- 899 DS AAS

INITIAL EXAMINATION REPORT

&

AL MASSARAAT
MEDICAL CENTRE

Surname

PAM O ECW

Forenames /H A S HAIM K’[_# AR

Address

{loman - 1229

Flgaf:q‘,of 'eéamlnahon

A P 2 3?}\ \Z}\L

Home telephone number
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Date of birth: 1 gt (G { ('ﬁ’ ,FCountry of birth q‘)/?ﬁK/JW
Sex: Female l Nationality: [ﬁvﬂﬁiﬂfﬁf’b’l l Religion: ,‘L)\ W’f"\f
MARITAL STATUS Married " I Smg!e | Widow (er) | Divorced
No. of children: 0 — | sons: | | Daughters;
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Pre-employment

Pre-overseas

Job:

Area:
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Name and address of family doctor

List your last 3 jobs
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Previous Medical History

Are you a Registered Disabled Person? [,J]

Do you belong to any Medical Insurance Scheme? | N ]

DC YOU HAVE OR HAVE YOU HAD:-

" Tick “Yes or No” column or put a (?) if uncertain (exclude minor aliments)

Y [N, YN, Y [N

Sinus frouble ./ Marked change in bowel habits o/ Diabetes |

Neck swelling/glands / ,| Blood in stools (motions) 'Headaches or migraines -]

Deficiency in vision / Marked change in weight / Dizziness/fainting e
Any ear discharge / Varicose veins / Epilepsy v
Asthmafbronchitis / Cancer | Joints/spinal trouble e

Hay fever / other allergy / Heart Disease .| Serious accident / fracture o
. Any skin trouble / Rheumatic Fever / Surgical operation ]
Tuberculosis / Abnormal heartbeat 7 Tropical disease &
Shortness of breath g High blood pressure /" | Fear of heights

Coughedivomited blood /| stoke | For womeN onLY -

Severe abdominal pain / Serious chest pain /| Are you pregnant F

Stomach ulcer o Any blood disease .~ | Have you ever had:- {

Recurrent indigestion rs Kidney disease /| An abnormal smear

Jaundice or hepatitis / Painful @ssa@e of m?ﬁ\e Leadi W <" | Gynaecological treatment

Gall Bladder disease / Blood i |n urine - ,\\Qﬂ W o 7 Lump in breast/armpit L___
Have ever you been exposed to toxic substance or n0|s\t\a\‘—§f5"“ A ol Ne

Treated for problem drinking or drug abuse J N =

Treated for a mental condition, e.g. Depression i Ny O

Awarded benefits for industrial injury or ilness Ny

Have you ever been rejected for employment or insurance for medical reasons N

Have you had an iliness not mentioned above r\Qc

How much tobacco do you consume each day ALt I Average daily alcohol consumption 1N\ \ L~

FAMILY HISTOR Diabetes [&] Tuberculosis [‘r\)] Epilepsy [@} Asthma [N)] Eczema [1\3]

Heart disease [V‘I High blood pressure | Stroke [ Cancer [p Blood Disease fn’\b




PLEASE READ THE FOLLOWING STATEMENT AND IF YOU AGREE KINDLY SIGN IT

| declare these statements to be true to the best of my knowledge and belief and | agree that the result of this
medical examination in general terms may be revealed to the Company if required, and the details sent to my own
doctor if the examininggmedical officer considers this necessary.

Date: Q/v[ (VLTL/[ 20—

Signature of applicant:

FOR COMPLETION BY EXAMINING DOCTOR
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Date 27)- {2 | ")Signature

Name (Block Letters)

DR. JOHN GOMEZ

REVIEW/CONSULTATION

Date Signature

Name (Block Letters)
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