THE JAPAN EXCHANGE AND TEACHING PROGRAMME
2027 SELF-REPORT OF MEDICAL CONDITIONS

(REREECRED)
Name of Applicant:
(as printed on passport) Last Name (KX) First Name (4) Middle Name (X Fix—24)
(BIn#EK4)
Interview Location: Date of Birth:
(T#EHh) (A 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 2027 Statement of Physician form stating whether you are fit to
participate in the 2027 JET Programme and, as such, to live and work overseas.

(ZOEHORENR 2V E | IEERFEFREPEDSNET A, HEICOWT, IELWERERET 2 ZENEET
o ZOEHIE, BRESEORECTETSANBIH I R 2B EFENE Z > BRI RS 2 el S E T,

b L, BED LITBEECHEA B - BERIDBREEZETHHATIE, 202TFEDJET S 1 77 AB, 2
UIZEATATE L., B Z L ICRIENRWAENEHT LI 202TEER OB OBWELZ RN LT FEY, )

1. Current Treatment of Any Physical Conditions (fFEIREEIZFR B BRIEDIEFD

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.

(BUEBBEIRTE « IR EZ T T0Hy (=%, BUR, A AR E I TEORREZERS) . %4755
&, AEA (FFH, Fih, IR OWIM AR L) ZE L, EMORKELRMLTLI L, )

2a. Chronic or Lifelong Physical Condition(s) (18 % 7= i3t BiEN T 2 & EHOREIREE)
Have you ever been diagnosed and/or 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 that may potentially involve chronic or lifelong effects? If
yes, you must provide details below AND have your doctor fill out the Statement of Physician.
(B FITORE, KRR, BORERE, DA, TADA, ERWEE, BREOD DFHK. F v TIREOHK
(HF2%) | BYEFE T ITBAEICHREIED TR D T ﬁ@z%é%ﬁﬂ&(}l ez ZLelRA Jfot{ﬁm%alxﬁa?it LI HE TRzl S
N RREZ T L3 D50, AT 25003, FMEHREL, EMoBHEEZRG 528, )

2b. Serious Condition(s) in the Past Five (5) Years (8% 5 2517 2 &4 7 EFIREE)
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. If
any of these resulted in hospitalisation, have your doctor ALSO fill out the Statement of Physician.

(1} VRalZHIFE L2 LIS T, il 5 AR E@J; D IRRAN LIRS, R E T I RE &fcio 7o FEAD (Re,
B, {BEOHIM) ZLUTICHRE L, ABELIZSAIZIE, EROBMIELZIRGTH &, )

-1 of 4-



3a. History of Mental Health or Developmental Disorders, or Gender Dysphoria/lncongruence in

Your Lifetime

(PR - RERE BT 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.
Ngte: Please enter details about learning disabilities such as dyslexia in 4.

(REERE (]« NLRE, BR., BREES) F/i35ERS (B - ADD/ADHD, HERES) [I@2WishizZ &
N5 (BREOCHED, 5TIH - W LCEBEET) . bLbHGE, L XRESPRICEIE L TV HIRETH - T
B, BEOBEOEMAHT L, EMOZEELZRMGT L2 L, B, LERIIEALAE~OMNEDEEITO B
T THELSTEI N,

KT A AV T (CRFGUE) 72 EOFEEFICOVTE, HARMTRHBL T ZEW, )

] Anxiety [1 Depression [] Obsessive-Compulsive Disorder
(RZHE) (5 ) (OCD - Sl FHAE)
] Bipolar Disorder ] Eating Disorder [ Post-Traumatic Stress Disorder
(B ) (B fREE) (PTSD - LHISMES A | L A[EE)
[] Tic Disorder/ (] Autism Spectrum Disorder [ Attention-Deficit / Hyperactivity Disorder
Tourette Syndrome (ASD - H PHIE) (ADD - ADHD)
(FyZIE - by Ly METE)
[] Gender Dysphoria / Gender Incongruence L1 Other
(MEBERD -+ PERIRA) ( )
(T i)

3b. Counselling / Therapy / Psychiatry (7 7>tV 7 - 7 & — - fEHRZE

If you are currently receiving or have received in the last five years therapy or similar services (excluding couples

counselling), please indicate the following details, as well as any other relevant information.
BIEEITBESFMICE I =% (DTN h ) 7 2iR) 2% T0L5EE, UTORHRIMA, £

DMOBEFERECHT D52 L, )

Format (&) Frequency (i) Period (3R) :
. : X Purpose (E#))
(check all that apply) (i.e. 2 times/month) (See instructions below*)
[J Remote (i) times / Start:
[J In-person (1) times / End:
[J Remote (i) times / Start:
[J In-person (t1f) times / End:

Additional Entries GEHDFEAMK)

* Write ‘present’ after ‘End:’ if currently undergoing. (£ D%4 . TEnd:) Ml [BAE] 2ANTDHZ L, )

4. Learning Disabilities (FEREEZ LiZo170)

If you have any learning disabilities (such as dyslexia), please provide details.

In particular, please describe whether or not you are currently receiving treatment or require support for these
conditions, as well as details of any complications or educational support needs (i.e. for reading and writing
handwritten/typed text).

