REQUEST FOR MEDICAL EXAMINATION FOR THE STUDENT

(To be filled in the Government hospitals only)

1.  Name………………………………………………….. Age………………………

2. Please examine the mentioned above in the following tests:-

i. Blood examination Haemoglobin ………………………………………………….
ii. Stool examination…………………………………………………….
iii. Bilharziasis………………………………………………
iv. Urinalyisis…………………………………………………
v. Tuberculosis Test (TB)……………………………………………..

vi.  Eye………………………………………………………
vii. Abdomen ………………………………………………………………..
viii. Athma ……………………………………………………….
ix. Headache……………………………………………………
x. Inability to eat certain type of food …………………………………………………………
xi. Skin disease ………………………………………………………,

xii. Pregnancy …………………………………………………………
xiii. Any abnormalities noted…………………………………………………..
xiv. Any chronic complains noted above ………………………………………………….
xv. Anything else that the school health staff should know about ……………………………………..
xvi Any treatment given or recommended……………………………………………………………
xvi. Any STD detected ………………………………………………………………………….
I have examined the named above and consider that she is physically fit/ufit
Signature of the Examiner ……………………………………………………………………
Designation …………………………………………………………….
Station …………………………………………...

Date ………………………………………………………..
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