STATES’ 4-H INTERNATIONAL EXCHANGE PROGRAMS
2021 SUMMER OUTBOUND PROGRAM

MEDICAL FORM

Delegate's Name: Date of Birth:

ZINE 4 A H Month/Day/Year
Name of Japanese Organization (Labo/LEX): State:

AL A RE A M CRIELA)

This Medical Form must be completed by a parent or guardian

Context: The applicant is applying for a month-long cross-cultural exchange program. Delegates live either as a
group or as a member of a family in a host country. Not everyone is equipped mentally and physically for this
experience. The applicant must have a high degree of motivation and the ability to adjust to different social and
cultural backgrounds - sometimes under difficult circumstances. Sound health is vital. Sharing a complete
medical history is vital in determining the best exchange opportunity for each youth. *This form must be

completed within one year of the date of departure.
TREE O~ 4-8 BRI OWIMEIFIZ KD R WMERSRIETH 2008 9 >, AANEHERO B, TRIMDERICOWTRAL, TEL T
SWET LI BHEVHALLITET,

Does the applicant have any allergies or reactions to drugs or non-drug items?
TUAX— ELOBERRHY FT0?

Medicines: EHTTLAF—2BZTH0D

Penicillin or Related Drugs (=< > R3%) : Yeq ] NOD

Aminopyrine or Sulpyrine Type Drug (E°U > R3EH) - Yes|:| NO[I:'

Others (Zdfth) :

Types and degree of reaction (K& DAEMR & FRE) -
Non-Drug Items: LA TT L AX—2B 2T HD

Bees (#)[ ] Pollen(#£#) [] Dogs(*) |:| Cats (Ji) [ ] Small Animals (/E#)[ ]
Foods (&~4)

Other non-food items (& MAh) :

Types and degree of reaction (G DAEMR & FREE) -

Is this applicant subject to any of the following? If YES, please explain condition and/or frequency in
detail. FTREDIFRREERD DV £ 522 HAUDER, HELEZHRATT I,
Condition/Frequency EIR « #E

Asthma/Respiratory Problems (%, - FEIE 32 055)  Yes[ ] NOD

Diabetes/Hypoglycemia (BRI « 15 ML) Yes[_] No[]
Heart Trouble (:LMiif ) Yes[_] Nof

Lung Trouble (Jifif &) Yes[ ] No[_]
Fainting Spells (5<#) Yes[ ] No[ ]
Convulsions (T - (F#EH#) Yes[ | No[ ]
Epilepsy (TAMA) Yes[] NOD
Skin Disease (FJi§ DfF4) Yes[_] No[]
Kidney/Gall Bladder/Liver Disease (B - 1852 - iFi%) Yes[ ] No[ |
Muscular/Skeletal Problem (fj; N 313 DB E) Yes[ | No[ ]
Emotional or Mental Disorder ({5 ## 4% 7) Yes[_|No[ ]
Stomach/Intestinal Problem (' J5k75) Yes[ ] No[_]
Anxiety (RN&FEE) Yes|:| NOD
Depression (% >4%) Yes[ ] No[]

Any Other Condition (Please list and explain) & OO R SCAER 23 B AVIEFIA L T 72 S0y,
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3. Does this person have difficulties with any of the following?

TROEEL, BELEERZESTIABHV 302N, EEEZILFEIRATEIN,

Remarks EE®E

Eyes (#1715, HOWE) ves[ No[ ]
Uses Contact Lenses (=>4 7 b Lo X)) Yes [ ] No[ ]
Ears (%, HoMEE Yes [] No
Nose (ShDFEE Yes[ ] No[ ]
Throat (WM Yes[ |No[]
Digestion (JH{bfEsE) Yes[_| No[ ]
Sleepwalking (Z#7%) Yes[ [ No[ ]
Bed-Wetting (fZJRJiE) Yes|:| No
Menstrual problems (ZEFi[EE) Yes[_] No

Any other difficulties: = Dt DfEE (Please list)

