CERTIFICATE OF HEALTH EXAMINATION
Surname                          Given name                           
Sex                               Date of birth                            
Nationality                         Blood type                             

Address of issue                                                      
P1
	Record of medical Examination


	Medicine & Surgery

	Height                        
	Weight

	Blood Pressure  
	Pulse rate

	Skin, Sclera, Lymph nodes

	Head & Neck

	Cardiovascular system

	Abdomen

	Spine & Extremities

	Neuropsychiatric system


                                       P2
	E.E.N.T.

	Vision
	Innc.
	Corr.

	
	R
	R

	
	L
	L

	Color sense



	Hearing
	R
	

	
	L
	

	Eye, Ears, Nose, Throat



	ECG

	

	B - Uitrasound

	


                                      P3
	Radiology

	

	Laboratory tests

	Anti-HIV
Syphilis (confirmation)

HBsAG

ALT (GPT)

AST (GOT)

GGT




                                  P4
	General Comments

	None of the following diseases or disorders found during the present examination

Opening lung tuberculosis

Cholera       Venereal diseases

Yellow fever     Plague

Psychosis       Leprosy

SARS

	Name of doctor in charge



	Signature of doctor in charge



	Date of issue




                                   P5

