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HEALTH ASSESSMENT CERTIFICATION FORM (FORM C)

	Name: (Last name, First Name, Middle Name)

	Agency and Region:

	Are you currently under treatment for any physical / mental condition?
	
	Yes
	
	No

	If yes, please provide details:

	Personal Medical History (To be filled-out by the Nominee)

	Have you had or undergone any of the following?
Please tick [	] No or Yes. If “Yes” please specify condition and duration:

	
	
	No
	Yes
	Details (condition, duration)
	

	
	Allergies
	
	
	
	

	
	Acute/Chronic Respiratory Disorder
	
	
	
	

	
	Blood Disorder
	
	
	
	

	
	Brain Disorder
	
	
	
	

	
	Gastro-intestinal Disorder
	
	
	
	

	
	Heart Disorder
	
	
	
	

	
	Injuries / Deformities
	
	
	
	

	
	Kidney / Urinary Disorder
	
	
	
	

	
	Muscular / Joint Disorder
	
	
	
	

	
	Sleep Disorder
	
	
	
	

	
	Skin Disorder
	
	
	
	

	
	Surgical Disorder
	
	
	
	

	
	OB/Gyne Procedure / Menstrual Disorder
	
	
	
	

	
	Any other conditions
	
	
	
	

	I certify that the above information are true and correct to the best of my knowledge. I understand that neither PMDP nor DAP shall be liable for any physical or mental problem that I may develop during my participation in the Program and that I shall be responsible for bringing with me necessary medicines as prescribed by my physician since they may not be available at the venue of the training. Further, I understand that non-disclosure of illness/es may result to the discontinuance of my scholarship and expulsion from the Program.





Nominee’s Signature	Date

	Physical Examination (To be filled-out by the Physician)

	Findings (e.g. ENT, Chest, Lungs, etc.):

	History of Past Illness/es/Hospitalization:

	Diagnostics Examination Result

	CBC:		Urinalysis:		Fecalysis:		Chest X-ray:	

	Other remarks/special needs (e.g. with medication, diet, restrictions, further tests, etc.)

	Diagnostic Clinic:
	Diagnostic Exam Date:

	Recommendation

	Physically fit to join the Program
Physically fit to join the Program with medication Unfit to join the Program
This is to certify that I have examined the nominee and that all information stated herein are true and correct.

	Name and Signature of the Physician:
	License Number:
	

	Hospital’s Name:
	Date of Examination:
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