MEDICAL EXAMINATION FOR WORK AND HOLIDAY PROGRAM IN MALAYISA
The applicant must complete the form below and the applicant will be held responsible 
for 
the accuracy of the statements hereon and by wilfully suppressing any information he/she 
will incur the risk of the application being rejected .

TO BE FILLED BY APPLICANT
Surname (in block letters)…………………………………………………………….

Christian names (in full)……………………………………………………………….

Address ……………………………………………………………………………….

Date of birth……………………………. Age last birthday…………………………

Place of birth…………………………………………………………………………

Marital status…………………………………………………………………………

Have you been successfully vaccinated?………………………………………….

If so, give the last date

Have you suffered from -

(a) Spitting of blood, asthma, pleurisy, 

      or from any complaint of the lungs?………………………………………….

(b) Rheumatism, gout, fainting fits or

rupture?                                        …………………………………………….

(c) Nervous complaint, mental disorder 

or fits?                                            …………………………………………….

(d) Any other disease or from serious 

personal injury?                            …………………………………………….


Have any members of your family or near


relatives ever been, or are now, subject


to tuberculosis, insanity or fits?           ……………………………………………


To be signed in the presence of the physician/doctor


I hereby declare that the answers given above are true and complete.


(Date)………………………..(Signature)…………………………………………


To be witnessed and signed by the physician/doctor

Name :...........................................................


Signature …………………………………………..


Address:  …………………………………………..


Date:  ………………………………………….

