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APPLICATION GUIDELINES
JAPANESE GOVERNMENT (MEXT) SCHOLARSHIP FOR 2021

YOUNG LEADERS’ PROGRAM (YLP) STUDENT (HEALTHCARE ADMINISTRATION)

5.

6.

OUTLINE

. Objectives

The Young Leaders' Program (YLP) aims to contribute to cultivate future national leaders in Asian and other
countries,» moreover, to contribute to establish friendly relationship among various countries and to improve
policy planning activities by forming a network among national leaders thorough deepening their understanding
of Japan. The YLP is one of the Japanese Government (MEXT*) Scholarship Programs.

*MEXT: Ministry of Education, Culture, Sports, Science and Technology

Eligible Countries and Participants

Participants are selected from the countries listed below. They should be young public administrators in
healthcare and allied sectors who are expected to play active roles as future national leaders in their respective
countries.

Afghanistan, Bangladesh, Cambodia, Indonesia, Kazakhstan, Kyrgyzstan, Laos, Malaysia, Mongolia, Myanmar,
Thailand, Uzbekistan, Vietnam (13 countries in alphabetical order)

i

. Host University .

Department of Healthcare Administration, Nagoya University Graduate School of Medicine

Expected number of students
Approximately 10 students

Recruitment and Selection

(1) Recruitment '
Recruitment will be conducted through recommending authorities in the respective countries. Please contact
the Japanese embassy in your country for further information.

(2) Screening Procedure
(@ First screening by the recommending authorities of each country
@ Second screening by host university based on application documents
@ Third screening through interviews of candidates, conducted by faculty members of host university
@ Primary selection based on total scores of the second and third screenings along with comments of

interviewers

® Final selection by the YLP committee established by MEXT

Program Outline (Refer to the appendix "Curriculum Guidelines".)

(1) Basic Concepts o .
The curriculum is suitable for rearing national leaders in the field of healthcare administration, seeking to

take advantage of Japan's experiences of exchange with both Western and Asian countries, and establish a
human network through various activities such as special lectures and field study trips/site visits.

(2) Duration and Degree Conferred . o
Course duration is one year. Master of Science in Health Care Administration is conferred by Nagoya

University Graduate School of Medicine.

(3) Medium of instruction
All lectures and academic activities are conducted in English.

7. Commencement of the Program

October 2021




IV Further Information
q For further information on|Nagoya University’s Young Leaders’ Program:

hitp://en.nagoya-u.ac.jp/
https://www.med.nagoya-y.ac.jp/medical_E/laboratory/basic-med/social-science/ylp/
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APPLICATION GUIDELINES
JAPANESE GOVERNMENT (MEXT) SCHOLARSHIP FOR 2021
YOUNG LEADERS’ PROGRAM (YLP) STUDENT (HEALTHCARE ADMINISTRATION)

I OUTLINE

1. Objectives
The Young Leaders' Program (YLP) aims to contribute to cultivate future national leaders in Asian and other
countries, moreover, to contribute to establish friendly relationship among various countries and to improve
policy planning activities by forming a network among national leaders thorough deepening their understanding
of Japan. The YLP is one of the Japanese Government (MEXT*) Scholarship Programs.
*MEXT: Ministry of Education, Culture, Sports, Science and Technology

2. Eligible Countries and Participants
Participants are selected from the countries listed below. They should be young public administrators in
healthcare and allied sectors who are expected to play active roles as future national leaders in their respective
countries.

Afghanistan, Bangladesh, Cambodia, Indonesia, Kazakhstan, Kyrgyzstan, Laos, Malaysia, Mongolia, Myanmar,
Thailand, Uzbekistan, Vietnam (13 countries in alphabetical order)

3. Host University
Department of Healthcare Administration, Nagoya University Graduate School of Medicine

4. Expected number of students
Approximately 10 students

5. Recruitment and Selection

(1) Recruitment
Recruitment will be conducted through recommending authorities in the respective countries. Please contact
the Japanese embassy in your country for further information.

(2) Screening Procedure
@ First screening by the recommending authorities of each country
® Second screening by host university based on application documents
@ Third screening through interviews of candidates, conducted by faculty members of host university
@ Primary selection based on total scores of the second and third screenings along with comments of

interviewers

® Final selection by the YLP committee established by MEXT

6. Program Outline (Refer to the appendix "Curriculum Guidelines".)

(1) Basic.Concepts
The curriculum is suitable for rearing national leaders in the field of healthcare administration, seeking to
take advantage of Japan's experiences of exchange with both Western and Asian countries, and establish a
human network through various activities such as special lectures and field study trips/site visits.

