

(CONFIDENTIAL) Physician’s Health Report

This completed form will be sent to Konan University.Applicant’s Authorization to Release Information

I authorize any licensed physician, medical practitioner, pharmacist, hospital, HMO(Health Maintenance Organization), other medical or medically-related facility, federal, state or local government agency having information available as to diagnosis, treatment or prognosis with respect to any physical or mental condition and/or treatment of me, to give any and all such information to the Konan University.

I understand this Authorization could include information with respect to HIV infection, AIDS, mental health and alcohol and substance abuse.
	
I understand the information obtained by use of this Authorization will be used by Konan University  to facilitate any treatment that I may require only during my enrollment in Konan University.


___________________________________
Applicant’s name (Print)

_____________________________________________________________________________________________________________________
Applicant’s signature	                               Date

It is preferable that the applicant’s personal physician fill out this form instead of a college or company physician. Good physical and emotional health is an all-important factor in studying abroad. The personal physician is requested to disclose any evidence of any condition that could be of importance during the applicant’s stay abroad. The information will be used to provide support and/or treatment, should the need arise.

>To physicians, please describe the information in plain language and in a manner that is easy to read.

SECTION A)

Physician’s Attestation to Applicant’s Medical Eligibility for MEXT Scholarship Program in Japan





1. Is the above applicant physically capable of participating in the said program?  YES	 NO


2. Do you find evidence that the above applicant has a communicable disease or medical condition that may affect the quality of his/her academic work abroad? 	     	 YES 	 NO


3. Please check if you are: □ applicant’s family physician
          □ other - please describe                                        

4. Date of examination: __________________________


5. Applicant's general state of health (circle one):  

EXCELLENT            GOOD             FAIR             POOR
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SECTION B)

If the answer to any one of items 6-17 is YES, please give specific details in layman’s terms.



6. Does the applicant have any allergies (food, animals, drug, or any other substances such as latex or metal)?   
NO    YES - please list                                                               
                                                                                     

7. Does the applicant have an eating disorder?
NO    YES - please list                                                               

8. Does the applicant need special prescription medications?
NO    YES – if yes, please list all medications                                            
                                                                                     

9. In your professional opinion, does the applicant have any mental health conditions which could possibly cause difficulties abroad?
NO   YES - please list                                                                
	
	

10. In your professional opinion, does the applicant have any disability(ies) which could possibly cause difficulties abroad?
NO   YES - please list                                                                
	
	

11. Has the applicant received any treatment for mental health conditions in the past? 
NO   YES - please list                                                                
	

12. At the present time, is the applicant under treatment for any physical or mental health conditions?
NO   YES - please list                                                                
	

13. Has the applicant received any treatment for alcohol or drug abuse?
NO   YES - please list                                                                
	

14. Does the applicant suffer from any uncorrected visual (wearing glasses or contact lenses) or hearing defects?　　　NO    YES

15a. Is the applicant pregnant? 　　　NO    YES
15b. If you answered YES to 15a, in your professional judgment, should	the applicant participate in the study abroad program?	 NO    YES
15c. If you answered YES to 15b, please describe or list below the various types of pre-natal care, medical care, emotional support, dietary needs, etc., that the applicant will need abroad:
	
	

16. List any know injuries, diseases or operations:
	                                                                                     

17. Is there any additional information (about issues listed above or others) that would help us better support the applicant during their study abroad experience?
NO   YES - please list                                                                
                                                                                     
                                                                                     

Additional comments: 	
	
	
	
	
	


SECTION C)
Physician’s Final Recommendation




19. Is the applicant in good physical health?		    YES	  NO
20. Is the applicant in good emotional health?		    YES	  NO
21. Will the applicant be in need of any special attention while abroad for a serious problem concerning their physical or emotional condition?      YES	  NO
22. Will any injuries, operations, and/or diseases mentioned in this report be the cause of any further problems during the term abroad in question?	     YES	  NO
23. Medically, do you recommend that the applicant study abroad in Japan as a graduate student?	YES	  NO


	Signature                                               Date


	PHYSICIAN'S NAME - PLEASE PRINT


	PHYSICIAN'S AFFILIATION

	ADDRESS OF PHYSICIAN'S AFFILIATION


	CITY
	STATE
	COUNTRY
	ZIP CODE

	PHONE NUMBER

	FAX NUMBER




