OFFICIAL USE — —

MEDICAL CERTIFICATE

NAME MR. DATE OF BIRTH
MS.
HEIGHT BLOOD PRESSURE
1. 9.
WEIGHT URINE PROTEIN i GLUCOSE i OCCULT BLOOD
2. 10. ! !
EYESIGHT I I |
3. LEFT | RIGHT ; ;
Bare X
|
___________________ N,
Rectified : ERYTHROCYTE SEDIMENTATION RATE
! 11. mm Hour
COLOUR BLINDNESS SYPHILIS
4, 12.
EYE TROUBLE LIVER 3—Normal
5. 13. Q'_____O__'____I'_ _____ ( _________________ .)_ _______ I;'___ Abn_o_rm_al_
+—Normal
CHEST X-RAY | C—Indirect G P T (o )......_C3—Abnormal
6. 1+—Direct Result of close examination should be remarked in (14) in case of abnormality.
(14)
ANAMNESIS REMARKS
14.
TUBERCULIN TEST Positive : Negative INTERNAL EXAMINATION
7. ; 15.
EAR TROUBLE
8.
REMARKS FOR TRAINING ABROAD
| HEREBY CERTIFY THAT ALL INFORMARION GIVEN ABOVE IS CORRECT. DATE
NAME OF HOSPITAL
ADDRESS
NAME OF CERTIFIER SIGNATURE




