ANNEX B


CERTIFICATE OF GENERAL PHYSICAL EXAMINATION

FOR ADOPTION APPLICANT
	Name of Patient:
	

	NRIC/Passport No.:
	

	Date of Examination:
	


I
MEDICAL HISTORY: 
Check if condition is present
	
	YES
	NO
	
	
	YES
	NO

	Tuberculosis
	
	
	
	Asthma
	
	

	
	
	
	
	
	
	

	Tumor
	
	
	
	Hypertension
	
	

	
	
	
	
	
	
	

	Ischaemic Heart Disease
	
	
	
	Diabetes
	
	

	
	
	
	
	
	
	

	Liver Disease
	
	
	
	Neuropathy
	
	

	
	
	
	
	
	
	

	Sexual Disease
	
	
	
	Mental Illness 
	
	

	
	
	
	
	
	
	

	Other Communicable Disease
	
	
	
	Alcoholism or Abuse of Substance 
	
	

	
	
	
	
	
	
	

	Any Genetic Disease
	
	
	
	Any surgical operations
	
	

	
	
	
	
	
	
	

	Allergies 
	
	
	
	Other Medical Condition
	
	


Please comment if any abnormalities are detected: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
II
Urine test (Date of Test):
	
	YES
	NO
	
	
	YES
	NO

	Glucose Present
	
	
	
	Protein Present
	
	

	
	
	
	
	
	
	

	White Blood Cells Present
	
	
	
	Nitrite Present
	
	

	
	
	
	
	
	
	

	Red Blood Cells Present
	
	
	
	Specific Gravity
	
	


Please comment if any abnormalities are detected: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
III
Blood Test (Date of Test):

HbsAg:   Negative / Positive
HIV: Negative/ Positive
Please comment if any abnormalities are detected:
________________________________________________________________________________________________________________________________________________________________________________________________________________________
IV
PHYSICAL EXAMINATION:

	Height:
	m
	
	Weight:
	kg
	
	Vision:
	L
	
	R
	


	Temperature:
	
	
	Blood Pressure:
	
	Low / High / Normal


	
	NORMAL
	ABNORMAL
	
	
	NORMAL
	ABNORMAL

	General Condition
	
	
	
	Eyes
	
	

	Central Nervous System
	
	
	
	Colour differentiation
	
	

	Pulse Rate
	
	
	
	Lung
	
	

	Heart
	
	
	
	Lymph
	
	

	Limbs
	
	
	
	Liver Function
	
	

	Abdomen
	
	
	
	Thyroid
	
	

	Ear Nose Throat 
	
	
	
	
	
	


Please comment if any abnormalities are detected:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
1. Is the patient taking any medication?
Yes / No  

If Yes, for what purpose? ___________________________________________

Please provide a medical report on the condition.

2. Is this patient medically and mentally fit to adopt and care for a child? Yes / No
If No, please comment _____________________________________________
V
OTHER REMARKS:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
__________________________


______________________
Physician's Name and Signature       
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