	MEDICAL REPORT (Completed by Applicant)  

	1. Present Status
(a) Do you currently use any drugs for the treatment of a medical condition? (Give name & dosage.)
(  ) No   (  ) Yes >> Name of Medication (                      ), Quantity (               )
(b) Are you pregnant? (Female only)
(  ) No   (  ) Yes >> (              months )
(C) Please indicate any needs arising from disabilities that might necessitate additional support or facilities.
(                                                                                  )
Note: A disability does not lead to dismissal or exclusion from the program. However, upon the situation, you may be directly inquired by the KOICA official in charge for a more detailed account of your condition.

2. Medical History

(a) Have you had any significant or serious illnesses? (If hospitalized, give place & dates.)
	Past:
	(  ) No
	(  ) Yes>>Name of illness (                ), Place & dates (                    )

	Present:
	(  ) No
	(  ) Yes>>Present Condition (                                                  )


(b) Have you ever been a patient in a mental hospital or have been treated by a psychiatrist?
	Past:
	(  ) No
	(  ) Yes>>Name of illness (               ), Place & dates (                    )

	Present:
	(  ) No
	(  ) Yes>>Present Condition (                                                  )


(c) High blood pressure
	Past:
	(  ) No
	(  ) Yes

	Present:
	(  ) No
	(  ) Yes>>Present Condition (             ) mm/Hg to (               ) mm/Hg


(d) Diabetes (sugar in the urine)
	Past:
	(  ) No
	(  ) Yes

	Present:
	(  ) No
	( ) Yes>>Present Condition (                                                   )

	Present:
	(  ) No
	Are you taking any medicine or insulin?    
	(  ) No
	(  ) Yes


(e-1) Past History: What illness(es) have you had previously?
	(  ) Stomach and Intestinal Disorder
	(  )Liver Disease
	(  ) Heart Disease
	(  )Kidney Disease

	(  ) Tuberculosis
	(  ) Asthma
	(  )Thyroid Problem
	 

	(  ) Infectious Disease >>> Specify name of illness (                                                 )

	(  ) Other >>> Specify (                                                                            )


(e-2) Has this disease been cured?
	(  ) Yes
	(  ) No (Specify name of illness) :

	(  ) Yes
	Present Condition: (                                                                     ) 


I certify that I have read the above instructions and answered all questions truthfully to the best of my knowledge.
Date:                                               Signature of Applicant:                        
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