(2) Duration and Degree Conferred
Course duration is one year. Master of Science in Health Care Administration is conferred by Nagoya
University Graduate School of Medicine.

(3) Medium of instruction
All lectures and academic activities are conducted in English.

7. Commencement of the Program
October 2021
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? further information on Nagoya University’s Young Leaders’ Program:
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Asttp://en.nagoya-u.ac.jp/
“ttps://www.med.nagoya-u.ac.jp/medical_E/laboratory/basic-med/social-science/ylp/




APPLICATION GUIDELINES
JAPANESE GOVERNMENT (MEXT) SCHOLARSHIP FOR 2021
YOUNG LEADERS’ PROGRAM (YLP) STUDENT (HEALTHCARE ADMINISTRATION)

I OUTLINE

1. Objectives
The Young Leaders' Program (YLP) aims to contribute to cultivate future national leaders in Asian and other
countries, moreover, to contribute to establish friendly relationship among various countries and to improve
policy planning activities by forming a network among national leaders thorough deepening their understanding
of Japan. The YLP is one of the Japanese Government (MEXT*) Scholarship Programs.
*MEXT: Ministry of Education, Culture, Sports, Science and Technology

2. Eligible Countries and Participants
Participants are selected from the countries listed below. They should be young public administrators in
healthcare and allied sectors who are expected to play active roles as future national leaders in their respective
countries.

Afghanistan, Bangladesh, Cambodia, Indonesia, Kazakhstan, Kyrgyzstan, Laos, Malaysia, Mongolia, Myanmar,
Thailand, Uzbekistan, Vietnam (13 countries in alphabetical order)

3. Host University
Department of Healthcare Administration, Nagoya University Graduate School of Medicine

4. Expected number of students
Approximately 10 students

5. Recruitment and Selection

(1) Recruitment
Recruitment will be conducted through recommending authorities in the respective countries. Please contact
the Japanese embassy in your country for further information.

(2) Screening Procedure
D First screening by the recommending authorities of each country
© Second screening by host university based on application documents
@ Third screening through interviews of candidates, conducted by faculty members of host university
@ Primary selection based on total scores of the second and third screenings along with comments of

interviewers

® Final selection by the YLP committee established by MEXT

6. Program Outline (Refer to the appendix "Curriculum Guidelines".)

(1) Basic Concepts
The curriculum is suitable for rearing national leaders in the field of healthcare administration, seeking to
take advantage of Japan's experiences of exchange with both Western and Asian countries, and establish a
human network through various activities such as special lectures and field study trips/site visits.

(2) Duration and Degree Conferred
Course duration is one year. Master of Science in Health Care Administration is conferred by Nagoya
University Graduate School of Medicine.

(3) Medium of instruction
All lectures and academic activities are conducted in English.

7. Commencement of the Program
October 2021




;4%’ Further Information
+ For further information on Nagoya University’s Young Leaders’ Program:

http://en.nagoya-u.ac.jp/
" https://www.med.nagoya-uac.jp/medical_E/laboratory/basic-med/social-science/ylp/
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JAPANESE GO APPLICATION GUIDELINES
VERNMENT (MEXT) SCHOLARSHIP FOR 2021
YOUNG LEADERS’ PROGRAM (YLP) STUDENT (HEALTHCARE ADMINISTRATION)

I OUTLINE

1. Objectives
The Young Leaders' Program (YLP) aims to contribute to cultivate future national leaders in Asian and other
countries, moreover, to confribute to establish friendly relationship among various countries and to improve
policy planning activities by forming a network among national leaders thorough deepening their understanding
of Japan. The YLP is one of the Japanese Government (MEXT*) Scholarship Programs.
*MEXT: Ministry of Education, Culture, Sports, Science and Technology

2. Eligible Countries and Participants
Participants are selected from the countries listed below. They should be young public administrators in
healthcare and allied sectors who are expected to play active roles as future national leaders in their respective
countries.

Afghanistan, Bangladesh, Cambodia, Indonesia, Kazakhstan, Kyrgyzstan, Laos, Malaysia, Mongolia, Myanmar,
Thailarid, Uzbekistan, Vietnam (13 countries in alphabetical order)

3. Host University
Department of Healthcare Administration, Nagoya University Graduate School of Medicine

4. Expected number of students
Approximately 10 students

5. Recruitment and Selection

(1) Recruitment
Recruitment will be conducted through recommending authorities in the respective countries. Please contact

the Japanese embassy in your country for further information.

