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Medical Examination Form 

NOTE: 

1. This form should be filled one week before reporting. 

2. All students MUST be examined by reputable medical personnel before 

reporting to school. 

3. This form shall be handed over to the medical staff on reporting. 

A copy of other medical investigation report(s) should be attached to this form. 

Name ……………………………………………………………………………………………………... 

Age …………. Sex …………….. Class …… Term ……………. Weight ……………………...... 

General condition: …………………………………………………………………………………..… 

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………

……………………………………………………………………………………………………………… 

BP ……………….. Pulse rate …………… Resp rate ………… temp …………………………… 

The following systems MUST be assessed and examined 

Optical: 

…………………………………………………………………………………………………………….…

………………………………………………………………………………………………………………. 

E.N.T: 

…………………………………………………………………………………………………………….…

………………………………………………………………………………………………………………. 

Dental: 

…………………………………………………………………………………………………………….…

………………………………………………………………………………………………………………. 

Cardiovascular: 

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………. 

Respiratory system: 

………………………………………………………………………………………………………………

…………………………………………………………………………………………………………….… 

Mental state:  

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………. 
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Other system(s) (Digestive, Urinary, Nervous, Musculoskeletal, Skin etc.) 

………………………………………………………………………………………………………………

……………………………………………………………………………………………………………… 

The following investigations are mandatory: 

Urinalysis: ……………………………………………………………………………………………….. 

B/S: ………………..……………………………………………………………………………………… 

HB: …………………………………………………………………………………………………………. 

HCG (for girls): ………………………………………………………………………………………….. 

Blood sugars: ……………………………………………………………………………………………. 

Stool analysis: …………………………………………………………………………………………… 

Other investigations if applicable (X-ray, CT scan, ultra sound scan, ECG, EEG) 

………………………………………………………………………………………………………………

……………………………………………………………………………………………………………… 

Any other chronic medical condition, specify. 

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………

……………………………………………………………………………………………………………… 

Remarks and recommendations: 

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………. 

Examining Doctor …………………………………………. 

Signature …………………………………………………….. 

Stamp ……………………………………………………….… 

Personal address ……………………………………………………………………………………..… 

Tel ……………………………….. Email ……………………………………………………………….. 


