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CERTIFICATE OF HEALTH

SeX I
Dateof Birth : ... .........cooiiiiiiriiiiiieiannnn,
Age: ... i

1- Physical Examinations:

(1) Height: .......cm . Weight: ........ kg
(2) Blood Pressure: ........... mm/Hg
Pulse Rate: ........ /min (regular —irregular)
(3) Eyesight: (R) ............ L) .oeenn [without glasses]
(B) siis5i0540 (L) s ssiiniives [with glasses or contact lenses]
Color Blindness: (normal - impaired)
(4) Hearing : (normal - impaired)
Speech : (normal - impaired)
2- Lung: (normal — impaired)
cardiomegaly: (normal — impaired)
3- Past History : please indicate with + or - and fill in the date of recovery
Tuberculosis ...... ( ) Malaria ...... ( )
Epilepsy ...... ( ) Renal Disease ...... ( )
Diabetes ...... ( ) Drug Allergy ...... ( )
Cardiac Diseases ...... ( ) Psychosis ...... ( )
Functional Disorder in extremities ...... ( )
Other communicable Disease ...... ( )
4- Impression :

.......................................................................................................
.......................................................................................................

In my observations his health status is adequate to pursue studies in Czech ?

Yes ( ) No( )
Date:........cooeieinin. 23T (P10 | - S ————
Physician’s Name: .................cooiiiiiiiiiiinin,
Office / ENSEEUHONT : .o o0 s rinimsisisinmsasiiiiiaiions

Address & ..o