(2) Screening Procedure
(@ First screening by the recommending authorities of each country

@) Second screening by host university based on application documents
(® Third screening through interviews of candidates, conducted by faculty members of host university
@ Primary selection based on total scores of the second and third screenings along with comments of

interviewers
() Final selection by the YLP committee established by MEXT

6. Program Outline (Refer to the appendix "Curriculum Guidelines".)

(1) Basic Concepts o .
The curriculum is suitable for rearing national leaders in the field of healthcare administration, seeking to
xchange with both Western and Asian countries, and establish a

take advantage of Japan's expetiences of e ountries,
human network through various activities such as special lectures and field study trips/site visits.

2) Duration and Degree Conferred o
() Course duration is one year. Master of Science in Health Care Administration 1S conferred by Nagoya

University Graduate School of Medicine.

(3) Medium of instruction

All lectures and academic activities are conducted in English.

7. Commencement of the Program
October 2021
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GEREEZHRE (20214 8HR) CERTIFICATE OF HEALTH (for 2021)

(EERICEEALTESICE) {to be completed by the examining physician)
AASE U HEEICLDIRRRICECE I DL, Please fill out (PRINT/TYPE) in Japanese or English.
K&
Name Surname_¥E Given name £ Middie name _ SRILEZ—A
TRl O B Mae EEHE B =}
Gender 0 % Female Date of Birth YYYY mm dd
1. BRRE
Physical examination e
(1)§é 2
%qht om Wel;c%ht kg
()it ~ (4) IR 2 ! —
Blood pressure mmHg mmHg Blood type OA OB OAB OO (ORH+RH
BGEE 7 2 Regular e g%.%d)ﬁﬁ O iE& Normal
Pulse O FE lreqular Color blindness O 25 Impaired
&R ES) (%) Blivi 0 %#‘T Normal
.. .iWithout glasses (R} (L) Hearing O EE Impaired
(6) #27 CEyesight iper £3)) 5:3) DEE: O LS Normal
With glasses or contact lenses (R} L) Speech 0 RBE Impaired
2. W2 RU X (6 57BALIR)
Physical and X-ray examinations of the chest {within six rhonths
Eﬁﬁﬁxﬁﬁ =] A 23 A BH
Describe the condition of lungs. Date of X-ray YYYY mm dd
7{JLL\N§%
Film No.
(1Y O 1E% Normal
| Lungs O % Impaired
(2):1_.\% O 1E% Normal
_Cardiomegaly i O RBZ Impaired
%%&55%‘“#:[}%- O 1E5 Normal
‘ e If impaired=>Electrocardiograph (] 525 Impaired
. BEARPORR .o ;
Dlsease currently being treated O #& No O A Yes : 75% Disease
Qi
4. BESE R EE ey R SE AR/ ARG
. , v Date of recovery| Date of recovery
Past iliness/disorder Name funder treatment Name Junder treatment
2 TREOICFIVIET AR &% NIU7
BEhERE A WITNEZNHL Tuberculosis Malaria
RULBARIMELICFIVITIZ FOARZIE TADA
& Other communicable disease Epilepsy
Please check and fill in the date of BRR DRE
recovery/under treatment. Kidney disease Heart disease
If NOT contracted any of them in the YEFRIR BRI TFUINE—
past, please check “None”. Diabetes Drug allergy
L P TR
v N p =8 Functional disorder in the
one sychosis extremiti
5. & ‘
Laboratory tests
[0 ¥E ] ~BMm
Unnal*sus: glucose e rotein o occult blood
{2) pivy 5 BRE Bm
%nemia test ESR mm/Hr WBC count Jomm Hemoglobin gmid Anemia
QFFEEEIRE | GPT GOT
LFT (ALT) ((VED] (AST) @urt) y-GTP o/ 1)
6. EOXEH- &R
Physician's impression of the applicant’s health
MEAAR IRFEOREMENBNEROBE IR A TEL.
Please fill in if the applicant needs regular medication or treatment.
7. Inview of the applicant's history and the above findings, is B¢
it your observation that his/her health status is adequate to Date
pursue studies in Japan? sEEoRRE. BR-rECKRrSUnLT. B| EMESR
ORFEORRBTENCHECRMAISEOLEDNETH ? Physician's Signature
IREEhERY
D YES) (F<A)] D No (LX) Office/Instifution
¥ Please be sure to check either "YES" or "NO". If you do not F1EH
check "YES", the Embassy will NOT accept the application. Address
DFMEV IUETONE P F oI LTI, TN U F oo IS IRE . XEMR
lltEﬂEiELigb







