Date: /S /

To the attending physician  E;AERk

Request for Completion of Certificate Indicating Treatment of Communicable Disease
FRADERARAZETLAD JikiE

We recently received a report indicating that the student named below is afflicted with a communicable
disease. Consequently, we have suspended this student from attending school. Accordingly, we would
appreciate if you would complete the following form by filling in the required information.

COE., XEZELYERERRKRICBRELE-LOBREEZRT. HEFLOBEZITLVEL
f=o BFHTEITVFETH, TEBEICTREAVELEEEFTEISBBVBRLLETFEY,

National Graduate Institute for Policy Studies
BERARKZRKE

Academic and Student Affairs Division
BAEXIERRBIFEL
TeL: 03-6439-6042  Fax: 03-6439-6040

Health Service Center
ReEEEtL 42—
TeL: 03-6439-6091  Fax: 03-6439-6049



Certificate Indicating Treatment of Communicable Disease
(Permission to Attend School)
FRIGEXFAFEIAE (BRFATS)

Name of Patient: F&4&

| hereby certify that the above-named patient has been treated of the below-mentioned disease, and is

now fit to attend school.

LREDEFITRERENAE L. BRLTELXENGNI LZERDHFET,

Name of disease: EE 4

(Check in the appropriate box T EC & & D

ZEWICHIZDMFTTELY)

Oinfluenza [IMeasles [1German measles | CdTuberculosis
AVILIUY W% RE %
CIMumps CIChicken pox [OWhooping cough | CIPharyngoconjunctival fever
TATHE TR & K= BAEX IREEFEAR 2
CIEpidemic keratoconjunctivitis | [JAcute hemorrhagic conjunctivitis | Clntestinal infection due to nterohemorrhagic E. coli
TATHEAREIRE X S H RS RE R B H I 14 K B B R R e
COther (Please specify.) ( )
Z DAthy( )
Date of initial medical examination #)32 20 & A H
Period of suspension from school tH EZ1EEART 20 & A H~ 20 # A H
Date of permission to return to school Z#857] 20 4 A Bh5

Notes {EZ&

Date F A

H

Hospital name and address E 4R & - {£FT

Telephone number EZEE S

Name of attending physician EET %

Signature E[1

FAEEAHE  Comments by university staff

StudentID Program of study
FHES R0y 3 L
Student name

K4

(Form recipient 2%




