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To the responsible physicians:

The United Arab Emirates University, the Higher Col-
leges of Technology, Zayed University, and Scholar-
ships Department require that students who are accept-
ed into their institutions have the attached medical cer-
tificate complete.

Please conduct a medical examination of this student
and complete the attached Student Medical Examina-
tion Form. Please attach a detailed medical report to
clarify any medical condition, as well as your recom-
mendations for academic support or accommodation
for this condition.

If a student claims to have a medical condition not cov-
ered by this medical examination, evidence of the con-
dition must be provided to the examining physician
and information on the condition must be attached to
this form.

The information provided in this document is intended
to support students in their academic success and will
not prevent their acceptance into the institutions.

All information on this form will be kept strictly confi-
dential.

The completed medical form is to be returned in two
weeks after the examination is done to the nearest
Health Zone Office where it will be picked up by the

National Admissions and Placement Office (NAPO)
staff.

Thank you for your assistance.
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This form must be completed by an authorized medical
center
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PHYSICAL EXAMINATION VITAL SIGNS
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CHEST EXAMINATION
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EYE EXAMINATION (Visual acuity)
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Blood group & RH:uuscsnmusomsas sasssssaas 24 2 b O N
CBC: EBR Y cvsuunenswmesivisaesins s
................................................... Hepaﬁtis (A):
T RS wswnnuemenanunssnmmacuaasaians s sssosassssovasnsessns Hepatitis (B):
HB i e snnmmsmmoamsnsnnsemensgss s s ssensssssssirosacnnse Hepatitis (C):
HIV ettt ettt e et eea e eaaraeas
Urine analysis
r Fit r Fit with special needs:..................

r Unfit

O Infectious Disease (specify)
Comments & recommendations:

O Disability (specify)
Comments & recommendations:

O Long treatment disease (specify)
Comments & recommendations:

O Others (specify)
Comments & recommendations:
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specify the symptoms Please, Do you have any other allergies?
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Any additional vaccinations Have you had all the required vaccinations?
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O  Anemia O Kidney disease O  Asthma
O (Sst)o mech/ntestinal roblem O cardiovascular disease d Cancer or tumors
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O Diabetes O Psychological problem(s) O Back problem(s)
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O Nosefthroat problem(s) O Eyefvision problem(s) O Speech difficulties
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O Recurrent headache/ | T I
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Thyroid problem(s)
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I confirm that all information provided in the medical form is correct.
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institutions have the right to obtain medical reports from health centers Higher education
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