{EREEZHRE (20214ER) CERTIFICATE OF HEALTH (for 2021)

(ERMCERALTESSCL) {to be completed by the examining physician)
BAREENIIREEICLDIARCEEH T 5L, Please fill out (PRINT/TYPE) in Japanese or English.
K4
Name Surname B4 Given name % Middle name _ SRJLR—1
] O B Mae ~ EfAH A
Gender [0 % Female Date of Birth yyYy mm dd
1. B&EE
Physical examination
(1)Eé QFE
Height om vjviﬁi ht kg
R N (4) I -
Blood pressure mmHg mmHg Blood tvpe [JA OB [JAB [0 :CJRH+ORH
@Y 0 2 Regular NEEEED O E&® Normal
Pulse O A% \rreqular Color blindness 0 R¥ Impaired
AR (B) () (BERN O gﬁi‘ Normal
., iWithout glasses (R} ) (L) HeannL 0O 5% Impaired
(6) 427 CEyesight =N (B) () O=2& (1 1E&E Normal
With glasses or contact lenses (R} (L) ‘Speech O 52% Impaired
2. BEBESRUX (6 AEIR)
Physical and X-ray examinations of the chest (within six months? N
BRXHKP B aAg F H H
Describe the condition of lungs. Date of X-ray YYYy mm dd
TINLES
Fitm No.
(1) U IEX¥ Normal
Lungs 0O 2% Impaired
(2)L 0O 1EE Normal
| Cardiomegaly i O £ impaired
el nshe—ms L ILe Normal
: If impaired=>Electrocardiograph 1 RE Impaired
3. BEERCRORS O # No O 5B Yes : % Disease
Disease currently being treated ’ -
\ SRR/ SRR FeaSH/AREH
4. H{BI'F: . v s Date of recovery{ v w5 Date of recovery
Past illness/disorder Name Junder treatment Name Junder treatment
ZESDEOICFIYIETTIAFH 575 37
[BBEPREEA. WITNHEEZEL Tuberculosis Malaria
BUWSSIETERLNFIVITET TOMBRREAE TADA
&, Other communicable disease Epilepsy
Please check and fill in the date of BRE IEER
recovery/under treatment. . , Kidney disease Heart disease
If NOT contracted any of them in the YERIR EETLIF~-
past, please check “None’. Diabetes Drug allergy
o ThEee s
v hﬁ; :ﬁmf%‘ Functional disorder in the
o sychosis extremiies
5.8 B
Laboratory tests
M REE iz BT B 23]
Urinalysis: glucose 1ig,jgrotein occult blood
2= iy ¥ mm/Hr B Jemm [ig2ES gmid! am
Anemia test ESR , WBC count Hemoglobin Anemia
QIFFEEERRE [ GPT GOT y
LFT (ALT) (wi i) (AST) (wr 1) y-GTP (1)
6. Efo-BER
Physician's impression of the applicant’s health
MERER EFOLBEEYBNILZOSTRAT AL,
Piease fill in if the applicant needs regufar medication or freatment.
7. Inview of the applicant's history and the above findings, is Bt
it your observatibn that his/her health status is adequate to Date
pursue studies in Japan? EREOEER, LR -REORRISEHLT.R| EEPER
ORIEOWREFERICBLICWIIIEOLBONTTH ? Physician's Signature
IREHERS
D YES (&) D NO (LMaz) Office/Institution
*Please be sure to check either "YES" or "NO". If you do not PRTEt
check "YES", the Embassy will NOT accept the application. Address
BTN SRIIMAONZ HIF oI LTSN TRV JISF oo o5 LS. KEE
"rzaa— ESBLEGA,







SEREZURE (20214 RRR) CERTIFICATE OF HEALTH (for 2021)

