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CERTIFICATE OF HEALTH (to be filled out by physician)
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Present address:
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History of past illness: (if anv. indicate it with vour age of contraction.)
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Tuberculosis Malaria Rheumatic fever
TAMNA ] % (Age) B R R [] % (Age) L g %A [] % (Age)
Epilepsy Kidney diseases Cardiac diseases
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Diabetes Allergy Other communicable diseases
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Stomach or Digestive System Genito-Urinary System
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) ; Date of examination
Brain or Nervous System Blood or Endocrine System
AL ) T S O f. BEEs S0 D e the condition of aoplicant's Lunec)
Lungs or Respiratory System Bones, Joints or Locomotor System escribe the condition ot applicant s lungs
e D PR e eveeeeneeees ] FEE o eeevrmenneeereeii ]
Other Abdominal Organs Skin
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I diagnose that the applicant’s health and physical conditions are:
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Excellent Good Fair Poor
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Any other remarks:
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Name of Clinic/Hospital
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Physician’s name:
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