MEDICAL EXAMINATION FORM
(To be completed in confidence and signed by a registered Medical Practitioner)

PART A. (To be filled in by the applicant in presence of the Doctor)

A 0
Surname Other names, in full

Admission number:...............c.ociiiia Faculty......ooooiiii

D T2 a Y174 1) (o) o P

Date of birth: ..... [ocod...... Sex......... Nationality................. ID/PP.NO.....covviiiiiean,

Marital Status...........cooovviiiiiiiiiiineinnn, Religion......oooviiiii
Name and address of Parent/guardian........... ...

Telephone (Office)................... (House)........cceee.... (Mobile)............ (E-mail)............
Residence: Boarding[ | Day Scholar[_] (tick appropriately)

PART B. (To be completed by the Examining Doctor by asking the questions below)

a). Have you been hospitalized for more than three days? Yes[ ] No[ ]
b). Have you been treated for Tuberculosis? Yes[ ] No []
¢). Do you suffer from peptic ulcers? Yes[ ] No []
d). Do you suffer from any mental condition? Yes[ ] No []
e). Do you suffer from any allergic condition? Yes[ ] No []
f). Do you suffer from any physical disability? Yes[ ] No []
g). Do you suffer from any psychological condition? Yes[ ]| No []
h). Do you suffer from anaemia or blood clotting disorder? Yes[ ]| No []
i). Do you suffer from epilepsy? Yes[ ] No []
j). Do you suffer from severe asthma? Yes[ ] No []
k). Do you suffer from any other chronic medical condition? Yes[ | No []
1). Do you have any special dietary requirements? Yes[ ] No []

Doctor’s comments on YES answers for a-j above.



Visual Acuity: L................ R Chest X-ray (No........... ) P
1. ENT [] 4.  Genito-urinary [_] 7. CNS []
2. Dental [ ] 5. Gl [] 8.  Skin []
3. Liver [] 6. Cardiovascular [ ] 9. Musculoskeletal [ ]

Laboratory findings:
(a) UrinalysiS.......coovvviiiiiiiiieann.. (b) VDRL..................... (©) Stool..................

NOTE: The laboratory report and Chest X-ray film must be submitted together with the medical
form on the reporting date.

PART C. (To be completed by the examining Doctor)

Doctor’s Name.........c.ccvviiiiiiiiiiinnnn.. Reg. NO. ..o
P.O.BOX.iiiiiiii i Telephone Number:..................ooiiiii.
Signature. .......ooeeviiiiiiiiiiiia, Official Stamp........................ Date ......coovvviiiinil,

ReEGISTration INNO. .. ..ot et

(00)11) 111511 - T




