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University Entrance Medical Form

Day Scholar Degree Programme
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History of any of the following diseases in members of your family

T.B :Yes / No  Hypertension and other cardio diseases :Yes / No
Mental illness :Yes / No Diabetes Mellitus :Yes / No
Anemia or other blood disorders : Yes / No
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Menstrual Pain : Yes / No
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Have you suffered from any of the following? Yes / No
If any, please give details
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Malaria, Asthma, T.B Rheumatic Fever, Renal Disease, Heart Diseases, Jaundice, Hepatitis
Leptospirosis, Dengue Fever, Anemia or other blood disorders
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Bone Fractures, joint dislocations, Major Injuries and joint swelling
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Have you undergone any surgical operation?
If any, please give details

PRIE6T gHTousm FHHT HBFnFsd 2 L ubdhsuul (heefyr?
SILUQUITEITED NUTRISENET HT6)LD

Page 2 of 6



5. e edns (B.8.8), o080 edivs (B8853wiD), BowEd® (e00mE), IED  OERIEIDE
CHBBBIRBDB, ©00B, WOFE ®Is, @BORICH BB @3l DeBDIED ©8E @2 VTS »J Hede?
Have you been vaccinated against - T.B. (B.C.G.), Diphtheria, Tetanus, Polio, Typhoid,

Measles, Mumps, Rubella (MMR), Hepatitis ?
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All students from FAHS and FOM must be vaccinated against Hepatitis B’ prior to the
commencement of the course and originals of the blood report “Hepatitis B antibody titre
levels” must be attached alongside this Health Declaration from.
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Mental illness, Epilepsy, Migraine
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Are you taking treatment for a mental illness at present ?
If Yes - give details (diagnosis, medication, psychological counsellor /psychiatrist)
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Have you ever been treated for a mental illness ?
If Yes - give details (diagnosis, medication, psychological counsellor /psychiatrist)
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Sexually Transmitted Diseases (STD)
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Have you ever been undergone treatments for STD? Yes/No

If any please give details
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Skin diseases & allergices (Food, drug or any other types)
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Have you ever been treated or investigated for above mentioned conditions? If yes please
give details
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Were you ever been treated as an inward or out patient from a private / public hospital for
any serious illness? Yes/No
Please provide details.
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Are you currently on any treatments ?

If Yes - give details (diagnosis, medication)
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Declaration

I hereby agreed that provision of false information with regards to my medical condition
would be severely dealt with and may result discontinuation of studies without refunding
or charging the bond value.
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FOR USE OF MEDICAL OFFICER

Ht Weight Chest Expiration Inspiration
Vision- R Glasses Color Vision Normal / Blind
L No Glasses
Red
Green

Posture - Good / Fair/Poor

Ears Skin X-Ray Report

Nose Thyroid Mantoux Test : Positive/ Negative
Mouth Breasts B.C.G. Given / Not Given

Pharynx Pulse Hb %

Hernia Orifices B.P. Stools

Genitalia Heart Sound Urine - albumin

Limbs Lungs Sugar

Spine & Chest Wall Nervous System V.D.R.L.

TYPE OF DEFECTS

Ocular Medical Action taken 1. Referred to a consultant forthwith
Dental Dermatological 2. Referral post-poned till convenient
ENT Psychological 3. Treated at Health Centre.

Surgical / Orthopedic

Signature

Name of Medical Officer

SLMC Registration No.

Rubber Stamp

e300z / Notes
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This form is only accepted with signature, Name, SLMC registration number and rubber stamp of the responsible
medical officer.
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