(ERDICEEALTESSCL) (to be completed by the examining physician)
BARERIITEEEICLDBABKC B T 5L, Please fill out (PRINT/TYPE) in Japanese or English.
;23 ’
Name Surname ¥t Given name £ Middle name __ SRIR—A
TERT O 5 Male £5HH H H
Gender 0O % Female Date of Birth yyyy mm dd
[T, BREE
Physical examination ﬁi;f
(1)Eé (2)
Height om Wel%j kg
(3)m/E ~ (4)07 -
Blood pressure mmHg mmHg{*g00d tvpe OA OB 0OAB O :ORH+CIRH
BkiEE 0 28 Regular (7)@%%%@%5.. O LE&® Normal
Pulse 0O AZ lreqular Color blindness O 2% Impaired
BR ES) (E) REZEE O %ﬁ!ﬁ Normal
. iWithout glasses  (R) (L) Hearing O 2E Impaired
6 B Eyesight g7 5 B 7 B [ O L& Noma
With glasses or contact lenses (R) (L) Speech 0 E% Impaired
2. RRERU X (6 7AEIA)
Physical and X-ray examinations of the chest (within six monthsg
W EDXGHRFT R BeaERg F H H
Describe the condition of lungs. Date of X-ray YYYyy mm dd
JHIVLES
Fifm No.
(1) O 1E¥ Normal
Lunﬂ% O BE Impaired
2y O IEF Normal
L_gg_[gnomeqal ....... [0 S Impaired
EENGIBE—LEN L LE4 Normal
If impaired=>Electrocardiograph [ 2% Impaired
Dlsease currentlL eing treated D % No D & Yes : 5% Disease
; SEIRE/a%H y SeaRsH/aEh
4. H{Eﬁ . v Gl Date of recovery | G Date of recovery
Past iliness/disorder Name | /junder treatment Name /under treatment
ZEIRE0ICFIVIETIASHE =8z X337
[EEPESTA WTNEZHL Tuberculosis ‘ Malaria
BRUMBSSEELICFIvIT3T EDOARRIUAE TABA
Eo Other communicable disease Epilepsy
Please check and fill in the date of BxE DREB
recovery/under treatment. Kidney disease Heart disease
if NOT contracted any of them in the PEERIR EEIFLILF—
past, please check “None”. Diabetes Drug allergy
ey TR le s
v ﬁ#’e i’:j:ﬁf Functional disorder in the
exfremities
5. R &
Laboratory tests
(1) RRE V& &8 =3l
Urinal*sis: glucose et rotein = occult blood
2) IRE > BRE '
Anemia test ESR mmir WBC count femm Hemoglobin gm/di Anemia
(3)FFHEaE GPT GOT -
LFT (ALT) (1) (AST). (1) y-GTP (ur 1)
6. EMOXE-BR
Physician's impression of the applicant’s health
MERVAR - INREOBBEENIBNEROETRA T,
Please fill in if the applicant needs regular medication or treatment.
7. Inview of the applicant's history and the above findings, is Bt
it your observation that his/her health status is adequate to Date
pursue studies in Japan? EREORGE. PR - RECKRPSHHLT.R| EES
Ed)ﬂ!(bwﬂI:iﬁ@(:ﬂ#(:ﬁi33£®t§bn§?b‘ ? Physician's Signature
WA
D YES (1EL) D NO (LrR) Office/Institution
¥ Please be sure to check either "YES" or "NO". If you do not FRAEND
check "YES", the Embassy will NOT accept the application. Address
l_ FTIELIRETOMAESF Ty TLTEEL, TR IS F o op LB S . KR
F3 LEHA,







RREZWE (20214ER) CERTIFICATE OF HEALTH (for 2021)

(EERICEEALTESSIE) (to be completed by the examining physician)
BAEE (3 HEE(C LIRS E® TR, Please fill out (PRINT/TYPE) in Japanese or English.
354
Name Sumame % Given name £ Middle name _SRJLR—A
TR O B Made EFHHE S A H
Gender O % Female Date of Birth Yyyy mm dd
(1. BFRE
Physical examination T
(ﬂEé (2)
Height ol Weght kg
(3)mE ~ (4)mn _
Blood pressure mmHg mmHg Bloodt o DA« OB (JAB O :iOJRH+ORH
BlEE] O % Regular G PO O L& Normal
Pulse O AE lregular Color blindness 0O 2% Impaired
() (%) Bz O g%* Normal
- iWithout glasses  (R) L Hearing O 5% Impaired
(RN CEyesghigry - S (6] -1 BEE Noma
‘ With glasses or contact lenses (R) (L) _Speech O 2% Impaired
2. REHERT X (6 5REA)
Physical and X-ray examinations of the chest (within six months
R WEERT e

