FULBRIGHT PROGRAM

APPLICATION FOR STUDY IN THE UNITED STATES
AND FOR A FELLOWSHIP, SCHOLARSHIP, ASSISTANTSHIP OR OTHER EDUCATIONAL GRANT

MEDICAL HISTORY AND EXAMINATION FORM INSTRUCTIONS

Having been selected 1o receive a Fulbright grant, vou are required to submit a2 completed Medical Hisfory and
Examinafion Foma. The attached form shoeld be complatad and returmed ta the Fuibright Commission or Public Affairs
Secfion of the LS Embassy in your country,

ou should complale (he Medical Mistory portion of e form (Parl —ltzms 1 1o 107 prior o the medical examination, The
Fhysical Examination Farm [Part il—Items 1 to 14) must be completed by 2 qualified, licansed physician,

Tha U5 Embassy, Fulbright Commission/Foundation, ar AID Mission may be able o provide you with a list of English
speaking ohysicians.

Before you complete e Medical Hstons guestionnaire, please nota:

[HE LS DERARTMENT OF STATE DOES HMOT FROVIDE MEDICAL INSURAMCE FOR
DEPEMDENTS WHO ACCOMEARNY GRAMNTEES, GRAMNTEES SHOULD PURCHASE
PRIMATE MEDICAL INSURANCE FOR DEFEMDENTS.

LS DEPARTMENT OF STATE MEDICAL INSURANCE DOES NCT COVER TREATMEMNT
FOR A MEDICAL COMIDITION FOR WHICH TREATMEMNT HAS BEEN REMDERED OR
RECOMMERNDED FRICE TO THE EFFECTIVE DATE OF EMNROLLMEMT IN THE
AGEMCY'S INSURANCE PROGEAM,

US DEPARTMENT OF STATE MEDICAL INSURANCE COWVERS ONLY THE GRANT PERIOD AND APPROVEDR
EXTENSIONS, EXCHANGE PARTICIPANTS WHO ELMAIM IN THE U.S, AFTER EXPIRATION O THESE PERIODS FOR
ADDITIONAL WEEES OR MONTHS SHOULD CONTINUE COVERAGE AT THEIR OWTY EXPENSE,
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MEDICAL HISTORY AND EXAMINATION FORM

. MEDICAL HISTORY

MEQICAL HISTORY MUST BE COMPLETED BY THE APPLICANT IN ENGLISH AND SIGNED BEFORE VISITING THE EXAMINING PHYSICIAN
PLEASE TYPE OR PRINT IN INK

1. MAME:
Last First Cifher
2. DATE OF BIRTH: 5 ]
MonthiDay/ faar 3. BBEx O Male O Female
4. PLACE OF ORIGIN OR PERMANENT RESIDENGE:
City Counfny
5. PRESENT ADDRESS!
Home or Residence City Caurnlry
G, GRANT LOCATHOM: 7. DATES:
{IF ko) Unlversiy/Cilvy'Siate From Ta

& Indicate "YES  or “NO™ “YES" answers MUST be axplained In the space provided. (Additional space availabla on Page 2 of this form.)

YES

MO

EXPLANATION

(=)

Have you ever had any significant or serious iliness{es) or
injuries? (Siate nature of preblemsiplacesidates.)

{b)

Hawe you ever had any operalions or been advised by 3
physician to have an operation? [Describa and give
places/dates )

=)

Hawve you ever besn 3 patient in a mental hospital or
sanitarium or Feated by a psychiatrist? {Giva
places/dates.)

{d

Do you currently take medication for treatment of &
medical condificn (list name/dose) or do you. require the
use of @ medical devica?

9. Doyou now have or have you ever had any of the conditions listed balow? [Check “YES" or "NC” for each ltem. )

YES | NO | CHECK EACH ITEM YES | NO |
ta) Epilepsy. convulsions, fils. {rn} Tropical diseases (malaria, bilharzia, amoebiasis,
] g

b} Eye disease. vision defect in ona or both eyes. leprosy, Mariasis, yaws; efc.)
o) Tooth or gum disease (periodantal dissase). (n) Depression. anxiely, attsmpied suicide or othar
{d} Asthma, emphysems, or other lung conditions. PEpRON S Sy
{e) Tubercufosis or exposure to tuberculosis, {o) Drugor narcofic habil stch as marijuana, cocaine,
(f)  High'/low blood pressurg, hean disease. broelny, L 81J, G A Soeaie S

R I e 7 {o) Prugor narcotic habit such as marijuana, cocaine,
(g} Stomach, iver (hepatits), gelibladder disease, heroin, LSD, of any derivatives.
() Hemia {ruptre)Genito-UrnnaryFRectal (o) Eeeding disorder, blood diseasa; sickla call

Disorder anemia.

i) Kidnzy or bladder condiicn, stone or bkead, fg) Tumor, sbhoormal growth, cyst or cancer.
{) Diabstes, sugar in the urine., (r) Skin disorder growths psoriasis.
(k) Joint disease or injury, swollen or painful jolnts. {3} Gyneoological dizeasefabnormal menses.

()

Back pain, or spinal condition, use of back
brace.

