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

(RRERE R CHES)
Name of Applicant:
(as printed on passport) Last Name (KX) First Name (£4) Middle Name (I F/Lr—2)
(I 4)
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 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.

(ZOEHOEHER N E | InERE T RIS ED T A, FRICOWT, ELWEHREZREHT2Z ENEET
T, ZOFRIT, BEEOUECIJETS MR I BN RREATEN L Z > BB 50\ S £,
b L, BED LITBEECHEA SR - BERIDBEEZETHHEATIE, 20265EEDJETF 1 75 AB, 72
Ui CATE L, @< Z & ICHIBER R WIE N Z R L2026 EROERIOBETEZIRMA LTI EE N, )

1. Current Treatment of Any Physical Conditions (fEEEIREBIZER B IIEDIBRK)

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.
(BUEBBERIRIR - MIRR AT TV D2y (=% B B, S8 AR E IR OR#RERLS) . 241205

A i (R, Fih, IRROHIMZAR L) PR L. EMMoRKELRL T L, )

2a. Ongoing Physical Condition(s) (5] &%V TV 5 REFIREE)
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.
(BEICDER, MRER, BORERER, DA, TADA, BXREER, BREOHIFR. v U TREOHR
(1F2e5) | BUEICHRIBAENIR DA R QT % & A i [P E IR B TR A I T2 2 &b 58, #%
B3 558I03, FFMalRL, Efio2lELRNT2L, )

2b. Serious Condition(s) in the Past Five (5) Years (3 5EI2B1T 5L L IR EE)
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 URalc AL L7 LIS T, i E S FEMIC E D L5 REA 2R, BERELIIFE L Z2oTohy, B (R, &
H, REOHIM) ZLUTICHFE L, ABE LIS AIZIE, ERIOBEELZIRMITHZ L, )
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3a. History of Mental Health or Developmental Disorders in Your Lifetime

O E - SEEREE ICBET 2R E)
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.

GEEITEMEER (B ROE, 85, EREES) F/2I33EEE (B : ADD/ADHD, HBEES) C2kiahizZ &
N5 (BEOKE, TR EMLIEKEEREZET) . bLHIHEA, ZECHRROBEMZWHRL L, ERioZES
W58, o, RERFCITENMNE~ORWEDLDEEITIEE Z THALITZE N,
KT A AV VT CRPUE) 78 EOFEBEEIZONTIE, FHA4MCFEEH LT ZEN, )

[ Anxiety [] Depression [J Obsessive-Compulsive Disorder
(REHE) (5 >H) (OCD - 5L FHLIE)

[ Bipolar Disorder [] Eating Disorder [J Post-Traumatic Stress Disorder
(B ) (EakEE) (PTSD - LHSMEL A b L ARRE

] Gender Dysphoria [J Autism Spectrum Disorder [ Attention-Deficit / Hyperactivity Disorder
(PERIE:Fn) (ASD - HFPHIE) (ADD - ADHD)

[ Tic Disorder/Tourette Syndrome [ Other ( )
(FyZHE- by by MESE) (& fth)

3b. Counselling / Therapy / Psychiatry (Wt 7 « &7 E— « KEHEZ L)
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.

BIEEITBESFHICE I E—F 2RI TV LA, UTOFRHIIMA, ZOMOBEEREZTEHTLZ L, )

o oy | Freauency () | Rerod B | Purpose (A#)
[J Remote ([#) times / Start:
O In-person (i) times / End:
[J Remote ([) times / Start:
O In-person (i) times / End:

Additional Entries GBIN®EEAM)

* Write ‘present’ after ‘End:’ if currently taking. (fEfd 4. TEnd:) M TBE] 2 AHT52 &8, )

4. Learning Disabilities (FEREE 4 L1221 1)
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).

(T4 AV 7 o7 (CRUE) ZREDFEEEND DEEIL, FEMEZ LI TICHRT 5 2 L, FriT, BUEREZZIT T
Lh, BIESEAVEL LTV AE0, NEFHEEJOH A T ENLFOHHEZ B TR FECEE BN
VBEIRIGEIE, ZOFMAE ZRHALTE SV, )

L] Dyslexia (] Dysgraphia [] Dyscalculia
(TAAVZ 2T - RFHE) (TARAT T 747 - EFHE) (FAABNAF2D T - FEREE)

[] Dyspraxia [ Auditory Processing Disorder [] Language Processing Disorder
(TARTT 7T « EATHBIEE) (PE R AL R R ) (5 B E)

[ Other ( )
(% Dfth)
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5. Eyesight and Hearing (#877 £ BEAIZH>WTC)
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.