8
Describe the condition of lungs. Date of X-ray Yyyy mm dd
N LES
Film No.
(1) [J IEE Normal
Lungs [l RBE Impaired
{2)C O IE& Normal
| Cardiomedaly. O _RE Impaired
EERNGAEESOER L LEE Normal
0 R’

f impaired=>Electrocardiograph Impaired
‘ -Disease currently being treated D M No O F Yes : jA% Disease
) . STIAKHE /AR 3 SEIARHR/ AT
4. Ht,iﬁ . v A Date of recovery | v/ e Date of recovery
Past iliness/disorder Name Junder treatment Name Junder treatment
ZHTIEDICTF YIS B 5B N7
[EEPERE A WITNEENL Tuberculosis Malaria
ROVEERMBUICFIVIT2C TOADRRPAE TADA
o Other communicable disease Epilepsy
Please check and fill in the date of BRE LR
recovery/under treatment. Kidney disease Heart disease
If NOT contracted any of them in the YEFRIS BEBRI7LIE—
past, please check “None”. Diabetes Drug allergy
oy 3533 ,
v U *ﬁw’rﬁ'_%‘ Functional disorder in the
None Psychosis extremities
5. &
Laboratory tests
N RE i ESE] B
Urinalysis: glucose =T rotein occult blood
{2) EEEE sy 3 MERE =i
Anemia test ESR mm/Hr WBC count femm Hemoglobin gm/di Anemia
(3)ATHEHEE GPT GOT .
LFT (AT (i 1) (ASTY (1) y-GTP (ur 1)
6. ENOEE-BR

Physician's impression of the applicant’s health
HEERDER - RO EENONEIZOE AT,

Please fill in if the applicant needs regular medication or treatment.

7. Inview of the applicani‘s history and the above findings, is B
it your observation that his/her health status is adequate to Date
pursue studies in Japan? EREOREE. B - REORRISUHLT.R| EMESL
ORFORREFACEPLCWAISEOLBONETS ? Physician's Signature
REMERS
O YES s O NO sy i

Office/Institution

¥ Please be sure to check either "YES" or "NO". If you do not FRTEMD

check "YES", the Embassy will NOT accept the application. Address
| BITELIRETODRNZFz oI LTHEN, TR IS F T s SRS | KiE6R
IZPMEDE =4, 3
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(EFRZWE (202158R) CERTIFICATE OF HEALTH (for 2021)

(ERPICEEALTESSCE) (to be completed by the examining physician)
AARGEXRFT[FECLDERREICERRE T 3L, Please fill out (PRINT/TYPE) in Japanese or English.
K&
Name Surname Given name £z Middle name  IRJILR—1A
3 O 5B Malke F£HAH F H
Gender 00 % Female Date of Birth YYYy mm dd
[1T. BRRE
Physical examination e
(ﬂEé @
o o[ Weight 9
(3)nE ~ (4m&RE _
Blocd pressure mmHg mmHg[ oo e OA OB DAB DO | CJRH+IRH
BYEE 0 2 Regufar S %.%:(Dﬁﬁ 0O iIE® Normal
Pulse O AZ lmeqular Color blindness 0 & impaired
iR (&) (%) BEEH ] gﬁ Normal
. iWithout glasses (R} L) Hearing D 5£¥ Impaired
(6) 27 CEyesight g £5) & == 3 L% Noma
With glasses or contact lenses (R) L) Speech 00 £% Impaired
S RAREEY e
Physical and X-ray examinations of the chest (within six months
y i RRERD o B
Describe the condition of fungs. Date of X-ray YYyy mm dd
IHINLES
Film No.
(1) 0 1IES Nomal
Lungs O £]£% Impaired
2pChs O iE% Normal
Cardomegaly i | O 5 Impaired |
RENS3 B e—ar L) k& Normal
If impaired=FElectrocardiograph [ 5&% Impaired
r w ’ . [ :
Disease currently being treated D M No D5 Yes : $&# Disease =
g STIARH/AES SeiRkRA A
4. Hfiﬁ . v G Date of recovery | v i Date of recovery
Past illness/disorder Name Junder treatment Name Junder treatment
ZETREOICFIVIESTAEEEE E% 37
[AEPERRA. WINEZNAU Tuberculosis Malaria
BUVSSEMEUNCFIVvIS 3T EDMRSLIE TANA
& Other communicable disease Epilepsy
Please check and fill in the date of BExE IDERR
recovery/under treatment. Kidney disease Heart disease
If NOT contracted any of them in the FEFRIR BRITUILE~
past, please check “None”. Diabetes Drug allergy
o )57 .
v ﬁ; i’:;?h"i% Functional disorder in the
is "
extremitios
5. R &
Laboratory tests
(1) PR 7] =] R
Urinalysis: glucose B rotein o occult blood
2) Eﬁ#ﬁ TRk ; BRe a1m
Anemia test ES,R mmr WBC count fomm Hemoglobin gm/d Anemia
(3)FFHERE GPT GOT ]
6. EfORE-BR
Physician's impression of the applicant’s health
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Recommendation Form

,jf
To the Applicant

Please complete only the top portion of this form. Your recommender should complete the rest of the form.

| i |

Your Name (Family) (Given) Middle)

To the Recommender

The person whose name appears above is applying for admission to the Young Leaders’ Program.

