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Question @ must be completed by the examining physician or delegated staff.

All other questions in this section must be completed by the applicant before

the examination.

please use a black pen and write neatly in English using CAPITAL LETTERS. lllegible forms

will be returned for clarification.
Tick or fill in all boxes.

Examining physician (or delegated staff member): certify identity by placing signature

and date across photograph without obscuring the likeness ofthe person'

I VatiO photographic identification sighted? (for example, passport)

Type of identity document:

I Original passport tr Certificate of identity fl Retugee travel document tr National lD card with photo

ldentitV document number:l I

lssuing country:

Date of issue: lu r * r,,o r*,,, r, r,,.' r'ul Date of expiry : I ,, , ,r ,, ,u , ,n ,

@ nppticant: name as shown in identity document

Family name

Given name:

Title:I Mr I tutrs E vs tr wtiss I or I otner (specify)

!l C"no.r. L--r iulate L--r Femaie @ o"a" of otrcn I u r ir rNt rr.1 lr y I r r { | v 
I

@ countvofbirth

Contact address:

and/or personal email address: 
I
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@ wni.n visa category are you applying for a visa under:

Temporary

E visitor

n student

tr Worker with iob offer

E Worker without iob offer

Residence

I st<illed/gusiness

I Pacific Categories

tr Family

E Humanitarlan UNHCR

n Humanitarian other

Work to Residence

E Worker

! Famity of a worker

@ f t Vo, are applying under the Temporary - Worker with a iob offer, Residence - Skilled/Business or Work to

- Residence - Worker categories detail your intended occupation:

@ Ho* long do you intend to stay In New Zealand:

Ll Less than 5 months n s -'12 months I rz - 24 months I trltore than 24 months
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Applicant:
. you may complete the medical history section yourself and dlscuss your history wlth your examining

physician, or your examining physician may complete the medical history section wlth your assistance.

. lf this health examination is for a child under r8 years of age, the medical history section must be completed

by a parent or guardian, or the examining physician with the assistance of a parent or guardian'

. lf you answer ,yes'to any question, please give details and give the physician any reports' tests or

other information.

Examining physician:

lf the medical history section has been completed before the examination begins, you must confirm each of the answers

with the applicant. Do not assume that the applicant has understood the qUestions.

Etto I ves Givedetaits 
I

INo I ves civedetaits | |

ENo E Yes Gtvedetaits | |

E Oo you suffer, or have you ever tr Uo E yes Give detatts
r 

suffereo, from a psycnotogrcal

or psychiatric disorder (including

maior dePression, biPolar
disorder or schizoPhrenia)?

Have you ever had an abnormal E No I yes Give detaits

or reactive HIV blood test?
tl

f,H Utu" you ever had an abnormal I No tr yes Give detaits 
I

- ot. reactive HePatitis B or
Hepatitis C blood test?

Have you ever been diagnosed
with Tuberculosis (TB)? Have

vou ever had to take treatment
for TB?

Have you ever been in close
contact at home with a Person
known to have TB?

Have you ever had Prolonged
medical treatment and/or
repeated hospital admissions
for any reason, including
a major operation or
psychiatric illness?

E Oo you have diabetes?

Eil oo you have a heart condition

- 
including coronary disease,
hypertension, valve or
congenital disease?

Do you have a blood condition
(including thalassemia)?

Do you have bladder or
kidney problems?

E ?;;:lj:;ilffx:r':"1ffi' 
rt'to r ves Givedetaits

last 5 years?

tlE tto E Yes Gtve detaits

Itrto tr Ves Givedetails

IEuo E Yes Givedetaits

IINo I Yes Givedetaits 
I
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Do you have an ongoing
physical or intellectual
disability affecting Your
current or future abilitv to
function independentlY or
be able to work full-time
(including autism or
developmental delaY)?

Do Vou have an addiction to
drugs or alcohol?

Are you taking any prescribed
pills or medication (excluding
oral contraceptives, over-the
counter medication and
natural supplements)?

Do you have a hereditary
or autoimmune condition

Do you have a neurological
condition, including having had
a stroke or multiple sclerosis?

Do you have anY significant
family health historY?

Are you pregnant? What is the
expected date of delivery?

Etto I Yes Givedetaits I I

Ino I yes Gtvedetaits I I

Itto [lves I I

Give details of duration, dose,

quantity and frequencY

Iruo tr Yes Givedetaits 
I

Itto tr Yes 1ivedetaits

Etto E Yes Givectetaits I

Eruo E Ves Givedetatts | ,

Examining phYsician:

I ltravediscussedtheapplicant'smedical historywiththeapplicant(ortheapplicant'sparentorguardianif
they are under 1 8 Years of age).

Physician's comments (if anY)
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