(BE. RS, BEEETEAT 2008500 (R, =27 FL U XOEMC X VBIER»OLE &
) o U T2HET. FFERETo2 L, )

OJ Colour Blind (f2%) [J Visually Impaired (#3tka#) [ Hearing Impaired (5t )

If you provided information above and have a driving license, does this affect your ability to drive?
(b L EfRICEEY L, EEGRFF 2R L TV 256, EIE IR EIIH 20, )
oYes (I%\Y) oNo (W)

6. Foreseeable Difficulty in Navigating Stairs (D FREETTFR Ih 5 HEE)

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.

(KB 5 DFEE D, i D IER-C H R B THARMBER TSN D0, H2HEEFFEMEHRHTHZ L, )

7. Allergies (7 LV ¥ —iZ2oW\ )

Please provide details about any allergies you have, including severity and if you are currently undergoing treatment.
(T VAX—ERH DD, 24T DG, IRFITZ T TWDE0, BASREOEMAELTICHTETHZ &, )

8. Dietary Restrictions (BIFHIRIZOVT)

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.).

BIERHEHIREZZT TODEE, TOFMELAT DI L, Bl GH, RE, BEARRERE)

Food Reasons

[] Beef L] Chicken [ Dairy Products 1 Eggs L1 Allergies

(4FA) €1)) (LAY (L)) (7 LvL¥—)

] Gluten [J Tree Nuts [] Peanuts ] Pork [ Religion

(T ) (F > ) (B—F ) (A1) (F# )

[J Wheat [ Shellfish [ Soy [] Other medical reasons

(h) (B - F38) (K=) (ZDMDIIFD =)

L] Finfish L Fruit L1 Other ( ) | U Other ( )
(FH) () (Zfth) (Zofth)

9a. Medications (&FIz2\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 acne medications). Make sure to describe the conditions for which
you take any medications listed here in questions 1-3 or 7 above.

(BUE E72I1TRE 5 FRICEMIBREZZ T TV 256 (2720, BB, ROBHEE, =% EIBRELR ) £0
A RAT D 2L, B, EEEORMI~3, 7THEIRBUSH T DG EICHOWTHEREH D 2vy, )

’ ’ 5 SHe B -
o )y | Condition(s) () | D B e

Start:

times / End:

Start:

times / End:

Start:

times / End:
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Additional Entries GBIN®D L AM)

* Write ‘present’ after ‘End:’ if currently taking. (fEfiF o4, [End:) #llc TBIfE] # A 35628, )

9b. Medication lllegal in Japan (BATOREEEYIZHOVT)
Are you currently taking medication which is illegal in Japan (including Adderall and many other amphetamines,
medical marijuana, etc.)?

(BUE, BARTOEERY (TTu—NREZ DTy 7 o4 IV ERERKKEEGT) 2EHAT, )

O Yes, | am currently taking medication which is illegal in Japan. (1ZV ., BATOEEEYIIHEM S, )

O No, | am not currently taking medication which is illegal in Japan. (\ )z, HAR TOBEERMIIAEH, )

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, ZMAEEOREA (20264£4 A17TH) £ TICRBFRICEE T 2 UIRM 2 P IET 50,
MO8, ERRARE CILEMDOEMOZEEORNALEL R D, )
OYes (I3v») O No (Wnx)

10. Other Health-Related Issues or Disabilities (Z OMEFRIZH D3 5 IECEE)
Please explain any other health-related issues or disabilities (e.g. use of a wheelchair, other medical devices,
pending medical treatment or diagnosis, etc.)

(£ DO EOEBEFHELOEEIZOW T FIZRAT L Z &, fl: FEEE, RN oMM, mRhoHRE

/r/\—)

=

(UL FDGRFIE, BHIC B Tl TR & Hrd3 85813 ilkRD 0 =00 ]

11. Tattoos or Piercings / Miscellaneous (# ku— « ¥7 X /ZOfizo1 1)
Candidates who have tattoos and/or body piercings, please provide details of the tattoos, including location and size.
(Z hy —=RETARHLGE. ZOFEMAETA)

| 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.

(FEBZITNE, BEEORBIZOVWTEBOREER2 LIRS, 27077 A~OSNEREZBRVIEIhDZ LB3H
DT LEBEMLTVET,
Fle. BERUREICBNT, WH7R3FEN - BN - BENRREZAT2HAICL, JET RS T ABNE
LTI CEIE, AFEE2THENRTEDLEMCL Y ARICER SN TV IBHEZRHTIVERDHDZ &
EBMLTVET, )

Applicant's Signature: Date:
(nHEEE) (B AF)
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