I HEREBY CERTIFY THAT I HAVE EXAMINED

………………………………………………………

AND THAT I FIND HIM/HER FREE FROM

ORGANIC DISEASE AND A FIT PERSON

FOR APPOINTMENT OVERSEAS.

SIGNATURE: ……………………………………

STAMP:                 
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BILKENT UNIVERSITY 

MEDICAL REPORT FOR EMPLOYMENT

	SURNAME
	FIRST NAME
	DATE OF BIRTH (dd/mm/yyyy)

	
	
	


QUESTIONS TO BE ANSWERED BY PATIENT

	1.  Have you now, or have you ever suffered from any of the following:
	Please circle one

	a) Chest or lung diseases, including bronchitis or asthma?
	YES / NO

	b) Heart disease or high blood pressure?
	YES / NO

	c)
Stomach ulcer, gastritis, gallstones, hepatitis, jaundice, colitis or any other abdominal condition?
	YES / NO

	d) Kidney, bladder or any other urinary disorder?
	YES / NO

	e)
Sexually transmitted diseases or had a requirement for HIV testing or counseling?
	YES / NO

	f)
Allergic disorders, hay fever or any skin complaint?
	YES / NO

	g)
Rheumatic or joint disorders, slipped disc, lumbago or sciatica?
	YES / NO

	h)
Diseases of the nervous system, including mental disorders such as depression or anxiety?
	YES / NO

	i) Gynecological problems?

Dates of  

Last menstrual period:                                 Last cervical smear:
      

Results:

Mammogram / Breast check:

Pregnancies …………………. PARA + 

Details of any complications


	YES / NO

	j) Any other prolonged or serious illnesses?
	

	2. 
How much alcohol do you drink per week? :

         Beer

         Wine

         Spirits


	

	3.
Do you smoke?

     How many per day?


	YES / NO

	4.
Do you take any medicines regularly?

     If yes, which:


	YES / NO

	5. 
Have you any physical impairments, deformities or ill-health not already declared?
	YES / NO

	6. 
Have you been absent from work because of sickness or accident during the past six months?
	YES / NO

	7. 
Have you ever had:

     X-ray examinations?

     Laboratory investigations?


	

	8.
Have you ever had an application for Life, Accident or Health Insurance declined, postponed, rated or in any way modified?
	YES / NO

	9. 
Have you ever required hospital treatment not mentioned above?
	YES / NO

	10.
Do you consider yourself to be completely healthy at present?
	YES / NO


	Name and address of your usual medical practitioner:



	Date of last consultation with him / her:




DECLARATION

I hereby agree that the University medical adviser may contact my doctor, and that information about my state of health may be disclosed to the University medical adviser by my doctor, or by any medical practitioner with whom I have consulted or may consult during the tenure of my contract.

Further, I hereby acknowledge that I have read all of the above and declare that to the best of my knowledge I believe the statements to be true and complete. I understand that failure to disclose any relevant fact or the giving of false information relating to any medical history or present condition, may result in financial loss to me.

Signed: ……………………………………….                     
Date: ……………………………..

(In the presence of the physician)

QUESTIONS TO BE ANSWERED BY EXAMINING PHYSICIAN
	Are there abnormal signs in:
	Please circle one

	12. Cardiovascular system?
	YES / NO

	13.
Respiratory system?
	YES / NO

	14. 
Abdominal system?
	YES / NO

	15.
Reticuloendothelial system?
	YES / NO

	16. Skin?
	

	17. Nervous system?
	

	Vision:

Colour vision:

Hearing:

Pulse:

Blood Pressure:


	Height: ___________________  cm

Weight: ___________________ kg

Urine:    Protein

            Glucose


Blood

             

	18. Investigation – any abnormalities:



	19. Summary:



	20. 
Is there any reason to suspect past or present alcohol problems?
	YES / NO

	21.
Has the history or your examination revealed any other factor, which might affect the evaluation of the applicant’s state of health?
	YES / NO

	22.
Do you consider the applicant fit for living and working overseas?
	YES / NO


I declare that the applicant answered the questions in the first part of this report and that I have personally correctly answered, to the best of my knowledge and belief, the foregoing questions.

Physician’s signature and stamp 

………………………………………….       


Date ………………………………

