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TEL: 047 – 535 0703 ( FAX: 047 – 535 0317 ( E-MAIL: admin@ikhwezirehab.co.za
MEDICAL REPORT 

(NB:  TO BE COMPLETED BY A MEDICAL PRACTITIONER)

Name(s) & Surname  : _______________________________________________________

Date of birth : ______________________________________________________________

Type of disability : ___________________________________________________________

Cause of disability : __________________________________________________________

Medical history : ____________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

Family history : _____________________________________________________________
_________________________________________________________________________

1.
Chronic diseases e.g. TB, Asthma etc    ______________________________________
______________________________________________________________________

______________________________________________________________________

2.  General appearance : ____________________________________________________

______________________________________________________________________

______________________________________________________________________

3.  Weight :   _________________________    Height :  ____________________________

4.  Eyes :
Description : ____________________________________________________



Visual acquit  : 
RT: ___________________________________________






LT:  ___________________________________________

5. Ears:  _________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

6. Condition :

· Mouth :  
_________________________________________________________

· Throat :
_________________________________________________________

· Chest :
_________________________________________________________

· Heart :
_________________________________________________________

· Abdomen (e.g. hernia ) :
______________________________________________

· Spine :
_________________________________________________________

· Skin :
_________________________________________________________

· Limbs:
_________________________________________________________

7. Aids used (e.g. callipers, spectacles, hearing aids) : ____________________________

_____________________________________________________________________

8. Bladder & bowel control : ________________________________________________

_____________________________________________________________________

_____________________________________________________________________

9.  Medication : ___________________________________________________________

10.  Other (specify) : ________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

11. Does the applicant suffer from epileptic fits? ___________________________________

12  Can the attacks be controlled by medication : __________________________________

13  Are there any signs of venereal diseases ? ____________________________________

14  Are there any signs of contagious diseases ? :__________________________________

15   Do you consider the applicant to be mentally sound? ___________________________


I, (state full names) ________________________________ hereby declare that the above information to my knowledge is correct and true.

SIGNATURE: _____________________ PROFESSIONAL STATUS: _________________

ADDRESS : _______________________________________________________________

CODE : _____________________  TELEPHONE : ________________________________

DATE : ______________________
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