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Medical Form B
SHORT MEDICAL EXAMINATION REPORT 

	Name of candidate:_______________________________________ Age:  ______ Gender: ___

Address:_______________________________________________________________________
______________________________________________________________________________

	Is the person examined at present in good health and enjoying full working capacity?


	Is the person examined physically and mentally able to carry out intensive training away from his/her home?

	Does the person examined have any infectious diseases (for example tuberculosis and trachoma) which could present risks for either the candidate or person with whom he/she will come into contact?


	Does the person examined have any condition or defect which might require treatment during the program?

	Place and date of examination: _____________________________________________________


TO MEDICAL EXAMINER  


1. This form, when completed, should be sent directly to the current IRRI Education scholarship coordinator email address (without copying anyone).

2. It would be appreciated if the examiner would write his name and address clearly so that it will be possible to communicate with him/her directly in the event that there are any questions about the examination. Thank you.  


Signature:
______________________________________________M.D. 

Name(in bold letters):
________________________________________

Address:
__________________________________________________

_______________________________________________________________________

Telephone number:  ___________________________________________

