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MEDICAL EXAMINATION FORM

(EXAMINATION TO BE CARRIED OUT BY A GOVERNMENT MEDICAL DOCTOR)
REF: STTI/ADM/2026

PART ONE (To be completed by the candidate before medical examination)

respectivelygl . 4. . . %. . SRR L R . . N

Do you suffer from any physical impairment/disability (e.g. paralyzed arm, loss of leg etc.)

Do you have any dietary restriCtionS?..........cccovveiiiieie i
If 50, giveldetailsss . . BN s 0 TN e TR
Indicate your Blood roup........c.ovuiiiiiiiiiii e
Have you suffered from any of the following diseases:

Tuberculosis YES/NO...........cooiiiiiin.

Typhoid YES/NO......coooiiiiiiiiia,

Gonorrhea YES/NO........cooooiiiiiiiin

Syphilis YES/NO.......coovviiiiiiieiieieienan,

Epilepsy YES/NO. ..att. ........00 00, ..........

Hernia YES/NO........oooiiii

Amoebic Dysentery YES/NO.....................

Malaria YES/NO.......coooiiiiiiiiiiiiiaiens

Fracture YES/NO..............oiii,

The candidate is strongly reminded that the importance of supplying correct information cannot be
overemphasized and that each candidate will be held responsible for the accuracy of the
information he/she provides.

Signature (of the candidate in presence of the doctor carrying out Examination)
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PART TWO
(To be completed only by the medical officer of Health in a government Hospital)

Candidate’s fUll NAME. ... .. u et e

1 Eyes and vision: Unaided Right-left
Aided right-left
Visual field

2 Pregnancy test (Female students)

3 Nose and throat

-Nasal breathing

4 Mouth and Teeth

5 Ears: Hearing voice-Right

-Left

6 Glandular disorder/impairment

7 Chest & heart

With special reference to any tubercular tendencies

8 Spinal column
9 Urine
Feaces

Blood pressure

10 Test for Venereal diseases

11 Spleen Liver

Piles and varicose veins

12 Any other weakness, defect or disease e.g. defects of speech, local
twitching or spasm or other nervous disorder.

13 General Observation

If care is desirable in any special direction, please give specifications

I certify that | have examined the candidate named above.

Signature of the Medical officer..................oooviiiiiiiiin Date:- ..o

Name & stamp of the Hospital..............ooooiiiiiiii i,

“Training for inalestrinl develpment”



