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Ministry of Public Health
Medical Commission Department
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MEDICAL FITNESS CERTIFICATE dun Aol 6alauls
Date : aglil
M.C. No. : sl Ug i og il o)
Name : : o)l
Nationality : D.OB: Sex: M D F D syl DML QUIU il
Occupation : Aidoll
Passport No. : :jlgll o)
QlbNo: | | | [ [ L[ [ [ [ ] LT pmadirs
Employer : 02101110l
Contact No. : :Uglill o)
Purpose of Medical Examination : sl uanll o uasll
Normal Abnormal Not Done Negative Positive Not Done
CXR [ ] [ ] [ ] Anti-HCV [ ] [ ] [ ]
Creatinine D D D HCV PCR D D D
Negative Positive Not Done RPR D D D
HIV [ ] [ ] [ ]
HBSAg D D D PPD D D ............ mm D
Anti HBs D D D Quantiferon TB D D D
D For HBV Vaccination D Indeterminate Quantiferon TB

MEDICAL HISTORY :

Do you have Epilepsy, Bronchial Asthma, Psychiatric Disorders, Hearing Problems? D No DYes

................................................................................................ s | v ]

Applicant’s SIgN ..o

PHYSICAL EXAMINATION :

BP: P: Height: Weight:

DOCTOR'S COMMENTS :

[ Jrr [ ] unmrT

Attachment : Recent Photo, Letter from Employer

CommMENTS & oo
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Vision R/L:

Doctor’s Signature / Date / Stamp

Medical Commission Department Stamp
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