Current Address: o 4ion92 Calle 28Pte.

Date of Birth: ..09/15/1957.......... Age: BB . ... ...
Have you e

1. | Psychiatric Illness/Mental Disorder
2. | Tuberculosis
3. | Blood Coughing
4. | Asthma '
5. | Appendicitis L s s
6. | Diabetes on | let /.'":-1 Lf/ii; Y . _ _ _
7. | Cramp . ] mOMiA oF B euisy Yes |:| No
8. | Infection Pressure High/Low Yes |:| No
9. | Epileps es No [V || 21. | Slipped Disc or Back Pressure | Yes |:| No
10. | Rheum r Swelling Yes |:| No
11. | Stomac : ondition/Angina Yes |:| No
12. | Problems with use of any Limbs Yes |:| No

If you have bee est? NEGATIVE

If you have bm of your test? Send us the scan copy.
Have you ever had any specialist or Hospital Tnvestigation X-ray or E.C.G? Yes

Is any such investigation pending? If so please specify: No
' No

Have you suffered an injury? If so'plege sp’ec-if);:

Have you had any Specialist advice in few years ago: No

Have you had any time off through illness/injury in the past few years: Yes

Do you feel in good health?fYes No

Do you some? Yes No if yes, how long do you smoke:

Are you on a Special Diet? If yes, state Dietary requirements:

Are there is any food you must avoid: Yes If yes, mention them:





