Pre-employment Medical Questionnaire » B % ¥

Do you have allergy of any kind(s)?

*No / Yes, details: ( )
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Have you ever had any operation(s)?
*No / Yes, details: ( )
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Are you on regular medication(s)?
*No / Yes, details: ( )
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Have you been addicted to any drug(s)?
*No / Yes, details: ( )
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Do you smoke?

*No / Yes: ( per day )
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Do you drink regularly?

*No / Yes: ( per day )
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Do you have any of the following medical history:
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Diabetes aty%ff\}fa
Lung Disease ** J i
Anaemia § 5
Epilepsy % /&
Venereal Disease I“i)?fa

Hypertension % x. /&
Tuberculosis % % i

Kidney Disease ¥

Mental Illness #f #? i
AIDS % % :)?‘3

*Nil / Yes, please elaborate on any positive finding(s): (
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Datep # :

* Please deletes as appropriate
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Heart Disease = % },i;

Asthma *%+3

Liver Disease H‘T‘fﬁfﬁ

Cancer &

HIV-positive HIVFLAE 15 1+ 5 &

)
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Do your parents and members of your family have any of the following:

Br2<® s jhes [ 37 Alpa

Diabetes #& fjl)% Hypertension & = /&
Tuberculosis ¥ 5 J5 Asthma %3
Mental Illness #F #? i Cancer &

*Nil / Yes, please elaborate on any positive finding(s): (
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Do you have any of the following symptoms currently:
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Headache 2% Dizziness Zf &

Nose Bleeding i+ # - Deafness 2 &

Cough *%¥%x Phlegm % 7k

Chest Pain "9 T 7 5 Shortness of Breath # 3
Foot Swelling %" Weight Loss 18 & 24

Difficult in Passing Water -] i{ ]t

*Nil / Yes, please elaborate on any positive finding(s): (
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** The following questions are for ladies only **
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Do you have any gynaecological symptoms?
*No / Yes, details: ( )
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Are you pregnant?

*No/Yes (The week of pregnancy)
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When was the first day of your last menstrual period?
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I confirm that the information given above is correct to the best of my knowledge and I understand any
falsification or misrepresentation in this form shall result in termination of my employment with the
employer / company or its representatives that sent me for this medical examination without prior notice
or payment in lieu of notice. 1 hereby authorize your medical practice, or its medical and nursing
personnel to give full particulars of the results of this medical examination, including prior medical

history, to the employer / company or its representatives.
A copy of this authorization shall be valid as the original.
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Heart Disease & % }]3:,
Epilepsy & /i

Smelling Loss *5: ¥, /" 33
Swallowing Difficulty % % ]
Spitting Blood *% x-

Stomach Pain 5 %

Blood in Stool * i ! &
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Witness’s Signature ~ ( ) Patient’s Signature (
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Witness’s Name ( ) Patient’s Name (
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