	CERTIFICATE
OF HEALTH
	Part II

All the questions of this part must be answered by a physician duly licensed to practice medicine. Examining physician must not be a parent of the applicant.
Use typewriter or print in block letter. Please, review +  sign Part I before starting.
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	1.
	Age
	
	Sex
	
	Height (cm)
	
	Weight (kg)
	
	Are reflexes normal?
	Pupil
	
	Knee
	


	2.
	Blood pressure:
	Systolic
	
	Diastolic
	
	Pulse rate
	
	Rhythm
	

	
	
	

	3.
	If the pressure is not normal, please repeat the pulse
and blood pressure test on two different days
and list the results aside with your interpretation:
	


	4.a
	Is there any evidence of the following illness?

	
	Yes
	No
	
	Yes
	No
	
	Yes
	No

	Allergy
	(
	(
	Intestinal parasites
	(
	(
	Speech defects (lips, stutter)
	(
	(

	Diabetes
	(
	(
	Malaria
	(
	(
	Tuberculoses
	(
	(

	Epilepsy
	(
	(
	Mental disorder
	(
	(
	Any present contagious
disease
	
(
	
(

	Hernia
	(
	(
	Rheumatic fever
	(
	(
	
	
	

	4.b
	Is there any disease, impairment or abnormality of:

	
	Yes
	No
	
	Yes
	No
	
	Yes
	No

	Eyes / Sight
	(
	(
	Other abdominal organs
	(
	(
	Blood or Endocrine system
	(
	(

	Ears / Hearing
	(
	(
	Stomach / Digestive system
	(
	(
	Lungs / Respiratory system
	(
	(

	Tonsil / Nose / Throat
	(
	(
	Brain or Nervous system
	(
	(
	Bones / Joints / Locomotor
	(
	(

	Heart/Blood Vessels
	(
	(
	Genitourinary system
	(
	(
	Skin (acne, etc.)
	(
	(


	5.
	Does the applicant have any history or present evidence of nervous, emotional, or mental abnormality (such as enuresis, nervous breakdown, nervous fatigue, etc.)?           Yes (   No (
If Yes, please describe in detail, indicating pertinent dates, medications and treatment
	


	6.
	Does the applicant have any other disease, impairment or abnormality?                                                           Yes (   No (
If Yes, please describe in detail
	


	7.
	Does the applicant have any scares?                     Yes (   No (
If Yes, please describe and indicate site, how and when were they received
	


	8.
	Has any medication or treatment been given to the applicant during the past two years?

Yes (   No (




If Yes, please indicate
	a.
Reason for treatment or
medication
	

	
	
	b.
Names and dosage of medications prescribed
	

	
	
	c.
Date of initial medication. Frequency and duration of treatment
	

	
	
	d.
The effect if treatment would be suspended for one year
	

	
	
	e.
If condition is cured or if it might be recur
	


	9.
	Is there any present condition, which will require medication or treatment during the coming two years?                Yes (   No (
If Yes, please give details
	


	10.
	Does the applicant use eyeglasses?                      Yes (   No (
If Yes, how is vision
	without eyeglasses
	with eyeglasses

	
	
	OD
	OS
	OD
	OS


	11.
	Has the applicant been immunized against the following (write dates):

	
	Date
	
	Date
	
	Date

	Diphtheria
	
	Mumps
	
	Rubella
	

	Malaria
	
	Pertussis
	
	Tetanus
	

	Measles
	
	Polio
	
	Yellow fever
	


	12.
	How long has the applicant been your patient?
	


	13.
	In your opinion the general state of the applicant’s health is (check one):
	Excellent
	(
	Good
	(
	Fair
	(
	Poor
	(


	Name, Degree and Address of Physician
	

	Date, Signature and Stamp
	


