HEALTH CERTIFICATE
(TO BE COMPLETED BY A DOCTOR OF MEDICINE-PHYSICIAN MD)
I, undersigned, Dr. …………………………………………………after the examination (with necessary investigation) of ……………………………………………………..born on …………………………………………..certify:
-Weight………………………….kg.        Height………………………………cm.                 blood pressure……………mm/Hg
-Cardiovascular  System              :               Heart……………………………….
-Neurological System                  :
-Psychological disturbance         :        Yes/No            If yes specify………………………………………………
-Respiratory system                     :
-Past medical or surgical record:
-Identified Allergies                     :
-Current treatment/ medication:
-Current vaccination status       :

	Vaccination Against Diseases
	1st Injection
	Last Booster

	
	Date
	Yes/No
	Date
	Yes/No

	Measles, Mumps, Rubella
	
	
	
	

	Hepatitis B
	
	
	
	

	Hepatitis A
	
	
	
	

	Meningitis
	
	
	
	

	Typhoid
	
	
	
	

	Chicken Pox
	
	
	
	


Investigations-

1. Electrocardiogram                                 Date…………………..                     Result……………………………………

2. Chest X-Ray                                             Date…………………..                     Result……………………………………

3. Sonography (abdomen)                        Date…………………..                     Result……………………………………

4. Urine                                                        Date…………………..                     Result……………………………………

5. Blood Test                                               Date…………………..                     Result……………………………………

a) Blood sugar(F/PP)                           Date…………………..                     Result……………………………………

b) Creatinine                                        Date…………………..                     Result……………………………………

c) ESR/HB                                             Date…………………..                     Result……………………………………

d) Total cholesterol                            Date…………………..                     Result……………………………………

e) HBS Ag                                             Date…………………..                     Result……………………………………

f) HIV I & II                                          Date…………………..                     Result……………………………………

Conclusion by Doctor:
Remarks/special recommendation if any for this person’s health care:
Date:

Place:   

                                                                                                                                        Signature and Stamp

                                                                                                                        Of 

Doctor with the name of the Hospital 

HEALTH CERTIFICATE
(at IITK campus)
I. EXAMINATION BY OPHTHALMOLOGIST
	Acuity of vision
	Far Vision
	Near vision
	Color Vision

	
	Naked Eye
	With Glasses
	Naked Eye
	With Glasses
	

	R.E.
	
	
	
	
	
	

	L.E.
	
	
	
	
	
	


I do hereby certify that I have examined (FULL NAME) ……………………………………………………………………………
Candidate who will join the Indian Institute of Technology Kanpur as……………………………………………………

The year …………………………………………………………………..and the above information given to the best of my knowledge are correct and true.

SIGNATURE AND SEAL OF THE OPHTHALMOLOGIST

Date:

Place:
II. EXAMINATION BY ENT SURGEON
	
	Inspection/ Hearing
	Audiometry

	Right Ear
	
	

	Left Ear
	
	


I do hereby certify that I have examined (FULL NAME) ……………………………………………………………………………

Candidate who will join the Indian Institute of Technology Kanpur as……………………………………………………

The year …………………………………………………………………..and the above information given to the best of my knowledge are correct and true.

SIGNATURE AND SEAL OF THE ENT SURGEON
Date:

Place:
III. VACCINATION AND PHYSICAL FITNESS( Compulsory):
Current vaccination status       :

	Vaccination Against Diseases
	Status

	Hepatitis A
	

	Typhoid
	


Investigations for Physical Fitness-

1. Electrocardiogram                                 Date…………………..                     Result……………………………………

2. Sonography (abdomen)                        Date…………………..                     Result……………………………………

3. Urine                                                        Date…………………..                     Result……………………………………

4. Blood Test                                               Date…………………..                     Result……………………………………

a) Blood sugar(F/PP)                           Date…………………..                     Result……………………………………

b) ESR/HB                                             Date…………………..                     Result……………………………………

c) Total cholesterol                            Date…………………..                     Result……………………………………

d) HIV I & II                                          Date…………………..                     Result……………………………………

SIGNATURE AND SEAL OF THE DOCTOR
Date:

Place:
1