Please provide your recommendation on your own letterhead or stationery. The Admissions Committee values the
recommender's direct contact with the candidate. In your letter, please answer the following questions as candidly
and specifically as possible:

Please return this form and your recommendation to the applicant in a sealed envelope, with your signature across
the seal. The applicant will submit the sealed, signed envelope to us as part of the completed application package.

The Admissions Committee is aware of the time and care necessary to prepare this form. We gratefully
acknowledge your help.

1. How long and in what capacity have you known the applicant?

2. How often have you observed the applicant? (Please tick one box)
Clevery day 003 or 4 times a week  [J1 or 2 times aweek (11 or 2 times a month

[less than once a month




9. Please write if you have any comment.

P " D

! ;
Please provide telephorje numbers should the Admissions Committee feel a need to contact you regarding the -
reference.

[0 Business Telephone Number

ool st
TRy

[0 Home Telephone Number

L .
Recommender's Signature

Recommender’s Name (please print) Date
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Position or Title Organization

Business Address

Home Address




Recommendation Form

To the Applicant

Please complete only the top portion of this form. Your recommender should complete the rest of the form.

I I

Your Name (Family) (Given) (Middle)

To the Recommender

The person whose name appears above is applying for admission to the Young Leaders’ Program.

Please provide your recommendation on your own letterhead or stationery. The Admissions Committee-values the
recommender's, direct contact with the candidate. In your letter, please answer the following questions as candidly
and specifically as possible:

Please return this form and your recommendation to the applicant in a sealed envelope, with your signature across
the seal. The applicant will submit the sealed, signed envelope to us as part of the completed application package.

The Admissions Committee is aware of the time and care necessary to prepare this form. We gratefully
acknowledge your help.

1. How long and in what capacity have you known the applicant?

2. How often have you observed the applicant? (Please tick one box)
Clevery day O3 or 4 timesaweek [J1 or 2 times aweek  [J1 or 2 times a month

(less than once a month
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Recommendation Form

To the Applicant

Please complete only the top portion of this form. Your recommender should complete the rest of the form.

Your Name (Family) (Given) Middle)

To the Recommender

The person whose name appears above is applying for admission to the Young Leaders’ Program.

Please provide your recommendation on your own letterhead or stationery. The Admissions Committee values the
recommender's direct contact with the candidate. In'your letter, please answer the following questions as candidly
and specifically as possible:

Please return this form and your recommendation to the applicant in a sealed envelope, with your signature across
the seal. The applicant will submit the sealed, signed envelope to us as part of the completed application package.

The Admissions Committee is aware of the time and care necessary to prepare this form. We gratefully
acknowledge your help.

1. How long and in what capacity have you known the applicant?

2. How often have you observed the applicant? (Please tick one box)
Clevery day [J3 or4 timesaweek [J1or2timesaweek []1 or2 timesa month

(less than once a month
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Recommendation Form

To the Applicant
Please complete only the top portion of this form. Your recommender should complete the rest of the form.

L I |

Your Name (Family) (Given) «(Middle)

To the Recommender

The person whose name appears above is applying for admission to the Young Leaders’ Program.

Please provide your recommendation on your own letterhead or stationery. The Admissions Committee values the
Jecommender's direct contact with the candidate. In your letter, please answer the following questions as candidly
and specifically as possible:

Please return this form and your recommendation to the applicant in a sealed envelope, with your signature across
the seal. The applicant will submit the sealed, signed envelope to us as part of the completed application package.

The Admissions Committee is aware of the time and care necessary to prepare this form. We gratefully
acknowledge your help.

1. How long and in what capacity have you known the applicant?

2. "How often have you observed the applicant? (Please tick one box)

Uevery day [13 or4 timesaweek [J1or2timesaweek [11 or2 timesa month

[less than once a month
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Recommendation Form

To the Applicant

Please complete only the top portion of this form. Your recommender should complete the rest of the form.

Your Name (Family) (Given) (Middle)

To the Recommender

The person whose name appears above is applying for admission to the Young Leaders’ Program.

Please provide your recommendation on your own letterhead or stationery. The Admissions Committee values the
recommender's direct contact with the candidate. In your letter, please answer the following questions as candidly
and specifically as possible:

Please return this form and your recommendation to the applicant in a sealed envelope, with your signature across
the seal. The applicant will submit the sealed, signed envelope to us as part of the completed application package.

