THE JAPAN EXCHANGE AND TEACHING PROGRAMME
2026 SELF-REPORT OF MEDICAL CONDITIONS

(REeREBECRES)
Name of Applicant:
(as printed on passport) Last Name (k) First Name (%) Middle Name (X KA x—24)
(BZ#E KAL)
Interview Location: Date of Birth:
(M) (EEH H) (yyyy/mm/dd)

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, mental, or developmental conditions, please
attach an explanation from your physician using the 2026 Statement of Physician form stating
whether you are fit to participate in the 2026 JET Programme and, as such, to live and work overseas.

(ZOEFHOEEN 20 & | IREFFFRRENED N ETA, HEIZHOWT, ELVEFRZEET L2 ENEET
T, ZOERIT, BLELORTECIETS MM P ICERNRBRAFENEZ > ZBICBRT 2 -DIfEA S ET,
b L., BEH LITHEEICHERN - B - RENRDRELZ AT 3BT, 202662EDJETS 1 7T 2B, 2
LidiEs CAEF L, B< 2 L ICRIERRWVNE N Z R L722026 R ER O ERTOBEEZRM LTI EEY, )

1. Current Treatment of Any Physical Conditions (fEEEIRFBIZIR 5 BIEDIEH)

Are you currently seeing a physician and/or undergoing treatment (other than for acne, common colds, fevers, routine

visits to OB/GYN facilities, or consultations for 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.
(BRI - VIR EZT T0DD (=%, BUS, 8, I8 AR EITHEOMREER) . Z4 T 2%

B FEAE (R, Tl IRROHIMZR L) 2P L. EMoZEELZIRMI T2 L, )

2a. Ongoing Physical Condition(s) (5] &#\ TV S EEERER)
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.
(EFIT RSB, MIER, BOAEEER, DA, TADA, ZBRMWER, BREOHIHK. ¥ U 7T REORHK
(IF2e%) | BUEICRIBIED R DA R O 2 B TR A e i O BRI E TR CIRIR A X T 12 2 L 3 b D0y, #%
M 2HAICIE. AR L, BElMoRBELZRMNTD2Z L, )

2b. Serious Condition(s) in the Past Five (5) Years (fiZ 5 ££(2381) 2 54 2 EREEIREER)
Other than those stated in 1 and 2a, have you had any serious diseases, injuries, and/or medical conditions in the
past five years? If yes, please provide details below as to when, why, and for how long you received treatment, and
if any of these resulted in hospitalisation, have your doctor ALSO fill out the Statement of Physician.

(1K URalZHIFE L2 DA T 12 5 I E 0 XL 5 AR, BRI E I L ooy, M (R, =+
H, EEOHIE) ZLTICHGE L, ABRELESAICIE, EMODEELRGTLIZ L, )
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3a. History of Mental Health or Developmental Disorders in Your Lifetime

(MR R - FEEEICET 5RE)
Have you ever been diagnosed with any mental health disorders (such as anxiety, depression, eating disorders, etc.)
or developmental disorders (including ADD/ADHD, autism, etc.)? 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. Please note that we may contact your consulate or embassy if further information is required.
Note: Please enter details about learning disabilities such as dyslexia in 4.

CREITHARERE (B RE, BN, BREES) E7213%EEE (F - ADD/ADHD, HPES) (ka2 &
WD) (BREOHEEB, 76 - WA LIZEEBEZED) . b LHILE, BRCREOFEMEZIT L, EMogkiE%x
W22 L, o, RERFIZIEAAE~ORNEDEEITI BEEZ T TEALSIZE N,

KT 4 AL 7 VT (RFHE) R EOFFREICOWTE, F4MCiEHL T EI Y, )

] Anxiety [] Depression 1 Obsessive-Compulsive Disorder
(RZE) (9 2¥%) (OCD - BRIAAFARSE)

L] Bipolar Disorder L] Eating Disorder L] Post-Traumatic Stress Disorder
(WU ) (B RmE) (PTSD - LHISMEL A b L AREE

1 Gender Dysphoria [ Autism Spectrum Disorder [ Attention-Deficit / Hyperactivity Disorder
(PERIEFD) (ASD - HFE) (ADD + ADHD)

[ Tic Disorder/Tourette Syndrome L1 Other ( )
(FyZHE - by Ly MEE) (£ i)

3b. Counselling / Therapy / Psychiatry (U721 7 - &7 v — - k2 42)
If you are currently receiving, or have received in the last five years, therapy or similar services, please indicate the
following details, as well as any other relevant information.

BUEEITBRESFRICE I VB2 QO 2548, UTOFHIINZ, ZoMoOBEEREeL#T2&8, )

Eﬁgxg trse;ﬂ?aifp)ly) i (5i5) (Zeegﬁgru(cfiiﬁgz)elow*) Lo L)
[0 Remote (3xf) __ times/_ | Start:

| OIn-person (xf) | _ ftimes/______ | End: |
[0 Remote (3xf) __ times/_ | Start:

| OIn-person (xf) | __ ftimes/______ | End: |

Additional Entries GBEINDEAM)

* Write ‘present’ after ‘End:’” if currently taking. (fEAFD%A. TEnd:) Ml TBIfE] ZANTHZ &, )

4. Learning Disabilities (FEEER LizoV0)
If you have learning disabilities (such as dyslexia), please provide details.
Please include whether you receive current treatment or require current support for these conditions, as well as
details of any complications or educational support needs (i.e. for reading and writing handwritten/typed text).