4. Any surgical operations, accidents, or injuries which required hospitalization in the past?
S ETICFMOFR, ERITTRTARLEERHD ET1?
Yes[_]No[ | Explain: iuiE & ARG A, i o AEALTF S,

5. Arethere any physical activities that this person is restricted from doing?
RELHIR SN TVWBITERH D £T022 bE, AL TFIVY,
Yes|:| No |:| If YES, please list:

6. If an applicant is carrying medicines/prescriptions, fill in the following. Please note that common
ADD/ADHD medications, such as Adderall (amphetamine and dextroamphetamine), are illegal in Japan.
AT T E Z R PRI LT D5 AIE TRRUICEA L TR,

Name of Medicine Illness/Symptoms Dosage/Times Taken
it i - SEIR ik (& - 130

7. Any recent exposure to a contagious disease? FiT, BYIRICHPSTZZ ENH Y T2
Yes[_INo[_] Explain: iuiE & A 2o f5eii 72 5 2 it AL T F &0,

8. Is this person currently under a doctor’s care (for reasons other than routine care)?
BEEFEICD»PoTWVWETHL?2 bIEMOE=DIZro THBEPEEALTTFIN,

Yes[l No|:| Explain:

9. Any additional information the host parents should be aware of?

HBA DD TRBWIELTBRVRE EORMBERD Y 9>
YesDNoD Explain:
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10. Inoculation History  FBA#Ef&ERSX - fill out below or attach vaccination records.

Vaccine Number irl?jztcetig; Vaccinated by/at Contracted? Date(l\(/:l?g}\r;a)cted
R e ! Snf I HE SiE JEE ﬁ
Iy Fv [EIP= BERRAE A TR S T | FEERE DA SR H

Measles st [] Yes[ [ No[ ]

[(ER YR 2nd

Mumps st [] Yes[ [No[]

HATHEE TR 2nd [

Rubella Jil#5 ist [ ] Yes[ |No[ ]
2nd []

Chickenpox 7KJ& [l Yes[ |No[ |
ist []

Polio (OPV)/ I\ FifL ;pocli [ ves[_JNo[]
4th

DPT =& 1st
2nd

Diphtheria ¥ 75 1) 7 3rd Yes[ | No[ ]

Pertussis & H# & 4th

Tetanus {5 Sth

Tuberculosis #51% ] Yes |_| No| ]
1st

Hepatitis B BT % 2nd Yes[ | No[ ]
3rd [ |

Others % DA Yes| [No[ ]

11. Considering the information provided above and your knowledge of the applicant, is there any reason to
guestion his/her/their participation in this program?
EFRAR SN Lo A B DOXER o 2 EEONET N2 EITNIEIN oI, D EEDLNLIEEIETY e s
X2, THRFICEOHEBZHIILTRFIN,

Yes|:| No [ ] Explain:

For additional comments, please use an extra sheet of paper.
FEFCREE CTHEANCARA R 7 7 IV —IBX TR ERLW I ERHIUTHFRIZEA L TTFEN,

| certify that all information in this Medical Form is true and complete to the best of my knowledge. |
further certify that if any medical information were to change after submission of this form, that | will
notify States’ 4-H of these changes as soon as possible.

COBHEICERINTNDZLIX, TRTHEETHHILEEHALET,

*Signature of legal guardian Print name of legal guardian Date

REE DEL

2021 States’ 4-H OB Medical Form (Japan only) States’ 4-H Revised August 2020 Page 3 of 3




	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Text9: 
	Text10: 
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Text71: 
	Text72: 
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Text91: 
	Text92: 
	Text93: 
	Text94: 
	Text95: 
	Text96: 
	Text97: 
	Text98: 
	Text99: 
	Text100: 
	Text101: 
	Text102: 
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Text111: 
	Text112: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text45: 
	Check Box63: Off
	Check Box64: Off
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Text90: 
	Text103: 
	Text104: 
	Text105: 
	Text106: 
	Text107: 
	Text108: 
	Text109: 
	Text110: 
	Text113: 
	Text114: 
	Text115: 
	Text116: 
	Text117: 
	Text118: 
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Text149: 
	Text150: 
	Text151: 
	Text152: 
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off


