
 

 

ATHOL EVANS  COMPLEX 

P O Box CR 70        Telephones: 742581/742596/ 

117A Chiremba Road       742598/742637/742664/ 

CRANBORNE        742671    Fax : 742567 

HARARE        E.Mail : aec.sec@zol.co.zw  

CONFIDENTIAL 
MEDICAL  REPORT IN SUPPORT OF A 

COMPLETED APPLICATION FORM 

 

 
1. FULL NAMES   ……………………………………………………………………………………………… 

2. DATE  OF  BIRTH : ………………………..          3.    WEIGHT  : ……………………………………… 

4.   PAST SERIOUS ILLNESS/ES   ………………………………………….………………………………….   

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

……………………………………………………………………………………………………………………… 

5.   PAST OPERATIONS   .………………………………………….…………………………………………... 

………………………………………………………………………………………………………………………

.6.   PRESENT ILLNESS  (if applicable)   …………… 

………………………………………………………… 

……………………………………………………………………………………………………………………… 

7. GENERAL  EXAMINATION  :- 

a) General physical and nutritional state : …………………………………………………………….. 

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

b) Permanently  bedridden : ………………………………………………………………………….. 

c) Respiratory system :   ………………………………………………………………………………. 

d) Cardiovascular and Circulatory system : 

i) Old Hemiplegia  …………………………………………………………………………. 

ii) Old Cerebral Atrophies …………………………………………………………………. 

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

e) Blood Pressure  ……………………………………………………………………………………… 

f) Pulse Rate ……………………………………………………………………………………………. 

g) Genito-urinary system (urine to be tested)………………………………………………………. 

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

      h)      Digestive and other abdominal symptoms ………………………………………………………. 

i) Muscular & Skeletal system …………………………………………………………………………. 

1.   Myopathies …………………………………………………………………………………….. 



2.   Rheumatoid Arthritis …………………………………………………………………………. 

3.   Rheumatism ……………………………………………………………………………………. 

4. Burnt out type of Rheumatoid Arthritis   …………………………………………………… 

j) History of alcohol ……………………………………………………………………………………… 

 k)  History of smoking …………………………………………………………………………………….. 

 l)   Varicose veins …………………………………………………………………………………………… 

m) Central Nervous System  …………………………………………………………………………….. 

1) Epilepsy :  Yes / No………………………………………………………………………………… 

2) Mental conditions ………………………………………………………………………………… 

3) Normal ……………………………………………………………………………….…………….. 

4) Senile Dementia ………………………………………………………………………………….. 

5) Difficult to control ……………………………………………………………………………….. 

6) Psychotic …………………………………………………………………………………………… 

n) Does patient suffer from Parkinsons, if so, severity ………………………………………………. 

Is patient on treatment for this ? ……………………………………………………………………. 

o) Does patient suffer from diseases of the skin ?  

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

………………………………… 

p) Any other disabling condition, not mentioned above ?  …………………………………..…… 

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

q) Is there any sign of malignancy ? …………………………………………………………………. 

Which system is affected ? …………………………………………………………………………. 

8. ANY OTHER OBSERVATIONS : 

a. Permanently bedridden ……………………………………………………………………………… 

b. Incontinence of urine or faeces ……………………………………………………………………... 

c. Is regular assistance required in respect of mobility,  dressing etc. …………………………… 

d. Is assistance required with feeding or personal hygiene ……………………………………….. 

e. Any problem with hearing ………………………………………………………………………….. 

f. Dentures  :    YES / NO             Own Teeth :   YES / NO 

g. Eye Sight ………………………….Optician ………………………………Tele.No………………. 

9.  ALLERGIES  :     Food / Drugs  ……………………………………………………………………… 

10.  PRESENT  MEDICATION : ………………………………….…………………………………………. 

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

11. GENERAL  REMARKS  ………………………………………………………………………………… 



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

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

 

 

12. PERIOD OVER WHICH I HAVE KNOWN / TREATED THE APPLICANT : 

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

 

 

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

Date :          MEDICAL  PRACTITIONER 

 

 

 

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

Name & qualifications  (in Block Letters) 

 

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

…………………………………………………………………………………………………………………… 

Telephone Numbers  : ………………………………………………………………………………………. 

e-Mail address  ……………………………………   

 

 

__________________________________________________________________________________________ 

FOR OFFICE USE ONLY : 

Recommendation on Medical Report :      APPROVED  /  REJECTED 

Date : …………………………….                        SIGNATURE : ………………………………… 

Ward No. …………………..       Bed No. ……………. 

Next of Kin to be notified in the event of Death  :  ………………………………………. 

Telephone numbers : ………………………………Date of Admission : ..………………. 

COMMENTS : …..……………………………………………………………………………………… 

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

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

 

Recommendation on Medical Report to be referred to person(s) with medical knowledge 

before being passed by selection committee for evaluation. 

 


