
Official Record of Medical Examination for Immigration
Applicant Information

Full Name: 

Date of Birth: 

Passport Number: 

Nationality: 

Medical Examination Details

Date of Examination: 

Name of Examining Physician: 

Clinic/Hospital Name: 

Examination Results:

Certification

 I certify that the above information is correct and complete. 

Physician's Signature: 

Date: 

Submit
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