Ministry of Education, Youth and Sports of the Czech Republic

Department for International Relations
Karmelitská 7, 118 12 Prague 1, tel.: +420 234 811 537, fax: +420 257 193 397

MEDICAL CERTIFICATE

Name and surname of the applicant:

Date of birth:

Address:

1) Is the applicant’s health condition at the time this medical certificate is issued such that it will not deteriorate in relation to intensive studies abroad?

2) Did the applicant suffer/Does the applicant still suffer from any of the diseases given below; if so, please write down the exact diagnosis, period and development of the disease.

a) Tuberculosis – please state the results of chest X-rays no older than 6 months*)
b) Typhoid fever; if yes, please state when bacilli-carriage tests were performed and what their result was

c) Sexually transmitted infections

d) Mental disorders

e) Severe cardiovascular system diseases including heart disease

f) Severe respiratory system diseases including chronic pulmonary disease

g) Severe gastrointestinal system diseases including liver disease

h) Severe urinary and reproductive systems diseases

i) Any other diseases that require systematic medical monitoring or treatment (e.g. diabetes mellitus, attacks or seizures, neoplasms, etc.)

j) Other remarks of the medical doctor:

Date:





Signature of the medical doctor:







Name of the medical doctor:







Address:







Stamp of the medical doctor:

*) Please write down the results in words and do not enclose X-rays!

