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Medical Exam Form A
This form is to be completed by applicant and returned, preferably by email, to your local Servants office.  For contact details go to http://www.servantsasia.org .
Full Name: ​​​​​​​______________________________

Home Address: _________________________________________________________

Phone: _______________________    Email: _________________________________

Occupation or Profession: _________________________________________________

Place of Birth: __________________________      Date of Birth: __________________

FAMILY HISTORY

1.
	
	Age, if still living
	State of health
	Age at death
	Cause of death

	Father
	
	
	
	

	Mother
	
	
	
	

	Brothers
	
	
	
	

	Sisters
	
	
	
	


2.  Is there any history in your family of:
(a)  Tuberculosis?
        Yes              No

(b) Mental Illness?             Yes              No

(c) Heart Disease?              Yes             No

(d) Epilepsy?                      Yes             No

(e) Convulsions or fits?          Yes         No

(f) Diabetes?                          Yes         No

(g) Other? ​​​_________________________

If yes, give brief details:

Personal Medical History (Continue on extra page if necessary)

1. Please give particulars of any illnesses, operations or injuries you have had: 

	Nature
	Age
	Duration
	Name and address of Treatment Provider

	
	
	
	

	
	
	
	


2. Are you subject to 

a. Indigestion?

b. Loss of appetite?

c. Diarrhoea?

d. Constipation?

e. Abdominal pain?

f. Piles/Haemorrhoids?

3. Do you suffer from

a. Headaches?

b. Dizziness?

c. Sleeplessness?

d. Problems with vision?

e. Hearing problems?

4. Are you troubled with 

a. Frequent colds?

b. Coughs?

c. Bronchitis?

d. Asthma?

e. Hay Fever?
5. Have you ever suffered from 

a. Fainting attacks?

b. Heart palpitations?

c. Shortness of breath?

d. Chest pain?

e. Ankle swelling?
6. Have you ever suffered from 

a. Depression?

b. Anxiety disorder?

c. Alcohol/drug abuse?

d. Other Mental Illness?

7. Have you a history of

a. Rheumatic fever?

b. Kidney or urinary trouble?

c. Varicose veins?

d. Hernias?

e. Skin disease?

f. High blood pressure?

g. High cholesterol?

h. Diabetes?

Medications: Do you take (please specify)

a. Any regular prescription medications? 

b. Over-the-counter medications/supplements?

c. Herbal or alternative medicine products?

Social:

a. Have you ever smoked tobacco?              Yes            No


i. If yes, how many cigarettes per day for how many years?

b. Do you drink alcohol?                               Yes           No


i. If yes, number of drinks per week?

c. Have you ever used I.V. drugs?                 Yes           No


i. If yes, please provide more details:

Immunisations: Which immunisations have you had? (Doctor’s assistance likely required)
 Last received (date)        Up to date (tick)
Compulsory:


i. Typhoid


_____


_____



ii. Hepatitis A


_____


_____

iii. Hepatitis B


_____


_____

iv. Rabies


_____


_____

v. Japanese Encephalitis
_____


_____
vi. Diptheria


_____


_____



vii. Whooping cough

_____


_____



viii. Measles


_____


_____

ix. Mumps


_____


_____

x. Rubella


_____


_____

xi. Tetanus


_____


_____


xii. Poliomyelitis

_____


_____


xiii. Haem Inf B (HiB)*

_____


_____

  * for children under 5 only

Optional:

xiv. Cholera


_____


_____

xv. Tuberculosis (B.C.G.) 
_____


_____

Signature: _________________________________

Date: ​​​​​​​_____________________
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