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Application Type
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Reg. Date: pyresTi]| é.g‘)U MC No: :Oguagsll s
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Nationality : el Name : '(Q.uQ”
Date of Birth: sWyall &)l Sex: Male [T 453 Female 7 LUl ouiz]
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Declaration : |, The authorized, confirm that all the data above are true and | bear responsibility if it is proven to be false.

sx & . I ..
Stamp of Property

Required Attachments:

Copy of the entry visa + original passport (for new applicants st timers).
Copy of the passport with the valid RP page.
Copy of the Company's Computer ID

Two recent photos (size 6 x 4 cm)

v woN e

Copy of the Previous health license for Renewals and for changing sponsorship
or Change of Job Title

6. A Copy of the Commercial Registration, Indicating the name of the Branch which
the client is under its sponsorship.

7. Vaccination Card.
8.  Fees for the Check up is Qr. 20/- only.

Notes:
Fill the form and print it out
Registration receipt should be presented when collecting the Health Certificate.
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MEDICAL CHECK-UP PROCEDURES

History: Initial/ Since last License

History yes No NA

1. Any history of diarrhea lasting 24 hours or longer?

2. Any history of, or Contact with , typhoid, paratyphoid, or enteric fever?

3. Any history of, or contact with, yellow, jaundice?

4. Any history of skin condition, eczema, dermatitis, boils or septic finger?

5. Any history of disease of, or discharges from the ears, nose or eyes?

6. Good dental hygiene?

7. Any history of, or contact with, tuberculosis?

8. Any history of bronechitis or productive cough?

9. Any history of Vaccination? If yes, specify

Physical Examination

Examination N Ab Remarks

General cleanliness
Skin
Hair
Nails

Nose
Throat
Teeth

Ears

Eyes
Neck
Chest
GIT

Doctor’s Commet: Sign. & Date:

X-Ray Blood Further Antihelminthic

N Ab Repeat N Ab Repeat Investigation(s) Treatment

HIV

HCV

HBsAg

Sign, & Date

Anti-HBcT Reslut Vaccination Decision

Anti-HBs

Sign, & Date Sign, & Date

Sign, & Date

Referred to Specialized

Vaccination
Clinic / Committee

Final Result Checked & Verified License Issuing

Hepatitis &

Typhoid Vaccinati
yphoid Vaccination Vaccination

Sign, & Date
Sign, & Date Sign, 8 Date Sign, & Date Sign, & Date
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