+ —LEBH LTS, )

1. Current Treatment of Any Physical Conditions (fEREIRITLIZER 2 BIEDIBFRIRDL)

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.
(BUEBBECTRE - VIR EZT T0D (=%, BUS, 8, B AR EITHEOMREER) , %4 T2%

B R (R Tl IRROHIMAR L) 2P L. EMoREEZIRMTTLIE, )

2a. Physical Condition(s) in the Past Five (5) Years (% 542 B1T 2 &FRI)
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.

(%5 FMICED & 5 REBAIRIRR. BRIRETITIRE L R oTch, ABEL7ZGBEITIE, 36/ (R, FEh, D
) ZUTICHR L, EMoREELZRMNTDZ L, )

2b. Other Undisclosed Conditions (& Dft5] & VT A REFRT)
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.

(alzWFE L= L4, BEIC LR, MiREE, BC®ERE, BA, TADA, BRWRE, BRED S D95
R X ¥ U TREORR (HFR%) | BRICHRIBEAED R DR O & & DIRZ 22 RSP R E T IR B Clpi &
T2 H D0, AT LA, AR L, BRoOREEEZRMNTLZ L, )
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3. History of Mental Health or Developmental Disorders in Your Lifetime CHEAIZEA « FHEREEIC
B9 2 IR AE)
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.
QEEITHEMERE (] RZMRUE, 8, BREEYS) E3REEE Bl ADD, ADHD) IZ2lishi:
TENRBDD, BEOER, TR BMLDERZETD, ) bLHDIGE, REREOEMEAVEIL., EMoWR
HEEEZRNTLZE, 7= C0AYAE, HIEBIOEX RErAr 74 0) OFFMbiiE L T<7EE
WV MERHIIITEAAME~OWE DR EIT O BE2 Z TR IZEN, ) *KHthEe & O EEIR 9 ik L <<
TEEWY,

O Anxiety (eiRR2eE) o Depression (9 54%) o Obsessive-Compulsive Disorder
(A APHRRE)
o Bipolar Disorder (xfiartkis) o Attention Deficit Disorder o Attention Deficit/Hyperactivity Disorder
(ADD) (ADHD)
o Eating Disorder (fBf&f&E o Post-Traumatic Stress o Autism Spectrum Disorder (ASD/H i)
Disorder (PTSD)
o Gender Dysphoria o Other ( )
(PEBIEF) (Z D)

4. Non-medicated Learning Disabilities (8[EER L2501 0)
If you have non-medicated learning disabilities such as dyslexia, please provide details. Please include details of any
complications or educational support needs for reading and writing handwritten/typed text.

(T ARV TR EOFEEERS DHEIT. FMELUTICHAR TS 28, Flo, FHEROXA S ENTXFO
MHBEZNCBOT, FHREHREENENLERG S, Z0FME ZRALEI WY, )

5. Eyesight and Hearing ({77 LBE/7122oW\ Q)
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.

(HREEE, @5, BEEETZAT 26085250, (R, 227 ML XM K VBIEFAOSA
<o ) HHET LA, FEMEBRT 5 2 &, BERFFHREFE 1L, EERICSERRVNTEAT LI E, )

o Legally Blind (5% o Colour Blind (ta5) o Hearing Impaired (i3

=) )

If you provided information for question 5 and have a driver’s licence, does this affect your ability to drive?
OYes [JNo
(b LSIZREY L, BISRET A TR L CWV A 5A ., EIREE I H 50N, )

6. Foreseeable Difficulty in Navigating Stairs (FEBDHBETF R S h 5 WEE)
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.

(BBt 5y DB O F-B o OTER CHAMBEN TR SN G0, HIGATEEERHTAZ L)

7. Allergies (7 LV ¥—{Z2W\ Q)
What allergies do you have, if any? Are you currently undergoing treatment? If yes, provide details.
(T VAVF—RERDH LD, ZSTDHE, IBRIIZIT 0L, Mz TICHRE T8, )
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8. Dietary Restrictions (BZEH[[RIZOUT)
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.).

(BUEREFIRZZ T TV DEA, TORMAETATLZ &, Fl: BIH, FZEN, AN BERLSE)

Food Reasons
O Beef o Chicken o Dairy Products o Eggs o Allergies (7 Lv¥—)
(FA) () (LA €L
o Gluten o Tree Nuts o Peanuts o Pork o Religion (=# k)
(ZT ) (F ¥ (B—=F ) (KA
o Wheat o Shellfish o Soy o Other medical reasons
(1) (R - ) (KH) (ZDMDBIFDT= )
o Finfish o Fruit o Other ( ) o Other ( )
(fa5) () (Z ) (Z th)

9. Medications (HIKIZ-DOVT)
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 acne 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.

(BIEE 7100 E 5 FRICEMIREZZ T TV A6 (2L, BOBEIREZRL, ) . BRoLar, BN, IRAE
EbLbEDTEOFMETRAT LI L, ok, Lok, 2a, 2b, 3THEIFIORIUTTIT DM ZEIZHOWTH IR
HY 7, )

If you are currently taking medication which is illegal in Japan (including many amphetamines such as Adderall), will
you change or cease to take said medication before arrival in Japan? If yes, you will need to submit an additional
Statement of Physician at a later time.
(BfE, BARTOEERY (TTFa—Nkl, 20T 7240250 ZRATOSE. KA BNCAREICE
B IRAEF LT D0 YT 256113, BEEMOREELRET 2L, )
[JYes [ No [INotapplicable

10. Other Health-Related Issues or Disabilities (& DftfEERIZ H3D> 5 BIREREE)

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

(Z DO EOEFFEROFEICOWTLU TIZRAT S Z &, i FEEE, W3 oM, BEhodE
%)

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

| also understand that if | have or have ever had any physical or mental condition, | must also
submit the Statement of Physician in which my physician clearly states my ability to live and
work overseas on the JET Programme.

(HEZBICRBOREEZ LIRS, A0S J b~OBMERERVEENDIZLBHDZ LEZHBLTVET,
Fo, BERVBEICBWT, WD HEE - BHOERBLZETIHREICH, JET S 7 A8ME & LT
THE, EFE T LB TEDLEMICLVARCERIN TV IZHELZRINTILERH DL ZEHMFEL T
WET, )

Applicant's Signature: Date:
SBEEE) (BA)
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