(Fa AV 77 (RBUE) R EDOFEEEND LA, FBMEALLTICHR T2 2 L, fFlC. BIEREEZZIT T
L, BIESHRAVLEL LTWED, IFEZIROY A 7 SN LTFOHHE STV TR FIE CAB I SEN
WEIRGEE, FOFME ZRRALTZE N, )

[ Dyslexia 1 Dysgraphia [ Dyscalculia
(F A AL LT - R (FARTTT 4T - FfieE) (FARINF 2T - )

(1 Dyspraxia [ Auditory Processing Disorder [ Language Processing Disorder
(TAATZ 72T « AEBEE) (BT LB B ) = AL )

[ Other ( )
(& D)
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5. Eyesight and Hearing (#871 & BEAIZ2VC)
Are you colour blind, or do you have any disabilities related to your eyesight or hearing (excluding the ordinary use of
prescription glasses and contact lenses to correct vision)? If yes, please provide details.

(5. REmEE, BERETELT 20003550 (REE, =% 7 L XOHEAIC KV BIEFA»O%E &R
<) o AT LHEEE. FHFMEIRTL2 L, )

[J Colour Blind (1) [J Visually Impaired (#3iki%) [ Hearing Impaired (i)

If you provided information above and have a driving license, does this affect your ability to drive?
(b L ERRIZEY L, EEair2 i L TV a%4a, EIREIISEREITL 50, )
oYes (IL\) oNo (W z)

6. Foreseeable Difficulty in Navigating Stairs (FEB:DHBETF RS 5 KE)
Do you foresee any physical challenges resulting from the need to go up and down several flights of stairs, carrying
heavy items on a daily basis, and/or riding a bicycle? If yes, please explain.

(EbE 5y DPEB DT, 4 O TR B R ] TH AN TSN D2 SO EFFMesii+o2 &, )

7. Allergies (7 LV —{ZDOW\ Q)

Please provide details about any allergies you have, including severity and if you are currently undergoing treatment.
(TUVAF—RERDH LN, FUTDHE. WRIIZT T2, BASREOFMEZUTICHE TS L, )

8. Dietary Restrictions (BZEHIfRIZOVT)

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.).

BUERFHIRZZT TV 5E, TOFMERLAT LI L, # Bp., FER, EARNREEE)

Food Reasons

[] Beef L] Chicken L] Dairy Products L] Eggs L] Allergies

(“FR) (FHr) (FLELE) om (7 LA¥—)

1 Gluten [ Tree Nuts 1 Peanuts U Pork [ Religion

(ZNT ) (F > V) (B—=F ) (W) (FE# )

1 Wheat [ Shellfish [ Soy 1 Other medical reasons
(hZ) (R - F) (k=) (ZDIDOLIFD 7= 8)

U] Finfish U Fruit [ Other ( ) | O Other ( )
(FH) () (ZDft) (Z D)

9a. Medications (BIKiz2o\T)

Please write 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). Make sure to describe the conditions for which
you take any medications listed here in questions 1-3 or 7 above.

(BIfEE 70138 E 5 FEMICEMIGR 2 Z T T DA (72720, BRI, ROBHEIEK, =% BIRFELR, ) 20
FHMATATHZ L, B, EEEORM1I~3, 7TETFIRICH T DUFEIZ OV THHEH D 72\, )

:\g’;le?n(:::i((;:ite:zre‘s é%ﬁzd) Condition(s) (754) :;S::eenc(i& iﬁi) y rszgﬁgru(c/%if)below*)
Start:
| times/____  |End: ]
Start:
| tmes/_____ |End: ]
Start:
""""" tmes/_____ |End: |
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Additional Entries GBI DOZFEAM)

* Write ‘present’ after ‘End:” if currently taking. (fERFDEA. TEnd:) Mz TBIfE] 2 ANT5H5Z &, )

9b. Medication lllegal in Japan (HBZA COEEEMIZOVT)

Are you currently taking medication which is illegal in Japan (including Adderall and many other amphetamines,
medical marijuana, etc.)?

(RAE. AARTOEERY (775n—NREE DT 728 IV FOERKE &) M, )
O Yes, | am currently taking medication which is illegal in Japan. (I1Z\>, HATOEERY M A, )
[J No, | am not currently taking medication which is illegal in Japan. (\ %, BARTOEERY IIAMEH, )

If yes, will you cease to take or change said medication before by the Reply Form deadline,17 April 20267?
Note: You will need to submit an additional Statement of Physician for confirmation by the above date.
YT 256, SMEEZEORMA (202644 A17TH) E TICRBIRICET T 2 IRMZ T 1T 2520,
MEEO7-®, ERLHREE ClILEBEMOEMOZEEDIRH AL L 78D, )
O Yes (1Zvy) O No (\W»zx)

10. Other Health-Related Issues or Disabilities (& DfEEEIZH3D3d 5 FIECEE)

Please explain any other health-related issues or disabilities (e.g. use of a wheelchair, other medical devices,
pending medical treatment or diagnosis, etc.)

(ZDOOEFR EOEEFELOEEFEICOWTUTICREAT D Z &, fl: FHES, B3O/, R oFH
%)

I understand that false statements about my medical history made on this form or elsewhere
may result in my disqualification from the JET Programme.

| also understand that if | have or have ever had any physical, mental, or developmental
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.

(FEZHIQZ, FEEOBRBICOWTEBOBRER LKA, A70 S 7 A ~08MEBRERYVEINE Z L0835
DT LEEMBLTNET,

Fio, BERVHREIZBWT, WhHhiRsBEK - B« BENRREBEZ2ET8A/4ICL, JET S J A8MNE
LT TEE, EFEE2THILNTELLEMICE VRICTEHREN TV EIBHELRHTILERHDZ &
PHEELTHET, )

Applicant's Signature: Date:
SEEBE) (B
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