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Medical Report 

To be completed by a Doctor upon Examination of person applying for Residence 
 
Full Name: ______________________________________ Date of Birth _______________________ 
 
Past Medical History:  
__________________________________________________________________________________
__________________________________________________________________________________ 
Previous treatment: _________________________________________________________________    
Present Symptoms:  _________________________________________________________________ 
Which Hospital did you receive treatment? ______________________________________________ 
 
General Examination:  
General Physical & Nutritional State: ____________________________________________________ 
Respiratory System: _________________________________________________________________ 
Cardiovascular System: _______________________________________________________________ 
Blood Pressure (To Be Taken In All Cases): _______________________________________________ 
Genito-Urinary/Urine to Be Tested (In All Cases):__________________________________________ 
Digestive & Other Abdominal Systems: __________________________________________________ 
Muscular & Skeletal System (State Defects): ______________________________________________ 
Central Nervous System (State Defects): _________________________________________________ 
Mental Condition: ___________________________________________________________________ 
Is Patient Free From Infectious & Contagious Diseases: _____________________________________ 
If no, provide details: ________________________________________________________________ 
 
Any Other Condition Not Included In Classification Above: __________________________________  
 
Present Medication__________________________________________________________________ 
Any Further Medication: _____________________________________________________________ 
Any Allergies: ______________________________________________________________________ 
Weight: ___________________________________________________________________________ 
 
General Remarks: ___________________________________________________________________ 
__________________________________________________________________________________ 
 
How Long Has the Client Been Your Patient? ____________________________________ 
 
Signed at ______________________________ on this _____ day of ______________________. 
 
__________________________    STAMP: 
Medical Practitioner Signature      


