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           Report of Medical Examination

	Name
	(first )                     (middle)                       (last)

	Date of Birth
	                                            (MM / DD / YYYY) 

	Sex
	Male       Female
	Age
	

	Home Address
	


	Height
	cm

	Weight
	kg

	Vision
	Right (         ) with glasses / contacts 
Left  (         ) with glasses / contacts

	Hearing
	Right (normal   disturbed)

Left  (normal   disturbed)

	Blood Pressure
	mm Hg

	Urinalysis
	Protein (           )    Glucose (         )    Blood (        )


Are there abnormalities of the following systems? Please circle.

	Head / Face  (Yes   No)
	Spine / Extremities  (Yes   No)

	Respiratory  (Yes   No)
	Neurological  (Yes   No)

	Cardiovascular  (Yes   No)
	Psychological  (Yes   No)

	Abdomen  (Yes   No)
	Metabolic / Endocrine  (Yes   No)

	Others


Have you any general comments?

	


TB Skin Test: Date                  result

*If TB skin test is positive or TB history, chest Xray required within one year.

Date:

Result:

I hereby certify that the above is correct.

Date (MM/DD/YYYY):                         

Physician’s Name:

Address:

Signature:
_1137225113

