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1. Sirius rouble { | | 22. Heart Disease | |42. Awarded benifities for
2. Neck swellings/flands ( 23. Rheumatic Fever C Industrial injury/liiness :
3. Difficulty in vision (| | 24. Abnormal heartbeat g 43. Treated for a mental /
4. Any ear discharge ~ | 25. High blood pressure , condition. eg . depression
5. Asthma/bronchitis 1| 26. Stroke | | 44. Treated for problem
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7. Any skin trouble ~| | 28. Any blood disease s 45, Exposed to toxic
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FOR COMPLETION BY EXAMINING DOCTOR OR SISTER
FURTHER DETAILS OF MEDICAL HISTORY AND RECREATIONAL ACTIVITIES

N - Normal A - Abnormal Please Describe PHYSICAL EXAMINATION

N|A
c 1. Eyes & Pupils

v 2. EN.T.

{ 3. Teeth & Mouth
i 4. Lungs & Chest
5. Cardiovascular System
C 6. Abdo. Viscera
\ 7. Hermial Orifices

B. Anus & Recturmn

< 9. Genito - urinary

¢ 10. Extremities

) 11. Muscula-skeletal

12. Skin & Varicose Vns.
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LABORATORY AND SPECIAL INVESTIGATIONS
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1. Urimalysis
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2. Hb Bloodcount ESR

3. Sarum Profile

4. Stool

6. Audiogram

7. Lung Function

8. Chest X-Ray

9. Drug Screen

10. CR Screen

5.E.C.G.

OTHER FINDINGS (physique, scars, disabilities, mental stability etc.)
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ASSESSMENT
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