The Admissions Committee is aware of the time and care necessary to prepare this form. We gratefully
acknowledge your help:

1. How long and in what capacity have you known the applicant?

2. How often have you observed the applicant? (Please tick one box)
[Clevery day [J3 or4 timesaweek [11or2timesaweek [J1 or2 times a month

(less than once a month
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Recommendation Form

To the Applicant

Please complete only the top portion of this form. Your recommender should complete the rest of the form.

Your Name (Family) (Given) Middle)

To the Recommender

The person whose name appears above is applying for admission to the Young Leaders’ Program.

Please provide your recommendation on your own letterhead or stationery. The Admissions Committee values the
recommender's direct contact with the candidate. In your letter, please answer the following questions as candidly
and specifically as possible:

Please return this form and your recommendation to the applicant in a sealed envelope, with your signature across
the seal. The applicant will submit the sealed, signed envelope to us as part of the completed application package.

The Admissions Committee is aware of the time and care necessary to prepare this form. We gratefully
acknowledge your help.

1. How long and in what capacity have you known the applicant?

)

2. How often have you observed the applicant? (Please tick one box)

Ulevery day U3 or 4 times a week .[J1 or 2 timesaweek  [J1 or 2 times a month

[less than once a month
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Recommendation Form

To the Applicant

Please complete only the top portion of this form. Your recommender should complete the rest of the form.

Your Name (Family) (Given) (Mi ddle)

To the Recommender

The person whose name appears above is applying for admission to the Young Leaders’ Program.

Please provide your recommendation on your own letterhead or stationery. The Admissions Committee values the
recommender's direct contact with the candidate. In your letter, please answer the following questions as candidly
and specifically as possible:

Please return this form and your recommendation to the applicant in a sealed envelope, with your signature across,
the seal. The applicant will submit the sealed, signed envelope to us as part of the completed application package.

The Admissions Committee is aware of the time and care necessary to prepare this form. We gratefully
acknowledge your help.

1. How long and in what capacity have you known the applicant?

2. How often have you observed the applicant? (Please tick one box)

Clevery day [J3 or4timesaweek [11or2timesaweek [J1 or 2 times a month

[Oless than once a month
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Recommendation Form

To the Applicant

Please complete only the top portion of this form. Your recommender should complete the rest of the form.

Your Name (Family) (Given) Middle)

To the Recommender

The person whose name appears above is applying for admission to the Young Leaders’ Program.

Please provide your recommendation on your own letterhead or stationery. The Admissions Committee values the
recommender’s direct contact with the candidate. In your letter,-please answer the following questions as candidly
and specifically as possible:

Please return this form and your recommendation to the applicant in a sealed envelope, with your signature across
X
the seal. The applicant will submit the sealed, signed envelope to us as part of the completed application package.

The Admissions Committee is aware of the time and care necessary to prepare this form. We gratefully
acknowledge your help.

1. How long and in what capacity have you known the applicant?

2. How often have you observed the applicant? (Please tick one box)

Llevery day [J3 or4timesaweek [11or2timesaweek [J1 or 2 times a month

Oless than once a month




9. Please write if you have any comment.
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ﬁPlease provide telephome numbers should the Admissions Committee feel a need to contact you regarding
reference.

[J Business Telephone Number

O Home Telephone Number
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EPosition or Title Organization

§miness Address

Home Address
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Recommendation Form

To the Applicant

Please completg only the top portion of this form. Your recommender should complete the rest of the form.

Your Name (Family) (Given) Middle)

To the Recommender

The person whose name appears above is applying for admission to the Young Leaders’ Program.

Please provide your recommendation on your own letterhead or stationery. The Admissions Committee values the
recommender's direct contact with the candidate. In your letter, please answer the following questions as candidly
and specifically as possible:

Please return this form and your recommendation to the applicant in a sealed envelope, with your signature across
the seal. The applicant will submit the sealed, signed envelope to us as part of the completed application package.

The Admissions Committee is aware of the time and care necessary to prepare this form. We gratefully
acknowledge your help.

§

1. How long and in what capacity have you known the applicant?

2. How often have you observed the applicant? (Please tick one box)

Uevery day 03 or 4 times aweek  [J1 or2timesaweek [J1 or 2 times a month

[Oless than once a month
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9. Please write if you

Please provide telephof
ireference.

Recommender's Signaty
Recommender's Name

iPosition or Title

have any comment.
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[J Business Telephone Number ;

[0 Home Telephone Number

please print) Date

Organization

Business Address
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