
ãäÞããä‡ãŠ¦Ôãã ãäÀ¹ããñ›Ã/ MEDICAL REPORT

‚ã. (¹ãÀãèàãã©ããê ´ãÀã ÔÌã¾ãâ ¼ãÀã •ãã† To be filled in by the Examinee himself)

¶ãã½ã NAME : _______________________________________________________________________
(ºãü¡ñ ‚ãàãÀãò ½ãò ¹ãîÀã ¶ãã½ã FULL NAME IN BLOCK LETTERS)

¹ã¦ãã ADDRESS : ____________________________________________________________________

1. ‡ã‹¾ãã ‚ãã¹ã‡ãŠãñ ‡ãŠ¼ããè ãä‡ãŠÔããè Øã½¼ããèÀ ºããè½ããÀãè ¾ãã ÍãÊ¾ã ‚ããù¹ãÀñÍã¶ã
Ôãñ Øãì•ãÀ¶ãã ¹ãü¡ã Öõ?
Have you ever had any serious illness
or Surgical operations?                                       _________________________________________

2. ‡ã‹¾ãã ‚ãã¹ã‡ãŠãñ ¾ãã ‚ãã¹ã‡ãñŠ ¹ããäÀÌããÀ ½ãò ãä‡ãŠÔããè ÔãªÔ¾ã ‡ãŠãñ
‡ãŠ¼ããè ›ãè.ºããè. ‡ãŠãè ºããè½ããÀãè ‡ãŠã ƒÃÊãã•ã ‡ãŠÀÌãã¶ãã ¹ãü¡ã Öõ?
Have you or has any member of your
family ever been under treatment for
tuberculosis?                                                           ________________________________________

3. ‡ã‹¾ãã ‚ãã¹ã‡ãŠãñ ¾ãã ‚ãã¹ã‡ãñŠ ¹ããäÀÌããÀ ½ãò ãä‡ãŠÔããè ÔãªÔ¾ã
‡ãŠãñ ãä½ãÀØããè ¾ãã ªãõÀñ ¾ãã ƒÔãÔãñ Ôãâºãâãä£ã¦ã ãä‡ãŠÔããè ºããè½ããÀãè
‡ãñŠ Ôãâºãâ£ã ½ãò ãä‡ãŠÔããè ÔãâÔ©ãã Ôãñ ƒÃÊãã•ã ‡ãŠÀÌãã¶ãã ¹ãü¡ã Öõ?
Have you or has any member of your
family ever suffered from medical disease,
fits or epilepsy or been treated in an
institution for any kind of these diseases?               _______________________________________

4. ‡ã‹¾ãã ‚ãã¹ã‡ãŠãñ ‚ã©ãÌãã ‚ãã¹ã‡ãñŠ ¹ããäÀÌããÀ ‡ãñŠ ãä‡ãŠÔããè ÔãªÔ¾ã
‡ãŠãñ "›Èñ‡ãŠãñ½ãã" ‡ãñŠ ãäÊã† ƒÃÊãã•ã ‡ãŠÀÌãã¶ã ¹ãü¡ã Öõ?
Have you or has any member of your
family ever been under treatment for trachoma?      _______________________________________

‡ã‹¾ãã ‚ãã¹ã "Ôãã½ãã¶¾ã" Öö - ¾ããäª¾ã ¶ãÖãé ¦ããñ Ôãã½ãã¶¾ã ¶ã Öãñ¶ãñ ‡ãñŠ Ôãâºãâ£ã ½ãò º¾ããõÀã ªò -
State if “Normal” – if not give particulars of any departure from Normal :

¹ããä¦ã ‚ã©ãÌãã ‚ã‡ãñŠÊãñ Ì¾ããä‡ã‹¦ã Öö
Husband or single man
•ã¶½ã ‡ãŠãè ¦ããÀãèŒã : Date of Birth :

_____________________________________
(¹ãÀãèàãã©ããê ‡ãñŠ ÖÔ¦ããàãÀ/Signature of the Examinee)

ºã. (•ããâÞã ‡ãŠÀ¶ãñ ÌããÊãñ ¡ãù‡ã‹›À ´ãÀã ¼ãÀã •ãã†)
B. (To be filled in by the Examining Doctor)

‚ããä£ã‡ãŠ¦ã½ã ¶¾ãî¶ã¦ã½ã ‚ããä£ã‡ãŠ¦ã½ã ¶¾ãî¶ã¦ã½ã
Max. Min. Max. Min.

