THIS DOCUMENT MUST BE FULLY COMPLETED IN ENGLISH BY AN APPROVED PHYSICIAN

	NAME  OF   APPLICANT  (Please Print).

	COUNTRY


	AGE
	(Check one)

  MALE      ___
  FEMALE  ___


PART I. TO BE COMPLETED AND SIGNED BY APPLICANT BEFORE VISITING THE PHYSICIAN
A, HAVE YOU, TO THE BEST OF YOUR KNOWLEDGE, EVER HAD ANY OF THE FOLLOWING- (each item must be answered “Yes” or “No”) 

	HERNIA     ____
	INTESTINAL DISORDER   ___
	ARTHRITIS  ___
	DISEASE OF EARS  ___
	     BNORMAL BLOOD 

PRESSURE   ___

	SINUSITIS    ___
	CHOLERA   ___
	SCIATICA  ___
	DISEASE OF PROSTATE  ___
	

	HAY FEVER    ____
	SMALLPOX   ___ 
	RHEUMATISM  ___
	            RECTAL DISEASE

or DISORDER  ___
	         HEART DISEASE

 or DISORDER  ___

	ASTHMA    ___
	DIABETES  ___
	DISEASE OF SKIN  ___
	
	

	GOITER    ___
	TYPHOID   ___
	VENERAL DISEASE  ___
	FREQUENT COLDS  ___
	DISEASE or DISORDER 

of the BACK or SPINE  ___  

	CANCER    ___
	PARALYSIS   ___
	MENTAL DISORDER  ___
	
	

	                  MALARIA 
or any type of fever   ____
	PNEUMONIA   ___


	                                 DISEASE OF 

NERVOUS SYSTEM  ___
	ALLERGIES TO DRUGS  ___


	DISEASE OF KIDNEYS 
or   GENITO-URINARY- 

SYSTEM  ___ 

	STOMACH  DISORDER   ____  


	APPENDICITIS   ___
	RHEUMATIC FEVER  ___
	TONSILLITIS  ___
	

	
	TUBERCULOSIS   ___
	DISEASE OF EYES  ___
	GALL BLADDER  ___
	


IF YOU HAVE ANSWERED YES TO ANY OF THE ABOVE, GIVE: 
(1) SPECIFIC NAME OF DISORDER;          (2) DURATION-SPECIFY DATES; 
(3) FINAL RESULTS
________________________________________________________________________________________________________________

______________________________________________________________________________________________________

B. DURING THE PAST FIVE YEARS, WHEN AND FOR WHAT INJURY, ILLNESS OR MENTAL DISORDER (including any of the above or other) HAVE YOU BEEN UNDER OBSERVATION; HAD MEDICAL  OR SURGIGAL ADVICE OR TREATMENT; BEEN  HOSPITAL-CONFINED? GIVE: (1) NAME OF DISORDER; (2) DURATION –SPECIFY DATES; (3) FINAL RESULTS (if none, write “none”)
________________________________________________________________________________________________________________

_______________________________________________________________________________________________________

C.   TO THE BEST OF YOUR KNOWLEDGE AND BELIEF. ARE YOU NOW IN GOOD PHYSICAL ANO MENTAL HEALTH?   
YES  __    
NO  __

       (IF NO, GIVE SPECIFIC NAME OF DISORDER, TREATMENT, AND PRESENT CONDITION.)

________________________________________________________________________________________________________________

_______________________________________________________________________________________________________
D. NAME OF BENEFICIARY  _____________________________________________________________________  

 RELATIONSHIP TO YOU____________________

All recipients of grants or awards are required to have health and accident insurance. One of the insurance plans used requires that a beneficiary be named. Since the plan which might apply in the individual case is not known at present, all applicants are required to name a beneficiary.

SIGNATURE OF APPLICANT_____________________________________________________________________  

 DATE____________________
_________________________________________________________________________________________________________________________________________________________
PART II. TO BE COMPLETED (in English) AND SIGNED BY PHYSICIAN

A. Insert height and weight
Enter   N    if normal                  Enter   AB    if abnormal and describe in detail under REMARKS

	HEIGHT   _____
	HEAD  _____
	EARS           _____
	NECK         _____
	ABDOMEN  _____

	
	NOSE  _____
	RECTUM     _____
	HERNIA      _____
	

	WEIGHT  _____
	EYES  _____
	PHARYNX   _____
	REFLEXES _____
	HEART        _____


B.  COMMENT IN FULL ON CONDITION OF APPLICANT'S LUNGS (INDICATE IF THERE IS ANY SIGN OF ACTIVE TUBERCULOUS AT PRESENT):

_______________________________________________________________________________________________________________

______________________________________________________________________________________________________
C  HAS THE APPLICANT EVER SUFFERED FROM ANY NERVOUS OR MENTAL OISORDERS?
_______________________________________________________________________________________________________________ ______________________________________________________________________________________________________
D. DO YOU CONSIDER THE APPLICANT PHYSICALLY ANO MENTALLY ABLE TO CARRY ON A FULL COURSE OF STUDY INVOLVING LONG HOURS WORK IN A COLLEGE ?
            YES_____     NO   _____.    IN MY OPINION.THE APPLICANT'S HEALTH ANO PHYSICAL CONDITION ARE:    EXCELLENT____     GOOD _____   FAIR_____   POOR____

 _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

       REMARKS:   DESCRIBE ANY ABNORMALITIES NOTED IN PART II - A. B. C. D. E. AND ADD ANY OTHER COMMENTS:

NAME & TITLE OF PHYSICIAN (PRINT)




DATE   


LICENSE NO.
ADDRESS 









 
SIGNATURE

THE APPLICANT IS RESPONSIBLE FOR OBTAINING AND FOLLOWING CURRENT INSTRUCTIONS CONCERNING VACCINATION AND INOCULATION REQUIREMENTS

