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HEALTH HISTORY

YES NO YES NO YES NO

O (O HEAD OR SPINAL INJURY {0 (O GONORRMEA O (O KIDNEY DISEASE

0 [O SEIZURES OR FAINTING O O oviasetes (0 (O MUSCULAR DISEASE -

O [O SEVERE INJURY OR ILLNESS O O 6.1 ULcer 0 {[O ANYDISEASE

O (O CARDIO VASCULAR DISEASE™ ™"~ 7 "3 NERVOUS STOMACH T- (0 [J PERMANENT DEFECT

O g rts [0 (0 RHEUMATIC FEVER O (O PSYCHIATRIC OISORDER

O O syeuws O [O AsTHMA [0 (O OTHER NEAVOUS DISORDER
Give explanation for each YES answer:

PHYSICAL EXAMINATION Based on Aeguiation 5.11 Of Cemmissionsr's Regulations

GENERAL APPEARANCE + [_) Good 0O rar [ eoor 4 .
Note: Visual Acuity of at Least 20/40 Required in Each Eye With Field of Vision of 70° Horizontal Meridian in Each Eye.

VISION For Distance Correclive Disease or Injuty Color Visual Field
RT LY Lenses RT LT Test /T LT B80TH
20/ 20/ O ves ’
O N
Heanng Test Used | Disease or njury Audiomelric (it done) Loss at: 1000 H2. - TLoss at: 2000 HZ.
Loss at 500 HZ :
RT. LT RT. LT. -} RT LT RT. LT S aT. LT
Nose Throat Lungs Heart Organic Oisease Compensated Blood Pressure | Pulse 'at Aest Alter Exercise
Abdemen ' 1s Truss Wern? G.l. Utceration Disease ’ G.U. Scars Discharge
SCARS lmssts lrsnuzm«:ss HEANIA WeARN { ) ygs [ No O ves O Mo
Refloxes: Pupiiary .| Knee Jerks. . RT. . 7.
Romberg RT LT O normat (O increased - 1 Avsent | normat £ tncreases O avsent
Extremities. Upper Lower Spine | Urine: Atbumin Urine. Sugar 11 Neccesary: Seroicgy EXG. .
Radiological Data Negative Positive Comments
Date Date

1 certily that | have examuned the above in accordance wilh the Commissioner's Regulations and with knowledge of his duties.
in accordancs with Regutation 6 11 | tind

D The abaove name.d person is physically or medically qualified D Restrictions and/or Followup
O The above named person is ot physically or medically qualified because (O oualitied onty when wearing corrective lenses
: 3 aualitied only when wearing hearing aid *
(] cortiication every six moaths for diabetic condition

~(Print Examining Doctor’s Namet ' (Stgnature of Examining Doctor)

{Address of Examining Doctor)

THE CARRIER MUST KEEP A COPY OF THIS EXAMINATION REPORT IN THE EMPLOYEE'S FILE
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