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In 2007, college campuses across Japan were forced to be closed due to the outbreak of measles, exchange students are required to submit
this Declaration Form of Immunization Record. If you haven’t infected diseases mentioned below nor had vaccinations, you have to
receive vaccinations before entering Japan (In case of measles, twice vaccinations is required unless you're infected in the past). If you
failed to receive vaccinations in your country, please go to the medical institution in Japan as quickly as possible to receive them on your
own expense (e.g. measles vaccination: ¥10,000 or more/ dose).

This form must be completed by a medical physician or your university’s physician.

*Please submit this form to International Affairs Office as soon as your Japanese Visa is issued.

SIGEES (ML T EEW) K 4 Name PRI Sex
(0% Male
OHAMZE7 1 7' Z 2 Japan Study Program O# Female

i B K University’s Name

ORBEF&HARFET 275 A Economics & Japanese Program

JEYLIE 72 & OJRFEIZ DU T Record of infectious diseases and vaccinations
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Have you ever infected or received following vaccination? If yes, write on dates.

OiEvy  Yes 0wz No
% 1A H 1t round of dose Vaccination Date : / /
[ZR2 % 2 [A1EFE H  20d round of dose Vaccination Date : / /
Measles
S =S S & / /
Infected Date
Oixvy  Yes Owvwnz No
JB% BifE H Vaccination Date : / /
Rubella
FMB H Infected Date : / /
OiEvy  Yes 0wz No
PRATHE B TR ¢ B2FEH Vaccination Date : / /
Mumps
FEHE A Infected Date : / /
CiEvy  Yes Oz No
K B2FEH Vaccination Date : / /
Varicella
FEHE A Infected Date : / /
3wy Yes 0wz No
fiik% BifE H Vaccination Date / /
BCG(Bacillus Calmette- Guérin)
FB H Infected Date : / /

ZWrH Date

[ F%ES4 Name of Institution / Clinic

FifEd Address

EET K4 Name of Physician

E4 Signature




