Application Number:
9 For students enrolling in September

CERTIFICATE OF HEALTH (to be completed by the examining physician)

Name of Applicant:

First name Middle name Family name
Sex O Male O Female
Date of Birth (dd/mm/yyyy) Age
X X

6 1 )

Please describe the results of the examination of the applicant’s chest X-ray (X-ray must be taken
after June 1st of the year the applicant will enroll at KUAS).

Date of Chest X-ray Examination: (dd/mm/yyyy)

Result:
O Normal
O Impaired — Please describe the condition of applicant’s lung. /%
(
Diseases Treated at Present L
O No
O Yes (Name of Disease )
Medications Taken at Present
O No
O Yes (Name of Medications )
History of Previous Diseases
O No

0 Yes (Name of Medications

Date (dd/mm/yyyy)

Physician’s Name

Signature of Physician

Name of Office Institution:

Address of Office Institution:




