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MEDICAL AND PHYSICAL EXAMINATION FORM

SURNAME FIRST NAME

MIDDLE NAME AGE

DATE OF BIRTH

PLACE OF BIRTH

NATIONALITY SEX

CIVIL STATUS RELIGION

POSITION APPLIED FOR:

PRESENT MAILING ADDRESS

CONTACT NO.

EMAIL ADDRESS

I MEDICAL HISTORY has applicant suffered from, been told she had, any of the following conditions

1) Nose or Throat Disorders O 13.) Mental Disorder O 25.) Seizures / Fainting Spells O
2.) Deafness, Other Ear Disorders 14.) Head or Neck Injury O 26.) Frequest Headache O
3.) Trachoma, Other Eye Disorders [ 15.) Hernia (Ruptured) O 27.) Sexually Transmitted Diseases [
4) Asthma O 16.) Typhoid & Paratyphoid Fever O 28.) Liver Disease 0
Other lung disorder
5.) (Tuberculosis, chronic cough) 17.) Back Injury, Joint Pain, Arthritis, RH 29.) Fractures, Dislocations etc
6.) Thyroid Problems 18.) Stomach Pain, Gastritis or Ulcer 30.) Allergies (Specify)
7.) Hypertension 19.) Other Abdominal Disorders 31.) Hospitalization
8.) Heart Disease/Chest Pain 20.) Genetic, Hereditary or Familial Dse 32.) Measles
9.) Rheumatic Fever 21.) Malaria / Date of last attack 33.) Varicella
10.) Diabetis Mellitus 22.) Operations 34.) Smoker
11.) Other Endocrine Disorders 23.) Tropical Diseases (Dengue) 35.) Alcohol Drinker
12.) Cancer or Tumor 24.) Kidney or Bladder Disorder 36.) Any Repatriation
37.) Others
. PHYSICAL EXAMINATION to be completed by examining physician 1ll. OB - GYNE HISTORY
Weight: Menstrual Cycle:
Height: COLOR VISION HEARING LMP:
BMI: { } Adequate AD PMP:
BP: { }Inadequate AS OBScore G: P
PR: VISUAL ACUITY FAR VISION NEAR VISION Delivery ___NSD ___ CS
RR: Uncorrected oD 20/ 0S 20/ J
Temp: Corrected oD 20/ 05 20/ J
Skin: Lungs:
Head, Neck, Scalp: Heart:
Eyes External: Abdomen:
Pupils: Back, Flank:
Nose/Sinuses: Anus - rectum:
Ears, Eardrum: G-U System:
Mouth, Throat: Inguinals, Genitals:
Neck, L.N, Thyroid: Reflexes:
Chest - Breast - Axilla: Extremities:
Important Reminder: Breast and Anogenital examinations are MANDATORY.
IV.  RESULT OF ANCILLARY EXAMINATIONS V. REMARKS
Chest X- Ray:
CBC:
Urinalysis:
ECG:
Others:
Important reminder: Please e-mail the official resuts of all the ancillary procedures to draft@pvl.ph
VI. RECOMMENDATION The above-mentioned candidate is:
Date of Medical Exam Patient Signature Over Printed Name Examining Physician
License No:

PTR:




