
APPLICATION FOR AN AMARO TAN SCHOLARSHIP
HEALTH CERTIFICATE


Health Certificate / Medical Attestation (TO BE FILLED OUT BY A CERTIFIED DOCTOR)
*Please fill in this form clearly and legibly in block letters!

1. Information on the applicant

Name: ___________________________		Surname: __________________________

Birthday: _________________________		☐ Male      ☐ Female     ☐ Diverse    

Address: ____________________________________________________________________

High in cm: ____________ Weight in kg: __________.  Arterial blood pressure (mm/Hg): __________________

Resting heart rate: _____________		Heart rate after 15 squats: _____________

2. Does the applicant suffer or has s/he suffered from any from the following diseases?	
	
	No
	Yes
	If yes, what kind of medication is S/he taking? (please detail in point 4)

	Allergies
	
	
	

	Belly, Urinary passages
	
	
	

	Locomotor system
	
	
	

	Bronchial asthma
	
	
	

	Diabetes
	
	
	

	Venereal Diseases
	
	
	

	Skin 
	
	
	

	Hepatitis
	
	
	

	Heart, bloodstream
	
	
	

	Stomach, intestines 
	
	
	

	Neurological
	
	
	

	Mental or emotional disorders
	
	
	

	Rheumatism 
	
	
	

	Thyroid
	
	
	



3. What vaccination does the applicant have?
	Name of the vaccination 
	No
	Yes
	Date of the vaccination 

	Yellow Fever
	
	
	

	Cholera
	
	
	

	Hepatitis A / B
	
	
	

	Hydrophobia
	
	
	

	Tetanus, diphtheria, pertussis
	
	
	

	Polio – oral vaccination
	
	
	

	Typhus
	
	
	

	Measles, mumps, rubella
	
	
	

	COVID-19 (please specify what kind of vaccine it is)
	
	
	



4. What other treatment is needed or planned? (Please also specify the medication)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5. If the applicant has already had a treatment, were there any particular findings? If yes, specify them and send a scan of the findings:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6. If pregnant: when is the expected due date? ____________________

7. Overall health evaluation of the applicant: 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature of the doctor and stamp: ________________________________________

	Place and date: 
	

	Name of the doctor:
	

	Name of the clinic / hospital:
	

	Address: 
	

	Email Address and telephone number of the doctor:
	




