Name of Candidate
(Block Letters)

Father's Name

Age (in Yrs)

Height (in cm)
Blood Group
Vision

Colour vision
Hearing
Vaccination status

Left

Left

Hepatitis B
Tetatnus
Covid 19

MEDICAL FITNESS CERTIFICATE

Sex

Weight (Kg)

Right

...... Y

Male/ Female

(Final dose date)
(Last dose date)
(Final dose date)

Photo of Candidate
duly attested by
undersigned Doctor

Past History (Tick the Diabetes / Hypertension / B. Asthma / epilepsy / Hypothyroidism / Tuberculosis /

relevant)

Treatment/

medication History (if

any)

Family History

Personal History

Allergies

Depression/ any other

Addiction to Tobacco/ cigarette/ Alcohol/ any other

DrUE (cevereeeerecreereeeeneens )/ FOOA/ANY ORI ...ttt et et

found to be clinicaly free from any chronic disease

Identification Marks

His/ her signature is attested below.

Signature of Candidate

Date:
Place:

Signature of Doctor
Name & Designation
Regn. No.
Stamp/Seal




