
Medical Certificate (This certificate is issued under the Law for Ship' Officers and Boats' Operators )

(Written by applicant)

Name Gender

Male Female Face Photograph

Date of birth Desired Capacity in which you are authorized to serve

Year Month Day

Address
No cap. Upper chest

TEL

(Written by recognized doctor or medical practitioner)

(Visual acuity)

Unaided Left Right Both eyes together

(Aided)

(Color vision)

Pass Fail
Normal Panel D-15 Others

(Hearing )

Distinction of voice separated from 5m Able Unable

(Disease)

Existence of disease The name of a disease and the extent Hitch for job
(Write down where applicable)

Yes No Yes No

(Body functional disorder )
1 (Existence of lesion)

Existence of obstacle Extent and degree of the obstacle

Yes No

Grasping power Left kg Right kg
(Only write down is case of handicap of fingers)

2
Place of disorder or impairment (Write down where applicable as follows ;site of amputation " ", affected area " ")

Draw a line the cut part, painting the disorder part

3 Motor functional disorder (Write down where applicable)
Flexibility of joint

Flexing of finger Able Unable

Flexing of hand Able Unable

Flexing of knee Able Unable

Joint of lesion (Write in case more than one unable in Flexibility of joint)

Wrist joint Elbow joint Shoulder joint

Left Right Left Right Left Right

Coxa Knee joint Ankle joint

Left Right Left Right Left Right

Extent of the motor functional disorder (Write in case unable to flex knee)

Normal walk Able Unable

Walking with one's legs bended Able Unable

Jump Able Unable

4
Artificial arms and artificial legs (Write down where applicable by painting the relevant part)

Remarks on the examinee by recognized doctor (Write down something in case you have indication concerning ship officer's job of the
examinee )

As a result of an inspection according to the Law for Ships' Officers and Boats' Operators, enforcement regulations (item of appended table 3),
I prove a thing as above.

Name of the recognized doctor
Name, address and contact information (TEL, E-mail) of the medical facility

right left right left

right back rightleft rightleft30mm×24mm

within 6 months

No cap. 
Upper chest.




