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                    UNIVERSITY OF VOCATIONAL TECHNOLOGY 

                 STUDENT HEALTH SERVICE

                  HEALTH CLEARANCE CERTIFICATE

This information is strictly for the use of University Health Service and will not be released to anyone  without your knowledge and consent. 
Part -I  of the form should be completed by the student and Part-II  should be completed by the Basic Hospital or M.B.B.S. qualified  registered Medical Practitioner and it should be signed and stamped.

PART –I (To be completed by the Student)

TEMPORARY ENROLLMENT NO: ……………………………………………
COURSE / FACULTY : ………………………………………………………….

NIC NO : …………………………………………….

	A.  General Information

	Full Name (in block letters)


	Address
	Date of Birth
	Male /Female

	Your position in family


	Married/Single
	Nationality
	Religion
	No.of Brothers



	
	
	
	
	No.of Sisters



	Name of

Father :

Mother :
	Occupation of

Father :

Mother :

	Person to notified in case of emergency

Name :

Address :

Telephone :

Relationship :

	Family Income /Monthly       < Rs. 5,000/-

(Income from all sources)         Rs. 5,000/-   -10,000/-

                                                > Rs. 10,000/-

	School Attended
	Extra -Curricular Activities during the school days 

Sports/ Music/ Dancing/Leadership /Religious works / Arts / None


	B.  Medical History
	

	History of any of the following diseases in members of your family.Check appropriate box.



	  * Alcohol / Drug Problems
	* High blood pressure

	* Asthma
	* Mental illness

	* Cancer
	* Migraine

	* Diabetes
	* Tuberculosis

	* Epilepsy /Seizures
	* Arthritis

	* Heart Diseases
	* Other (Specify)

	* Hereditary disorder
	* None


	Diet : Vegetarian /Non Vegetarian
	Menstruation

Age at on set:                                   Pain/ No Pain

	Have you suffered from any of the following ?
	

	  * Alcohol / Drug Problems
	* Allergies

	* Asthma
	* Mental illness

	* Arthritis
	* Anemia

	* Diabetes
	* Tuberculosis

	* Epilepsy /Seizures
	* Other (Specify)

	* Heart Diseases
	* None


Have you undergone any surgical operations ? ( Particulars if any )
	C.  Drug Allergies
	

	  * Aspirin
	* Penicillin

	* Sulphur
	* Other Medications (specify)

	* Food
	

	D.  Vaccination

	Have you been vaccinated against followings?


	Vaccinations
	
Dates

	BCG
	
	
	
	
	
	
	
	

	OPV
	
	
	
	
	
	
	
	

	DPT
	
	
	
	
	
	
	
	

	Measles
	
	
	
	
	
	
	
	

	MR/MMR
	
	
	
	
	
	
	
	

	PT/ADT/TT
	
	
	
	
	
	
	
	

	Rubella
	
	
	
	
	
	
	
	

	Hepatitis
	
	
	
	
	
	
	
	

	Chicken pox
	
	
	
	
	
	
	
	


	E.  Disability


Do you believe that you have a disability that in any way requires you to receive special consideration from the University.
If so,Please indicate the type of disability and give a brief description below.

Visual …………………………….
     Speech ………………………………………………
Hearing …………………………………………………      Physical ……………………………………………..

	F.  Miscellaneous History


Do you smoke cigarettes? ……………………………………………………………….

Do you take alcohol ? ……………………………………………………………………

Have yo taken Narcotic drugs ? ………………………………………………………….

Have you ever attempted  suicide ?....................................................................................

	Any illness at present



	Have you any problem concerning – Home,Hostels,Finance, Social life, Se, Studies, Eams,Sports ?




……………………………………                                                                ………………………………………
                       Date                                                                                                    Signature of the Student
PART- II   (To be completed by a Government Medical Officer)

	A. General Medical Information

	Height ……………………………. Weight …………………………… BMI / Ideal Weight for Height…………..

	Visual acuity : Right eye :  Uncorrected ………………………………   Near vision ………………………………

	(Required)                           Corrected …………………………………   colour vision…………………………….                                 

	                         Left eye :    Uncorrected ……………………………….   

	                                             Corrected …………………………………
Hearing …………………………………………            Speech ……………………………………………………


Use a tick ( √ ) to indicate normal
Eyes/ pupils ……………………………Lungs ……………………… Abdomen/ Hernia …………………………

Mouth /Teeth …………………………………………………………. Testicles……………………………………
Neck/ Thyroid ………………………………………………………… Skin ……………………………………….
Blood Pressure ………………………………………………………..  Breasts ……………………………………

Heart ………………………………………………………………….  Pulse ………………………………………
	B. Orthopedics (Including ranges of motion, surgical scars and anomalis) Use a tick (√ ) to indicate normal.


	Shoulders ……………………………. Elbows …………………………… Knees………………………………….


Neck …………………………………. Hands ……………………………. Ankles ………………………………..

Back …………………………………. Hips ……………………………… Feet  ………………………………….

	C. Clinical Test


	Chest x-Ray ……………………………. 

Hemoglobin ………………………………….g/dl             Blood Group …………………………………………….

	D. Does the student NEED REFERAL to a specialist regarding any medical condition ? If so, what is the condition ?



	E. Doctor’s Signature


	Must  be completed by the doctor.

Note : Doctor’s signature indicates that the doctor has verified all medical information provided in.

Doctor’s Name :    …………………………………………………………………………………………………….
Telephone :            ……………………………………………….

Date :                      ………………………………………………

Address :                …………………………………………………………………………………………………….
Signature :……………………………………                         Rubber Stamp : ………………………………………                          




Please send the completed form by registered post on or before 1st June 2021  to “Director –AAQA, University of  Vocational Technology, No:100, Kandawala Road, Ratmalana. 
