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

(R B C#mES)
Name of Applicant:
(as printed on passport) Last Name (%) First Name (£4) Middle Name (I F/Lxr—2)
(I 4)
Interview Location: Date of Birth:
(i i) (E4EAR)

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.
(COEHEDREVLGNE SERFEFREVEDONFE R A BEICDOVT, ELWMERZRETHENEETT . D
FR (T, REXDRELIETS AR P ICERNERIAFTENESRICSR T S-OIERShES . L. BEHL
FREICHFBH-BRHNEHRI[ERTIESICE, 2025FEDIETIOTSLSM, HLOLITEN TEEL., B<CLICRH
BAGEOAEIEHREL-2025F ERDEMD B 74— LEFFLTIESY, )

1. Current Treatment of Any Physical Conditions (fEIRITIZIR 2 BAEDIEERIL)

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.
(BAEBEE TR - EMNRR AT TV DA (=F e, BB, FE, AR E LI OM#KERLS) . %4105

. PR (R, FH . WREOHIMAR L) AR L. EMomEEERMNTLZE, )

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

(BESEMICED L5 RIFEARFR. BIREIDRE L ooy, ABRLIZEEIIE, 36l (K, Sl 1BEO
W) ZUTICHEL, EiOREEEZRETLIE, )

2b. Other Undisclosed Conditions (& DfiLE| & vy Tu BEERERSL)
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.

RalzHIFE L72LISh T, BRI OEB, REE, B ORERE, B, TADA, BRWEEE, BRIEDH 29
R F ¥ U TTREOWRR (FR%E) | SUEICRBIEN IR 2R R OBRRE2 & ORI RCBER E IR ClaR %
T ERHDN, FETLHAEICE, AT L. BOWEELZRGTLZL, )
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3. History of Mental Health or Developmental Disorders in Your Lifetime CHfHEIERER - REREEIC
B9 29K EE)
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.
(REIEIERER (B« RLMRYE, B8R, BRIEES) Fo3EEE (Bl ADD, ADHD) IZ2#isnhik
TENBDLD, BEORE, FH - WRLEEEEZET, ) bLHOHE, RO OFMAEI L., EAOH
HFEEERMGT DL, BT E—%2ZT TV A5AE,. HEBIUERX GFENF 74 0) OFMbIHL T<72E
VY MERHICIIEAAESDBIWEDEEZITO B2 Z TR LIV, ) *RIHER EOFEEEITM 9 1Iciili L T
7230,

O Anxiety (fiER2eE) o Depression (% -¥) o Obsessive-Compulsive Disorder
(FRIEHRAE)
o Bipolar Disorder (#iikis) o Attention Deficit Disorder o Attention Deficit/Hyperactivity Disorder
(ADD) (ADHD)
o Eating Disorder (&%) o Post-Traumatic Stress o Autism Spectrum Disorder (ASD/H FiiE)
Disorder (PTSD)
o Gender Dysphoria o Other ( )
(PERIGEF) (Z Dfth)

4. Non-medicated Learning Disabilities (FEEE &i2o0170)
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 A AV TR EOFEREND L2HAT, FMEUTICHT T2 2 &, Frlo, FESROY A TENTELFD
MAHAEXICBVT, BERFHECHENIENLERE AT, TOHME ZRALES Y, )

5. Eyesight and Hearing (277 LBEAHiz2oW\T)
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.

(RS, A5, WREE CHRET 26008050, (REE, 2227 L X0 XV BIEFHDORE 2B
o ) YT LA, FFMEHET 5 2 &, EERFFRFIE 1, IR EmR 2V DERATL I L, )

o Legally Blind (##5 o Colour Blind (2%5) o Hearing Impaired (f# R

&) &)

If you provided information for question 5 and have a driver’s licence, does this affect your ability to drive?
[JYes [JNo

(b LBICRZY L, EHEGRFF A AT L CW DG, HISRE I BT H 50 )

6. Foreseeable Difficulty in Navigating Stairs (FEBDFEBETTF R I h 5 W)

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.

(P 5y DB D F-BOf OEM CHARRER FRISN D0, HOBEITFEMEBR TS L, )

7. Allergies (7 LA F—IZ2\WT)
What allergies do you have, if any? Are you currently undergoing treatment? If yes, provide details.
(T VAX—IERH DD, 54T DG, IRFEIIZ T WD), AU TFICHRTLZ L, )
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8. Dietary Restrictions (RZEH|FRIZDWVT)
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.).

(BERFHRELZ T TS, TOFEMETLAT DI L, B FR, =B, HARRERRSE)

Food Reasons

0 Beef o Chicken o Dairy Products o Eggs o Allergies (7 L1¥—)
(4+p) (P (FLELAR) (5R)

o Gluten o Tree Nuts o Peanuts o Pork o Religion (z# 1)
(TNT ) C2% ) (B—Fv>) (e

o Wheat o Shellfish o Soy o Other medical reasons
(138 (R - Fd8) (k&) (ZDIMDOBIFDT=0)

o Finfish o Fruit o Other ( ) o Other ( )
(f35) () (% Dff) (Z Df)

9. Medications (#ZHiZ->VT)
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.

(BUE F 72 1HR E 5 FEMICEMIBR 2= T T A A (2L, ROBHTREZR, ) | EHoAF. AR, RAHE
ELEOTETOMETRAT S &, s, ERO®RML, 2a, 2b, 3THEITFIRRICIT BLFEIZOWTHHE
HYi-wv, )

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.
(BUE, BARTOEERY) (TTu—NRE, 2<DT7 724028 ZRATOHE, KA RNCREEICE
B2 IRz P 52 48T 558103 RAEBMOREEZRETLHZ L, )
[JYes [ No [INotapplicable

10. Other Health-Related Issues or Disabilities (& DRIz >33 5 RIERCEE)

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

(£ DO EOEEFHEL OEEIZOW T FIZRAT L Z &, fl: #EEE, RO, mEhoFRE
%)

11. Tattoos or Piercings / Miscellaneous (# ko — -« 7 X /ZOHIZ2WT)
Candidates who have tattoos and/or body piercings, please provide details of the tattoos, including location and size.
(Z hy —=RETARHL5H. L OFEMAZRA)

| 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.

(REBIRBOREEL LIRS, A70 7 5 ~OBNERERIVBENDIZERHDZ L EEMLTVET,
o, BERUBRECBWT, WHRZFEE - BHHRBEZET58ICH. JETFR S T A8ME L LTl
THE, EFEETOILHTELLEMICKLYARCERIN TV IDHELRETILENH DT LZEBFE LT
WET, )

Applicant's Signature: Date:

Un5E BE) (B )
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