This document contains medical information and shall be treated confidentially.


	Last name:


	First name:

	Date of birth:


	Employer:

	Home country:


	Host country:


Page 1: To be filled in by applicant before the physical examination takes place. Please, bring it with you to the doctor’s examination.

Page 2-3: To be used by doctor for the medical examination. Pages 1-3 is to be kept in the doctor’s file.

Page 4: To be completed by the doctor. Is to be handed over to the partner organization by participant as conclusion of the medical check-up. 
APPLICANT’S DECLARATION 
	QUESTION
	YES
	NO
	SPECIFICATION (if possible)

	1. Do you take any kind of medications regularly?

(except vitamins and contraceptives)
	
	
	If YES, specify IN RELATION TO WHICH DISEASE?



	2. Do you have any chronic illness / condition?


	
	
	

	3. Do you have any physical handicap that impairs sensory, motor, or speaking skills?


	
	
	

	4. Have you during the last ten years been hospitalized due to physical or mental disease(s)?


	
	
	If YES; specify year(s), name(s) of hospital and diagnosis(as)



	5. Are you vaccinated against tuberculosis (BCG)?
	
	
	If YES, specify:

DATE:

	6. Have you ever taken a tuberculin test?
	
	
	If YES, specify the results of the last test:

DATE:


RESULT:

MANTOUX         or PIRQUET 

	7. Have you ever had problems with alcohol or drug abuse?


	
	
	If YES; specify:


I declare that I have answered all the questions as accurately and completely as possible and that I consider myself physically and mentally fit to work under the given conditions. I also realize that incomplete information may lead to loss of compensation if I become unfit for duty as a result of disease or disability present when I was appointed and deliberately held back this information. 

__________________                       ______________________                      ________________________________________

          Place


Date



Signature of applicant

DOCTOR’S DECLARATION – general examination

Pages 2-4 include the minimum requirement for a medical examination of a Fredskorpset – participant. If necessary, the doctor can decide to take further tests. 

Pages 1-3 are to be kept in the doctor’s file of the patient. 

Page 4 is to be delivered to the partner organization of the applicant, as the doctor’s conclusion of the examination.
	TESTS
	RESULTS
	SPECIFICATIONS/COMMENTS

	BLOOD TESTS:


	Hb:

Other:


	

	BLOOD PRESSURE


	
	

	Does the applicant have satisfactory

READING VISION?


	YES: 


NO: 
	If NO, is the reading vision corrected with lenses or Binoc.?



	Does the applicant have satisfactory

HEARING?


	YES: 


NO:
	If NO, is the applicant’s social hearing acceptable with hearing aid?


NO:                          YES: 


	URINE-STIX ANALYSIS
	POS
	NEG
	SPECIFICATION (if possible)

	Glucose


	
	
	

	Leucoc.


	
	
	

	Haemogl.


	
	
	


Does the clinical examination or medical history reveal any suspicion of disease in the:

· Gastrointestinal system
· Cardiovascular system
· Respiratory system
· Skin 
· Teeth / mouth

No
       Yes, please specify: ______________________________________________________
__________________________________________________________________________

__________________________________________________________________________

How does the applicant view his or her own physical and mental health?

___________________________________________________________________________

___________________________________________________________________________
___________________________________________________________________________
This page is to be delivered to the applicant for return to partner organization after the medical examination.

RESULT OF DOCTOR’S EXAMINATION

Conclusion:
Is the applicant in your opinion physically and mentally fit to work in a foreign country for several months?

YES:  



NO: 

Comments: _________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

__________________                       ______________________                      ________________________________________

          Place


Date


           Doctor’s signature and stamp
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