FACULTY OF TROPICAL MEDICINE

MAHIDOL  UNIVERSITY 

BANGKOK  THAILAND

CERTIFICATE OF HEALTH 

Part I (Applicant please complete)
1.  Name (First/Middle/Family)............................................................................……….………….

(Please print)

2.  Age ................................................. Date of birth (D-M-Y)....................................…...

3.  Address .........................................................................................................…………..

City....………….…........State.....………..….............Country.........................Code…….

4.  I.D./Passport No


Issued at


Date



5.  Medical history : 

    5.1  Do you have any physical impairment?

    (if yes, please give details)

………..............................................................................................................................

………..............................................................................................................................

   5.2  Have you ever been treated for mental illness? 

          (if yes, please give details) ………..............................................................................................................................

………..............................................................................................................................

   5.3  In the past two years, have you ever been sick or received medical treatment or

          physical check-up for blood chemistry, blood pressure, urine analysis, x-ray, heart

          or other? 

          If yes, please give details (Name of hospital or clinic, attending physician, 

           disease, diagnosis, result and date) ………..............................................................................................................................

………..............................................................................................................................

6.  I hereby declare that the above statements are true to my knowledge.  If there is any 

     false statement or any truth being withheld, I agree to be responsible for all expenses 

     which will be incurred for the care of those conditions.  I agree to the decision of the 

     Faculty Board Committee to withdraw my student status if it is indicated. 





Signed at ...........................Date..........................................







............................................

 





   (Applicant’s Signature)

Part II (To be filled out by the examining registered physician)
1.  Examinee name ........................................……….….........Age.............Sex.................

Residential address ........................................................…...............................................

Office address ...................................................................................……........................

2.  PHYSICAL EXAMINATION 

     a.  Height .............…........Weight....................................................……………...…..

     b.  Skin.........................................................................................................................

     c.  Respiratory System : ...............................................................................................

     d.  Circulatory System : ...............................................................................................

          Blood pressure : Systolic/Diastolic.....................................………………………...

          Heart …..................................................................................................................

      e. Gastrointestinal System : ..............................................................….......................

          Abdomen : .............................................................................................................

          Liver :  ...................................................................................................................

          Spleen : ..................................................................................................................

      f.  Central Nervous System : .......................................................................................

      g.  Other systems : ......................................................................................................

...................................................................................................................………...........

....................................................................................................................………..........

3. LABORATORY  TESTS

    Urine examination : Specific gravity .........................Albumin...................Sugar...….....




 Microscopic...................................................................................

4. Report on X-ray examination of the chest : 

5. Does the medical examination reveal any physical or mental abnormalities that may interfere with his/her studies?

 
No


Yes
Describe:  






..............................................................……..........






Physician’s signature 






Print or type name 






.................................................................…….......






Official Address .......................................…….…..






.................................................................…….......






Date:  


N.B.
1. The physician must be a registered medical practitioner.


2. This certificate should have the official stamp of the hospital/clinic upon it.


3. Please attach this Certificate of Health to the “Application to Enroll in Course”.

