Medical Examination Report

To be filled by a medical practitioner

Name Gender Male / Female
Date of Birth
(year / month / date) TEL:
Home Address
BASIC DATA
Height / & & cm Weight / {& 5 ke
Eyesight / 1.7
Without glasses/ #1AE Left / /& Hearing / T /7 Left/ /2

Right / A Right / f5
With glasses / & I Left / /2

Right / £
MEDICAL HISTORY (if any, indicate the age of contraction):
Tuberculosis / f5£% ( ] Age Malaria/ ~ZU7 ( ] Age
Epileasy / TAM A ( ] Age Kidney disease / &% 4E ([ ] Age
Diabetes / # R 7 ( ] Age Allergy / 7L v¥— [ ] Age
Rheumatic fever / Y=—~F 24 [ ] Age Heart desease / LR [ ] Age
Other contagious disease ( ] Age
Comments

PRESENT MEDICAL PROBLEMS

Tonsil, nose or throat / Ak I « & « N

Stomach or digestive system / 'H - 1H{b.Z5 %

Brain or nervous system / i - PN figi#s B

ey

Heart or circulatory system / .Caffig « 1L %

1]

Gento-urinary system / W4 bR AESiE 555

(Please note any illness)

Blood or endocrine system / L% - N3 b4 B

J

Skin/ fZJ&

Other internal organs / = OO N g B




CHEST X-RAY EXAMINATION (The x-ray result is valid only for 6 months form the day of examination)

Normal / fi ( ] Describe the finding of the Chest X-ray / Al i,
To be rechecked / Z#1%2 ( ]
Requires medical treatment / 2% J% ( )

Date of examination

TEST FOR HIV
Positive / B5ft [ ) Negative / [ ) Interminate /AHEE [ ]
Screening Test /| A7) —= 74t

EIA [ ) Serodia [ ) Others

Confirmatory Test / 2 Western Blot [

Any other remarks

I hereby certify the accuracy of the above diagnosis.

Physician's Signature /[ERfiD B4

Physician's Name / [ERfi D K4

Institution / #2% Jit 5%

Physician's Address / {3 FT:

Date/Z2¥i4F A H:
(year / month / date)

Stamp of Institution




