CERTIFIED HEALTH EXAM FORM

{# R UL AA
Name 4 4: Date of Birth Hi4& H#A:
Gender 45! Residence (Country) E£&:

IMMUNIZATIONS / HEALTH HISTORY REEMN/RER
o Immunization record attached #hyZE {5 0L B 44

Sickle Cell Screen #RIRAARETFE:  Not done KRFTEHK
PPD £&£#ERM: o  Notdone RFTHK: o

Significant Medical/Surgical History & KJE5/FRE: o

Allergies I

LIFE THREATENING f& R 4k
Food B#:

Insect EEH:

Seasonal =TT H:
Medication Z54J:

Other HE:

s}

o

O

o

s}

o

PHYSICAL EXAM 4f£ERE

Height &5 Weight {AZ: Blood Pressure Ifl/E:
Date of Exam ¥ & H Hj:

EXAM ENTIRELY NORMAL{ZEE |52 B 17

Tanner: Scoliosis H4EMI38: o Negative BATE: o

Specify any abnormality 1% 40 1% BB {E (] EL M BF 72 (attach if needed 2N7H & Ei5 M M)

MEDICATIONS FrERZY)
Medications (list all) Z5%0 ( ZIH£ZE )

OPTIONAL INFORMATION, if known iZ1E{E &
Specify current diseases 3 RIIFT B & IA:
Other HE

Physician’s Signature EITZF:

Phone BiF: (OFFICIAL STAMP BELOW 3= Z)
Physician’s Name E i & : Fax R &:
Physician’s Address B i 31t : - Tel.

CLI Student Signature SFEZ=F: Date HEHA:




