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Periodic examination
Extension
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End of service
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	WHO PERIODIC MEDICAL EXAMINATION
	
	
	

	
	
	


PAGES 1 & 2 TO BE COMPLETED BY THE STAFF MEMBER
	Family name (in block capitals): 
	     
	Maiden name (for women only)
	Sex

	Given names: 
	[bookmark: Text3]     
	[bookmark: Text4]     
	
	|_|
	M
	|_|
	F

	Address (street, town, district or province, country) and telephone:
	

	     
	Date of birth:
	     

	     
	

	     
	Nationality: 
	     

	Job Title:      
	since:      
	Family change since the last examination: (marriage, births, 

	
	
	deaths, divorce: give the dates)

	Years of service:       
	     

	Agency / Department / Unit :       /       /      
	

	Office or Division/Section:      
	

	Tick the appropriate box: are you: |_| a Driver |_| a Security Guard
	LAST MEDICAL EXAMINATION

	Duty station (city and country):      
	[bookmark: Text5]Date:      /     /      Place:     


A.	SINCE YOUR LAST EXAMINATION:
	1.  Indicate the illnesses or accidents which you have had, stating the length. Give the place of hospitalization if applicable.

	[bookmark: Text6]     

	     

	     

	     


		2.	Have you been examined by    -  your attending physician
	Yes |_|    No |_|
	

	
	
	

			-  a specialist
	Yes |_|    No |_|
	

	
	
	

			If so, when and for what reason? 
	     



		3.	Have you consulted                  -  a neurologist
	Yes |_|    No |_|
	

	
	
	

			-  a psychiatrist
	Yes |_|    No |_|
	

	
	
	

			-  a psychoanalyst
	Yes |_|    No |_|
	

	
	
	

			If so, when and for what reason? 
	     



B.	AT PRESENT:
	1.  Do you consider your health satisfactory? Yes |_|    No |_|

	[bookmark: Text7]If not, for what reason?      

	2.  Are you under medical treatment at present? Yes |_|    No |_|

	[bookmark: Text8]If so, state treatment followed:       

	3.  Do you currently suffer from the effects of a previous illness? Yes |_|    No |_|
	[bookmark: Text30]     

	4.  Please give any additional information that might help the examining doctor: 
	[bookmark: Text9]     

	     

	     

	5.  Name and address of your own doctor: 
(Including tel. and email address) :
	[bookmark: Text10]     



	
TO BE COMPLETED BY THE DIRECTOR OF THE MEDICAL SERVICE
OR THE REGIONAL STAFF PHYSICIAN

	Medical classification:
	FIT |_|    UNFIT |_|

	Comments: ………………………………………………………………………………………………………………………………….…...…

			……………………………………………………………………………………………………………………………………...….

	Date:	…………………………………………  Signature: …………………………………………………………………..…………….



6	Present health:

In each case answer YES or NO. If the answer is YES, please indicate the date.
	Are you currently suffering from:

	
	YES
	NO
	Since when?
	
	
	
	YES
	NO
	Since when?

	Frequent sore throats
	|_|
	
	|_|
	
	[bookmark: Text25]     
	
	Kidney stones
	
	|_|
	
	|_|
	
	     

	Allergies
	|_|
	
	|_|
	
	     
	
	Back pain
	
	|_|
	
	|_|
	
	     

	Hay fever
	|_|
	
	|_|
	
	     
	
	Joint problems
	
	|_|
	
	|_|
	
	     

	Asthma
	|_|
	
	|_|
	
	     
	
	Skin disease
	
	|_|
	
	|_|
	
	     

	Tuberculosis
	|_|
	
	|_|
	
	     
	
	Sleeplessness
	
	|_|
	
	|_|
	
	     

	Pneumonia
	|_|
	
	|_|
	
	     
	
	Nervous disorders
	
	|_|
	
	|_|
	
	     

	Pleurisy
	|_|
	
	|_|
	
	     
	
	Headaches
	
	|_|
	
	|_|
	
	     

	Repeated bronchitis
	|_|
	
	|_|
	
	     
	
	Stress
	
	|_|
	
	|_|
	
	     

	High blood pressure
	|_|
	
	|_|
	
	     
	
	Depression
	
	|_|
	
	|_|
	
	     

	Heart and blood-vessel disease
	|_|
	
	|_|
	
	     
	
	Fainting spells
	
	|_|
	
	|_|
	
	     

	Pains in the heart region
	|_|
	
	|_|
	
	     
	
	Epilepsy
	
	|_|
	
	|_|
	
	     

	Varicose veins
	|_|
	
	|_|
	
	     
	
	Diabetes
	
	|_|
	
	|_|
	
	     

	Indigestion
	|_|
	
	|_|
	
	     
	
	Thyroid disorder
	
	|_|
	
	|_|
	
	     

	Ulcer of stomach or duodenum
	|_|
	
	|_|
	
	     
	
	Sexually transmitted disease
	
	|_|
	
	|_|
	
	     

	Jaundice
	|_|
	
	|_|
	
	     
	
	Malaria
	
	|_|
	
	|_|
	
	     

	Gall stones
	|_|
	
	|_|
	
	     
	
	Other tropical disease
	
	|_|
	
	|_|
	
	     

	Hernia
	|_|
	
	|_|
	
	     
	
	Cancer or a tumour
	
	|_|
	
	|_|
	
	     

	Urinary or kidney disorders
	|_|
	
	|_|
	
	     
	
	
	
	
	
	
	
	




7.	For women staff only

		Do you take contraceptive pills ?
	Yes |_|    No |_|

		Have you been pregnant since the previous examination? 
	     

		When did you last visit a gynaecologist? 
	     

		Did you have a mammography ?
	Yes |_|    No |_|
	date: 
	[bookmark: Text26]     

		Date of menopause (if applicable): 
	     

		Do you take replacement hormones?
	Yes |_|    No |_|
	

			If so, please indicate which? 
	     



8.	Habits

		Do you practice any sports or physical activities
	Yes |_|    No |_|
	

			If so, which?: 
	[bookmark: Text27]     

				How often?: 
	     

		Do you smoke regularly?
	Yes |_|    No |_|
	

			If so:	since when?: 
	     

				How many do you smoke per day: 
	     

		Do you consume alcoholic beverages?
	Yes |_|    No |_|
	

			If so:	have you ever been criticized for it? 
	     

				Do you think you should reduce your intake?:
	     



	C.	HAVE ANY MEMBERS OF YOUR FAMILY HAD SERIOUS HEALTH PROBLEMS?
	Yes |_|    No |_|



	If so:	which family members: 
	     

	


	[bookmark: Text29]Which disorders:  
	     









Place: ……………………………….. Date: ……………….………… Signature: ………………………….…………………….


	TO BE COMPLETED BY THE EXAMINING PHYSICIAN


[bookmark: _Hlk186734741]
GENERAL APPEARANCE	Height: cm …………………	Weight: kg…..……………   BMI:	

Skin: …………………………………………………………………………………….	Scalp: 	

Pupils:	Equal?	

	Regular?	

Fundi (if necessary)	

	

Colour vision:	

	

SIGHT, MEASURED VISUAL ACUITY - Use the Snellen chart with or without correction .

	Acuity
	Near
	Distance
	Horizontal field of view (degrees)

	
	Uncorrected
	Corrected
	Uncorrected
	Corrected
	

	Right eye
	     
	     
	     
	     
	     

	Left eye 
	     
	     
	     
	     
	     

	Both eyes 
	     
	     
	     
	     
	     


[bookmark: _Hlk186735080]

HEARING (test by whispering)	EAR DRUMS

Right		|_| normal:…………………	|_| sufficient:…………………	|_| insufficient:………………	Right: 	

Left		|_| normal:…………………	|_| sufficient:………………… 	|_| insufficient:………………	Left: 	
[bookmark: _Hlk186735584]

NOSE - MOUTH - NECK

Nose: 		Pharynx: 		Teeth:	

Tongue: 		Tonsils: 		Thyroid:	


CARDIOVASCULAR SYSTEM	Peripheral arteries	

Pulse rate: 		Auscultation: 		- carotid:	

Rhythm: 		Blood pressure: 		- posterior tibial: 	

Apex beat: 		Varicose veins: 		- dorsalis pedis: 	


ELECTROCARDIOGRAM (if clinically indicated, and mandatory from age of 40)
Please attach tracing and the conclusion.

	RESPIRATORY SYSTEM

Auscultation
	BREASTS
	Palpation: Right
	[image: tmp]
	
	Left
	[image: tmp]

	
	
	Axilla:………………………………………………………...........



DIGESTIVE SYSTEM	Spleen: 	

Abdomen: 		Hernia: 	

Liver: 		Rectal examination (if clinically indicated): 	


NERVOUS SYSTEM	Plantar reflexes:	

Pupillary reflexes to light:		Motor functions:	

Pupillary reflexes on accommodation		Sensory functions:	

Patellar reflexes:		Muscular tonus:	

Achilles reflexes:		Romberg’s sign :	


MENTAL STATE

Appearance:		Behaviour: 	

			


GENITO-URINARY SYSTEM

Kidneys: 		Genitals (if clinically indicated):	


SKELETAL SYSTEM

Skull: 		Upper extremities: 	

Spine: 		Lower extremities: 	


LYMPHATIC SYSTEM:	|_| No abnormal lymph node detected
	|_| Other, please comment:	

CHEST X-RAY, if clinically indicated (Please do not send the film but the radiologist’s report):






_______________________________________________________________________________________________________________

LABORATORY

	Blood:
	Erythrocytes
	:
	……………...
	
	Leucocytes:………………………………………………………...

	
	Haemoglobin
	:
	.....................
	g/dl
	Differential leucocyte count (if indicated)……………….………

	
	Haematocrit
	:
	.....................
	%
	Blood sedimentation rate…………………………………………

	Blood chemistry:
	Sugar
	:
	.....................
	Cholesterol:………………..…
	ASAT:……………………...Gamma GT:....................…..

	
	Creatinine
	:
	.....................
	Triglycerides:…………..…….
	ALAT:………………………………………....................……….....…..

	Urine:
	Protein.....................................
	Sugar………………….
	Microscopy…………………………………….…...................…………..............

	Stool examination (if indicated)



VACCINATIONS

		Tetanus
	date……………….
	Typhoid
	date………………….
	Other:…………………
	date……………………..

		Diphtheria
	date……………….
	Meningitis A+C
	date………………….
	BCG vaccine
	date……………………..

		Polio
	date……………….
	Hepatitis A
	date………………….
	Tuberculin test…………………………………….....


		Yellow Fever
	date……………….
	Hepatitis B
	date………………….
	



COMMENTS (specifically, on the staff member’s statements, with a summary of abnormal findings)





Recommended further examinations:


_____________________________________________________________________________________________________________

CONCLUSIONS (Please state your opinion on the physical and mental health of the staff member and fitness for the employment held)








_____________________________________________________________________________________________________________

The examining doctor is requested, before sending this report, to verify that the questionnaire (pages 1 and 2 of this form) has been fully completed by the staff member, and that all the results of the investigations required are given on the report.

	Name of examining physician (in block capitals):
	Stamp and signature:

	…………………………………………………………………………..............
	

	Address:…………………………………………………………………..........
	

	Tel :……………………………………………………………………..........…
	

	Fax:………………………………………………………………………….......
	

	E-Mail……………………………………………………………………..........
	Date:……………………………………………………………..…



To the candidate
Please ensure that this confidential medical report, completed by a registered medical practitioner is sealed and sent directly only to the Staff Physician of WHO :
To Director Staff Health & Wellbeing Services (SHW)
World Health Organization
CH-1211 Geneva 27 - Switzerland
Direct fax: + 41 22 7914120,  e-mail to shws@who.int
Or to the WHO Regional Physician if instructed to do so. Medical clearance will be given to the employer upon receipt. 
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