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MEDICAL EVALUATION

PLEASE HAVE THE FOLLOWING MEDICAL REPORT COMPLETED BY YOUR DOCTOR OR 
A CLINIC NURSE AND RETURN IT WITH YOUR APPLICATION FORM

NAME OF APPLICANT ___________________________________________________ 
DATE OF BIRTH ____________________

PATIENT HISTORY - Please answer these questions before taking this form to a doctor or clinic nurse to complete.

Do you exercise for 30 minutes three times a week or more? _________________________________________________________

Do you take prescription medication, if yes list? ____________________________________________________________________
Do you take over the counter drugs, if yes list? ____________________________________________________________________

Are you allergic to any medication, if so what? _____________________________________________________________________

Do you smoke cigarettes or pipe now, if so how many per day, for how many years? ______________________________________

Have you smoked in the past, if so for how many years and when did you stop? __________________________________________

Do you drink alcohol, if so how much per week? ___________________________________________________________________

Has anyone in your immediate family had any of the following, serious heart disease, serious lung disease, diabetes or cancer? If yes please state: _______________________________________________________________________________________________
Do you have loss of vision in either eye that cannot be corrected? _____________________________________________________
Do you wear contact lenses or glasses, or have hearing loss that requires a hearing aid? ___________________________________
Do you have decreased function in one/both hands or legs, in your neck or back? If yes please state:  _________________________
Do you have/had cancer? If so please state: ______________________________________________________________________

Have you ever had or been told that you had any of the following:  If yes, tick which apply.

No ___
Asthma 

Bronchitis
Emphysema
Shortness of breath
Tuberculosis

Serious allergies


Chest pain
Heart attack
Heart disease
High blood pressure
Fainting spells

Diabetes
Jaundice
Hepatitis

Cirrhosis

Other liver disease
Musculo-skeletal problems

Neurological problems

Epilepsy or other seizure disorders

Sleep disorders

Eating disorders

Are you aware of any medical reason that would hinder you from effective full-time studies/work, if so supply details separately? ____

The above answers are true and correct to the best of my knowledge and belief. Applicant’s signature: __________________

PHYSICAL EXAMINATION
How long has the applicant attended your office? ________________________ Urine analysis ______________________________
Wt _________ Ht _________ BMI _________ BP (1) __________ (2) __________ Pulse ___________ Respirations ____________

SYSTEMS OVERVIEW
Head and eyes _____________________________________________________________________________________________
Ear, nose and mouth ________________________________________________________________________________________
Lungs & Heart ______________________________________________________________________________________________
Abdomen _________________________________________________________________________________________________
Uro-genital (if indicated) ________________________________________________________________ If pregnant, EDD ___________
Musculo-skeletal ____________________________________________________________________________________________
CNS & reflexes _____________________________________________________________________________________________
Skin, breast, other ___________________________________________________________________________________________
Investigations (if indicated) / Other comments ________________________________________________________________________
Doctor’s Signature: ____________________________
DOCTOR/CLINIC STAMP
Place & date: _________________________________
(Name, address, practice number)















