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Medical Examination Certificate

Name
Last/Family Name First Name
Date of
Birth month day year
Sex Male Female (Circle One)
Present
Address

Telephone Number

Do not write below.  Must be filled in by physician.

Height cm Weight kg
Blood _ RightEye ( )
Pressure over Vision
Left Eye ( )
Chest
X-Ray EKG
Observations/Opinions Observations/Opinions
Medical
Protein History/Past
llInesses
Urine
Sugar Present
Condition
Signature of Physician Date

Medical Examination Facility

Address

month day year

Telephone Number
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