(T4 2V 7 o7 (RGUE) REDFEEENDHD5E1E, Mz U TICHET 5 2 &, Fric, BERKEZZT T
D BUESRANMEL LTV ED, TFHEEROHY A T ENTLTFOHHEZ B TRERFECEE SN
VERG AT, ZOFME ZRALTZS N, )

L] Dyslexia [J Dysgraphia (] Dyscalculia
(FTAALI VT« KHHE) (TA AT T 747 « EFEE) (TAAINF2T - BHREE)
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L1 Dyspraxia [ Auditory Processing Disorder  [1 Language Processing Disorder

(FA AT T T - FAEBEF) (PG A AL i ) (SFBILTfE)
[ Other ( )
(Z oofth)

5. Eyesight and Hearing (171 & B2 WT)

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. HREEES, BREE CHRUT 260035250 (IREE, 247 ML XML WBIEERAOLE 2R
<) . ZET2EE1T. MU L, )

O Colour Blind (2 %) [ Visually Impaired (i3 fi55) U Hearing Impaired (%5 /5%)

If you provided information above and have a driving licence, does this affect your ability to drive?
(b L EFRICEEY L, EEWGFF LR L W A5E. EIlE I EIEH 250, )
oYes (IFVY) oNo (W)

6. Foreseeable Difficulty in Navigating Stairs (BB DR TT R Sh 5 HE)

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 provide details.

(KB DFEEB D, i D IER-C H R B THARMBER TSN D0, H2HEFFEMEHRHTLZ L, )

7. Allergies (7 L)V ¥ —{Z2W\ )

Please provide details about any allergies you have, including severity and details of any treatment (prescription
medication, EpiPen, etc.)

(TUVAXF—ENH D0 FETD2HEE. BRIFIZT T D0, BASREOFMELTICHRE I L, )

8. Dietary Restrictions (BEHIFRIZ2V1T)

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.).

(HERFRIRZZITTWDIEA. TOFMETRATLZ &, 6l B/, FHN, MARRBEBRY)
Food

Reasons
L] Beef LJ Chicken L] Dairy Products L] Eggs L] Allergies
(FA) (FBA) (FLELA) om (7 LAE—)
L] Gluten L] Tree Nuts [] Peanuts L1 Pork [ Religion
(T ) (F vV H) (B—F ) (A1) (F#E )
] Wheat [ Shellfish L] Soy (] Other medical reasons
(hZ) (R - HB85) (km) (ZDMDBIRD =)
U] Finfish ] Fruit [ Other ( ) | O Other ( )
(fa5) (R) (£ fth) (Z Dfth)

9a. Medications (#&ZKiZ2o\T)

Please write down any prescription medication (other than for common colds/viruses, oral contraceptives, or acne
medications) you are currently taking or have taken in the last five years. Make sure to describe the conditions for
which you take any medications listed here in questions 1-3 or 7 above.

(B £ 1R E 5 FHICEMIGREZZ T TV 58 (220, EUREE, ROBHERE, =% UIREELRS, ) Z0
FEIZFEAT D 2 L, ks, ERLOEM1I~3, 7THETTORIUSH T DL ZEIC OV THHRH D 72\, )
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Medication (34) Condition(s) (Fi4) Dosage (H¥FK&) & Period G#IF)
(generic names preferred) Frequency (ﬁg) (See instructions below*)

Start:

times / End:

Start:

times / End:

Start:

times / End:

Additional Entries GBIN® i AM)

* Write ‘present’ after ‘End:’ if currently taking. (fE o8&, TEnd:) MIC TBIE] 2 AN$52 &8, )

9b. Medication lllegal in Japan (B A& TOREEEKMIZOVT)

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

(BUE, AATOERERY (77— NREE DT 7 =24 IV ROERKEET) 2HF, )
O Yes, | am currently taking medication which is illegal in Japan. (1Z\>, HZA TOEERBIIMEH T, )
[J No, | am not currently taking medication which is illegal in Japan. (\ %, AARTOEEEMIIAMFH, )

If yes, will you cease to take or change said medication before by the Reply Form deadline,9 April 2027
Note: If you are selected as either a shortlist OR alternate candidate, you will need to submit an additional
Statement of Physician form for proof by the above date.

%49 6. ZMAIEEDIRHE (20264F4 A 9 H) £ TITREIEKICAE T4 25 UIRA 2 i3 505,
SERAGERTE ST R RS OWT T2 286, sEHOZOIC LR AR E TICBMOEROZErEOEH A &
ELRD, )

OVYes (i3v) ONo (\Wnz)

10. Other Health-Related Issues or Disabilities (% DEEEEIZH ) 5 ESCEE)
Please explain any other health-related issues or disabilities (e.g. use of a wheelchair, other medical devices,
pending medical treatment or diagnosis, etc.)

(Z DO EOREBEFEHZOEEIZOWTUFICRAT L Z &, #i  FEEE, EWJoffifl, nRhoEE

/w\—)

=

| 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.

(BEZCZ. BEZORBIIOVTEBORERZ LERE. A0S F7A~OBMERZTVEINE Z L83H
5T LEEMLTCVET,

Fiz, BERUHELCBNT, WHR2FEH - B - BENZREBEZETHIHEAICL. JET RS T ABNH
LT TEE, AFEETHIIERTEDLEMCL Y ARICERENL TV IZHEZRHTIVERHDZ &
EEELTVET, )

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