Hearing impairment,

10, [Fyou answered “YES® to any item in Question 4, pleage expiain in detsll (indude dates of occurence, treatment. and outcoms):
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MEDICAL HISTORY AND EXAMINATION FORM

Questions 8 andfor 10 (Continued):

11, Mamea two individuals who could be notified in case of emergancy (ong in the United Stales and anea in your home counlng,

Marmg: - Mame:
Addrass: Address:
Telephone I 2lephione
number{s) numaeris)
Relationship: Felatiznship:

12, | cartifv that | have reviesed the foregoing information supplied by me,and that it is true and complete w0 the best of my knowladge. In tha event of
a serious ness or madical emergency during the grant activitg, | authorize relzase of rry madical records 1o the LS, information Apency or s
designated conlractual agency.

| understand that if ary of tds Information is found (o be substantially inacouralzs o incomplate, iU may be grounds for leemination of my grant and
oy relurer Borme.

BIGMNATURE: DAaTE:

Medical Histary and Examination Form Page 2




MEDICAL HISTORY AND EXAMINATION FORM

Il. PHYSICAL EXAMINATION FORM

THIS FHYSICAL EXAMINATION FORM MUST BE COMPLETED N ENGLISH BY A DESIGNATELD AND QUALIFIED PHYSICIAN AFTER
AEVIEWING THE EXAMINEE 'S MEDICAL HISTORY (PART 1), CONDUCTING A PRYSICAL EXAMINATION, AND ASSESEING
LABORATORY AND X-RAY RESULTS. THE EXAMINING PHYSICIAN MUST COMMENT ON ALL POSITIVE ANEVOR SIGMNIFICANT
FINDINGE AND SIGN WHERE INDICATED.,

PLEASE TYPE OR PRINT IN INK

APPLICANT'S NARKE:

Lazl = Frst Other
2. HEIGHT: o 3. WEIGHT: 4. CORRECTEDVISION: 20 B 20
i & b or kg Left Rafif
5. BLOOD PRESSURE 6. PULSE RATE; =
sk diasl, Grcle whether regquilar or Fregudsr
7 URINALYSES:
Sugar Alburmin FARGECODG SxaiTaiion
8., ELECTROCARDIOERAM REFORT (Ifindicated by history or physical examinationy:
9, BLOOD SEROLOGY TEET FOR SYFHILIS: Test Lised: Ofos O Meg
10, A& SKEIM TEST FOR TUBERCULGZSIS 15 REQUIRED OF ALL APPLICANTS UNLESS A BOG VACCINATION HAS BEEN GIVEN RECENTLY. If
varcinated and 3 PPD skin test is contraindicated, a chest X-Ray = required fo nule out active tubaroulosis.
Tuberculin Skin Tast FPD Test: OFaos O Neg
BCG Vaccine Given: O Mo OYes Date of Series:
Date and Resuli of Chest x-Hay!
11, CLIMICAL EVALUATION: (Flease provide an answer 1o each itlem. Abnormal findings must be fully explained in the spece provided.)
MORRAL ABNORMAL DESCRIBE ABNORMAL FINDINGS
(@) Head, Nose Mouth.
(o) Ears, Haanng Actity.
(z) Eyes, Visupal Acuity.
(4] Lungs and ChestBreast.
(2} Heart, Rhywthm and sounds.
() Vascular Svsiem,
(g} Abdomen, Hamia, elc.
(h} RectumiProstste, Hamorrhoids, Fistula, |
{il L_-Jrinaw;.' System,
() Spine and Extremitizs.
{k) Skin, Lymph Nodes, Scars.
{l) Meurckogical SystemiReflexas.
{m) Emotional Siabifity.
12. THE PHEYSICIAN MUST COMMENT OM ALL ITEMS: MASKED *YES™ IN THE MEDICAL HISTORY (PART I) AMD COMMENT ON ANY
COMDITION DISCOVERED DURING THE EXAMIMATION.
13, PHYSICIAN'S SUMMARY STATEMENT AND DIAGNCSEIS:
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MEDICAL HISTORY AND EXAMINATION FORM

14 IMMUNIZATION REQUIREMEMTS

The applicant is responzible for obtaining the required immunizations for ontry into the United States, The WRO nternational Certificata of
| Vaccialion is the proper documsant tor recording immunizafions or vaccingtions, Universities require proof of immunizalion against the following
| diseases:

MEASLES {Rukecla)
Date of Live lmmunization:

or Date of Disease:

RLEELLA NOTE: HISTORY OF DISEASE
Date of Immunizaion; ... IS5 MOT ACCEFTABLE PROOF
S S OF IMMUNITY T0 RUBELLA,

RESULTS:

POLIC
Date sevies complatad, type:

FMURPS
Dale of Immunization:

CIFHTHERLA (DFETY, Whooping Ceugh, Tetanus

Date series complatad:

TETANUS BODETER [Most Racent):

| have completed my physical examinalion 1o the best of my knowledge and have revieswed the applicants medical history, laboratory evaluations,
luherculin sk lests, and immunization record, | cerlify thal the applicant is free of active loberculesis, and any olher conlagious diseases,

It is my opinion that the applicant's physical and emotional condition is satisfactary for a full course of study, research, or lecturing in an academic
envirorment and that there are no milatons an aclivily or spacial assistance expected for the duration of the grant period proposed,

[ YES (R

| SIGNATURE: ) NAME OF PHYSICIAN (printad):

CATE: ~ COUNTRY WHERE LICEMSED: MHUMBER:

ADDRESS OF PHY-SICIAN: '

& )

FOR REVIEWING AUTHORITY USE OMLY:

The applicant's history, phyzical examinstion re2suis, and examining physician's apinion have been
reviewsed and are found to be completeincomplete and meet the standards/do net meet the
standards far the propesead acsademic grant.

REVIENED BY: DATE:

SIEMATURE:

CRGAMIZATICN,

9 W
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