Sheet A
Application Sheet

2024
Health Innovation Program, Graduate School of Health Innovation,

Kanagawa University of Human Services
	Name
	(Last Name)                             (First Name, Middle Name)

	
	

	Date of Birth
	Month:      Day:       Year:      (Age:      ）

	Current Address
	

	Phone
	Day Phone
	Mobile Phone

	
	
	

	E-mail Address
	

	Academic

Background
	Institution
	

	
	School, Department, Major
	

	
	Month:       Year:   　　　Graduate・Complete　　Graduate(expected)・Complete(expected)

	Eligibility

Requirements
	２－（　　　）

（Choose the appropriate number from “2. Eligibility Requirements”

of the guidelines for applicants）


【Note】

  ・Use black ink pen if you write by your hand.
・Phone number and e-mail address need to be contactable and to be written precisely in case of inadequate documentation, etc.

・Write your age as of March 31, 2024.
	Check if applicable
	I prefer not putting my examinee’s number on the website when I pass the entrance examination.


Sheet B

Certificate of Payment of Entrance Examination Fees

2024
Health Innovation Program, Graduate School of Health Innovation,

Kanagawa University of Human Services

	Paste the certificate of payment for the examination fee to the designated account here.

ex.) Certificate of Deposit, Statement of usage, A printed copy of a computer/smart phone screen

indicating the completion of transfer, etc.


Sheet C

Resume for use in application

2024
Health Innovation Program, Graduate School of Health Innovation,

Kanagawa University of Human Services
	Name
	

	Education
	Institution (including school, department and program)
	Period(YY/MM)
	Completion or Expected

	
	
	～
	

	
	
	～
	

	
	
	
	～
	

	
	
	
	～
	

	Job History
	Work Place

(including department & division)
	
	Period (YY/MM)
	Full-time /

Part-time
	Description

	
	
	
	　　　   ～
	
	

	
	　　


	
	　　　   ～
	
	

	
	
	
	　　　   ～
	
	

	
	
	
	　　　   ～
	
	

	
	
	
	　　　   ～
	
	

	Research History
	Theme
	
	Period (YY/MM)
	Description

	
	
	
	　　　   ～
	

	
	
	
	　　     ～
	

	
	
	
	　　　   ～
	

	
	
	
	　　　   ～
	

	Acquired Licenses
	Title（Institution）
	Acquisition Date / License Number

	
	
	（YY/MM）                /

	
	
	（YY/MM）                /

	
	
	（YY/MM）                /

	
	
	（YY/MM）                /

	
	
	（YY/MM）                /


Please Turn Over

Note

　１．Education

①Write your history after high school as to education in Japan.

②Write your history after primary education as to history in foreign countries.

　２．Write work experience concerning application requirements.

３．Write description of research history in detail.

４．If writing space for “Education” and “Work Experience” is not enough, use the space of this page.

	I certify the contents in the document is true to the best of my knowledge.

(MM/DD/YY)




Sheet D
Research Proposal

2024
Health Innovation Program, Graduate School of Health Innovation,

Kanagawa University of Human Services

	Name
	(Last Name)                             (First Name, Middle Name)

	
	


	Theme


	Instructions: Please explain the outline, the goal, and the plan of your research in this graduate school.

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


Sheet E
Statement of Purpose

2024
Health Innovation Program, Graduate School of Health Innovation,

Kanagawa University of Human Services

	Name
	(Last Name)                             (First Name, Middle Name)

	
	


	Instructions: Please explain your reasons for applying this graduate school.

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


Sheet F
Application for the Review of Application Qualifications

2024
Health Innovation Program, Graduate School of Health Innovation,

Kanagawa University of Human Services

	To the President of Kanagawa University of Human Services

　I intend to apply for admission to the Graduate School of Health Innovation.

 Therefore, I hereby apply for recognition of academic requirements with all of the related documents.


　Date:                            

(month/day/year)

　　　　　　　　　　　　　                               

　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　

Date of Birth:                           Age（       ）

	Category of Eligibility Requirements

（Circle in an appropriate box）
	Category
	※認定欄

	
	(8) of “2. Eligibility Requirements”
	
	可　　否

	
	(9) of “2. Eligibility Requirements”
	
	可　　否

	
	(10) of “2. Eligibility Requirements”
	
	可　　否

	
	(11) of “2. Eligibility Requirements”
	
	可　　否

	
	(12) of “2. Eligibility Requirements”
	
	可　　否

	Current Address
	Phone:

	Contact Address
	Phone:

	Emergency Contact Number
	

	E-mail Address
	

	Academic Background


	Institution

　　　　　　　　　　　　　　　　　Month:      Year:     Graduate・Complete

Graduate(expected)・Complete(expected)

	※
	　申請のあった神奈川県立保健福祉大学大学院ヘルスイノベーション研究科ヘルスイノベーション専攻（修士課程）入学者選抜試験への出願資格について上記のとおり認定する。

　令和　　　年　　　月　　　日

神奈川県立保健福祉大学長　　村上　明美　　　印　　　　


Note
 1　Write nothing to the sections with ※.


2　Write your age as of March 31, 2024.

Name











　　　　　　　　　　　　　　　　　　　


Name












