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	PRE-EMPLOYMENT/OJT MEDICAL EXAMINATION FORM

	
	Control No.:
	
	

	
	
	
	

	LAST NAME
	
	DATE
	

	FIRST NAME
	
	BIRTHDAY
	

	MIDDLE NAME
	
	AGE
	

	SEX
	
	CIVIL STATUS
	

	CELLPHONE NO.
	
	TEL. NO.
	

	ADDRESS
	
	POSITION/PROGRAM/
CAMPUS
	

	PAST MEDICAL HISTORY
	

	
	

	
	

	FAMILY HISTORY
	

	
	

	
	


	OCCUPATIONAL HISTORY
	

	
	

	
	

	PHYSICAL EXAMINATION

	REVIEW OF SYSTEM
	NORMAL
	FINDINGS
	REVIEW OF SYSTEM
	NORMAL
	FINDINGS

	General Appearance/Body Built (BMI)
	
	
	Chest, Breast, Axilla
	
	

	Skin (Tattoo)
	
	
	Heart
	
	

	Head and Scalp
	
	
	Lungs
	
	

	Eyes (External)
	
	
	Abdomen
	
	

	Ears (Piercing)
	
	
	Anus, Rectum
	
	

	Nose and Throat
	
	
	Genital
	
	

	Mouth
	
	
	Musculo-Skeletal
	
	

	Neck, Thyroid, LN
	
	
	Extremities
	
	

	DIAGNOSTIC EXAMINATION

	BLOOD PRESSURE
	
	
	STOOL EXAMINATION

	HEART RATE
	
	
	
	 Normal
	 Findings:
	
	

	HEARING
	 Normal
	 Defective
	
	HEPA B SCREENING

	VISION
	 With glasses
	R:
	
	
	
	 Normal
	 Findings:
	
	

	
	 Without glasses
	L:
	
	
	DRUG TEST

	CHEST X-RAY
	 PA
	 Normal
	
	
	Methamphetamine
	
	

	
	 Lordotic
	 Findings:
	
	
	
	 Negative
	 Positive
	
	

	COMPLETE BLOOD COUNT
	
	Tetrahydrocannabinol
	
	

	
	 Normal
	 Findings:
	
	
	
	 Negative
	 Positive
	
	

	ROUTINE URINALYSIS
	

	
	 Normal
	 Findings:
	
	
	

	
	
	
	
	
	
	
	

	CERTIFICATION

	
	Attach

picture here
	I certify that I have examined and found the applicant to be physically fit/ unfit for employment.

	School/Company/ Institution:
	
	
	
	

	
	
	
	
	CLASSIFICATION:

	
	
	
	
	

	Name:
	
	
	
	 CLASS A
	Physically fit to work

	
	
	
	
	
	

	
	
	 CLASS B
	Physically underdeveloped or with

	Weight (kg):
	
	
	
	correctible defects but otherwise fit to work

	
	
	
	
	

	Height (cm):
	
	
	 CLASS C
	Employable but owing to certain impairments

	
	
	
	
	

	Civil Status:
	
	
	
	or conditions, requires special placement or 

	
	
	
	
	

	Date of Examination:
	
	
	
	limited duty in a specified or selected 

	
	
	
	
	

	
	
	
	
	assignment requiring follow up treatment/

	
I hereby authorize BATANGAS STATE UNIVERSITY and its officially designated medical examiner and examining physician/s to furnish information that the company may need pertaining to my health status and other pertinent medical findings and do hereby release them from any and all legal responsibilities by so doing. I also further certify that the medical history contained herein is true to the best of my knowledge and any false statement will disqualify me from any employment benefits and claims.
	
	periodic evaluation

	
	Needs treatment or correction of:

	
	 Skin Disease
	 Mild Urinary Tract Infection

	
	 Dental Defects
	 Intestinal Parasitism

	
	 Anemia
	 Mild Hypertension

	
	 Poor Vision
	 Others, specify:
	
	

	
	
	
	
	

	
	 CLASS D
	Unfit or unsafe for any type of employment

	
	_____________________________________
Signature over Printed Name of Attending Physician



License No.:     


Date:

	______________________________________

Signature over Printed Name of Employee/Student



Date:
	

	Pursuant to Republic Act No. 10173, also known as the Data Privacy Act of 2012, the Batangas State University, the National Engineering University, recognizes its commitment to protect and respect the privacy of its customers and/or stakeholders and ensure that all information collected from them are all processed in accordance with the principles of transparency, legitimate purpose and proportionality mandated under the Data Privacy Act of 2012.


Note: This certificate does not cover conditions or diseases that will require procedure and examination for their detection and also those which are asymptomatic at the time of examination. Valid only for six (6) months from the date of examination.
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