¹ã¦¶ããè ‚ã©ãÌãã ‚ã‡ãñŠÊããè ½ããäÖÊãã Öö
Wife or single woman
•ã¶½ã ‡ãŠãè ¦ããÀãèŒã : Date of Birth :



a) ãäªÊã Heart
b) ºÊã¡ ¹ãÆñÍãÀ Blood Pressure
c) ¹ãñŠ¹ãŠü¡ñLungs
d) ¶ããü¡ãè ¹ãÆ¥ããÊããèNervous System
e) ½ãã¶ããäÔã‡ãŠ ªÍãã ¦ã©ãã ºãìãä® Mental condition & Intelligence
f) ¹ããÞã‡ãŠ ‚ãâ‡ãŠ Digestive Organs
g) Œããñ¹ãü¡ãè ¦ã©ãã •Ìãã¾ãâ› ‚ããäÔ©ã-¹ãâ•ãÀ - Öãä¡á¡¾ããâ ‚ããõÀ •ããñü¡ Skelton Bones & Joints
h) Þã½ãü¡ãè Skin
i) ÑãÌã¥ã Íããä‡ã‹¦ã Hearing
j) ÒãäÓ› Sight (i)  ãäºã¶ãã ÞãÍ½ãñ ‡ãñŠ Without Glass ªãR        ºããL            ªãR          ºããL

(ii)  ÞãÍ½ãñ ÔããäÖ¦ã (¾ããäª ¹ãÖ¶ãñ Öãñ)With Glass (if worn) ªãR         ºããL            ªãR          ºããL
ÒãäÓ› ½ãò ªãñÓã ‡ãñŠ ‡ãŠãÀ¥ãCause of defect of sight

k) ¹ãÆ•ã¶ã¶ã ‚ãâØã Genito Urinary Organ
l) ¹ãñÍããºã - ÍÌãñ¦ã ¾ãã Íã‡ã‹‡ãŠÀ ÔããäÖ¦ã Urine Albumen or Sugar Present
m) ªãâ¦ã Teeth
n) ãäÌã‡ãŠÊããâØã¦ãã†â Deformities

„ùùŠÞããƒÃ HEIGHT                     Ìã•ã¶ã
WEIGHT

›¹¹ã¥ããè : ¾ããäª •ããâÞã ‡ãŠÀ¶ãñ ÌããÊãã ãäÞããä‡ãŠ¦Ôã‡ãŠ ¹ãÀãèàãã©ããê ‡ãŠãñ ¹ãî¥ãÃ¦ã¾ãã ÔÌãÔ©ã ¦ã©ãã ãäÌã‡ãŠãäÔã¦ã ¶ãÖãé ¹ãã¦ãñ ¦ããñ „¶Öò ¹ãã† Øã† ªãñÓã ‡ãñŠ Ôãâºãâ£ã ½ãò º¾ããõÀã ªñ¶ãã
ÞãããäÖ† ‚ããõÀ Ôãã©ã ½ãò ¾ãÖ ¼ããè ºã¦ãã¶ãã ÞãããäÖ† ãä‡ãŠ ¾ãÖ ªãñÓã Ô©ãã¾ããè Öõ ‚ã©ãÌãã ‚ãÔ©ããƒÃý

REMARKS : In case where the Medical Examiner is unable to describe the examinee as being in perfect health and development,
he should state the exact nature of the defect which he finds and whether it is of a permanent nature of temporary
nature.

_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________

½ãö ¾ãÖ ¹ãÆ½ãããä¥ã¦ã ‡ãŠÀ¦ãã Öîú ãä‡ãŠ ‚ãã•ã ½ãö¶ãñ …¹ãÀ ºã¦ãã† Øã† ¹ãÀãèàãã©ããê ‡ãŠãè •ããâÞã ‡ãŠãè Öõ ‚ããõÀ „‡ã‹¦ã ¹ããäÀ¥ãã½ã ºã¦ãã† Öö ¦ã©ãã ½ãö ¹ãÆ½ãããä¥ã¦ã ‡ãŠÀ¦ãã Öú ãä‡ãŠ ½ãñÀãè Àã¾ã ½ãò "ãä›¹¹ã¥ããè"
‡ãñŠ ‚ãâ¦ãØãÃ¦ã ºã¦ããƒÃ ØãƒÃ ãäÌãÍãñÓã Àã¾ã ‡ãñŠ ‚ãÊããÌãã …¹ãÀ ºã¦ãã¾ãã Øã¾ãã ¹ãÀãèàãã©ããê ‚ãÞœñ ÔÌããÔ©¾ã ‚ããõÀ Ÿãè‡ãŠ ½ãã¶ããäÔã‡ãŠ ÖãÊã¦ã ½ãò Öö ‚ããõÀ ãä‡ãŠÔããè ¹ãÆ‡ãŠãÀ ‡ãñŠ ½ãã¶ããäÔã‡ãŠ ‚ã©ãÌãã
ÍããÀãèãäÀ‡ãŠ ªãñÓã Ôãñ ¹ããèãäü¡¦ã ¶ãÖãé Öõý
Certify that I have this day examined the above named and that the results are as set forth and I certify that in my opinion, subject to any
special observations under ‘Remarks’ the above named is in good health and of sound constitution and not suffering from any mental or
bodily defect.

____________________
(ÖÔ¦ããàãÀ ¦ã©ãã ¾ããñØ¾ã¦ãã†â)

(Signature & Qualifications)
¹ã¦ãã Address : _____________________

_____________________
_____________________

ãäª¶ããâ‡ãŠ DATE :


