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Please describe in detail if you find any disease, including chronic ones, or physical handicaps.
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Please indicate past illness if applicant had.
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Kyoto Institute of Culture and Language
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IRfERAE - B1E%E Medical history
iatEsBLATNIEE. Please check the conditions that apply.

REATEREITAR, 1 have some medical care or treatment at hospital or clinics now.
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sleep disorder No Yes (in treatment) | Yes (in the past) Treatment Period: year month year month
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I hereby certify that the above information is true and correct.
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