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Medical

Self-Declaration
For less than/equal ( ≤ ) 9 months permit


You are applying for a short-term (less than 9 months) work / visitor’s visa to enter the Falkland Islands.  To enable you to enter the Islands, the Falkland Islands Government requests that you complete the attached medical form, which will be reviewed and assessed by the Chief Medical Officer here in the Islands prior to any permit being issued.

It is essential that you answer all the questions with honesty, and ensure that you give as much information about any medical conditions as possible.  Failure to answer these questions fully, or not disclosing your complete medical and dental history, may lead to any medical insurance policies or Immigration permits relating to you becoming null and void, and your removal from the Falkland Islands.

Prior to coming to the Islands you must have appropriate medical insurance in place to ensure you are covered in the event of you needing medical or dental treatment or emergency medical evacuation from the Islands.  This insurance policy should be to the value of $2million USD and valid for the entire duration of your planned stay.
Please note, that even with a robust medical insurance policy in place, the Falkland Islands Health Services, medical and dental, have limited and restricted services.  There are certain medical and dental problems and conditions that cannot be managed or treated in the Islands, even if that condition or problem is currently well managed and stable.  

The list of problems and conditions that cannot be managed in the Islands is not exhaustive, but does include:

· Severe kidney disease

· Most types of cancers

· Haemophilia – or other complex blood disorders

· Severe osteoporosis

· Relapsing or remitting / complex neurological disorders

· HIV infection

· Severe / chronic cardiac condition

· Severe / chronic lung disease
· Severe Obesity

· Serious Mental Illness

· Serious Dental decay or advanced gum disease

· Problems related to Dental implants or fixed orthodontic appliances (braces)
If you suffer with a condition that could be included in the list above, or another condition that you think might fall into a category that is complex and would require specialist care to treat, please contact the King Edward VII Memorial Hospital (KEMH) to enquire and we will be happy to guide and advise you accordingly.

If you are taking any medication it is advisable to bring enough to last you while you are visiting the Islands.  We do have a pharmacy that is well stocked, however our supply lines are limited and we cannot easily order in new drugs.  If we stock your medication you can buy it from us, however it might be the case that we do not hold the particular type of medication you currently use.  If an alternative is available, you will be offered this, however it is advisable to bring all your medications with you in quantities that will ensure you do not run out during your stay on the Islands.  Should you require any further information about the medicines we stock here, please contact the KEMH.

For more information:
If you have any questions about completing the form, please contact the KEMH on

+500 28005 or e-mail medicals@kemh.gov.fk
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Medical Self-Declaration
For less than/equal ( ≤ ) 9 months permit


	Section A
	Personal Details


All questions must be completed by you, giving as much detail as possible.  Please note, that by not telling the truth on the form, or by giving misleading or incomplete medical and dental details about a condition or problem, you may become responsible for the cost of any medical or dental treatment received in the Falkland Islands or overseas.  Also, your medical insurance might become invalid.
All questions in this form must be completed by the applicant.
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Please use black pen and write clearly in English using CAPITAL LETTERS. Illegible forms will be returned for clarification. Tick (        ) or fill in all boxes.

Attach two (2) recent passport-size colour photographs of yourself in the space provided. The photographs must be no more than six (6) months old. Write your full name on the back of the photographs.


	A1


Valid photographic identification?               YES
           NO

	A2


Applicant name as shown in passport:

Family / Last Name


             Given / First Name


	A3


Other names you are known by


	A4


Full home address


             Telephone (Daytime)





E-mail

 

	A5


Gender
              Male
             Female


       Date of Birth   _____  /  _____  /  _______









          Date            Month               Year


	A7


Country of Birth





       Country of Citizenship

	A9


Numbers of Children born to applicant
	A10


List all countries you have lived, studied or worked in for three (3) months or more in the last five (5) years

	A11


Employer in the Falkland Islands

	Section B
	Medical History


Applicant:

· Please complete in as much detail as possible. It is essential that you answer these questions honestly and with as much detail as possible. Failure to disclose important or relevant medical or dental information may result in an insurance policy becoming null and void.
· If you answer ‘YES’ to any question below, please give details including any reports, tests or other information.

Have you had or do you have any:

MEDICAL


	B1


Prolonged or repeated hospital

  YES
           NO
admission and/or any surgery?


	B2


Heart or lung condition?

  YES
           NO


	B3


Kidney bladder condition?

  YES
           NO


	B4


Diabetes?



  YES
           NO

	B5


Neurological condition, hearing

  YES
           NO
or vision problems?


	B6


Physical, intellectual or


  YES
           NO
development condition?


	B7


Gastrointestinal condition?

  YES
           NO


	B8


Psychiatric (mental)


  YES
           NO
problems or addiction?


	B9


AIDS, Hepatitis B, Hepatitis C,

  YES
           NO
Syphilis, or positive HIV tests?


	B10


Tuberculosis (TB), treatment for

TB and/or household and/or

  YES
           NO
             occupational contact with

             someone with TB?


	B11


Muscle, bone, skin, hereditary

  YES
           NO
or autoimmune condition?


	B12


Cancer, malignancy or organ

  YES
           NO
transplant? When?

	B13


Government assistance for

medical, health disability

  YES
           NO
             reasons?


	B14


Any treatment or therapy?

  YES
           NO


	B16


Do you or have you ever smoked? 
  YES
           NO


	B17


Do you consume alcohol?

  YES
           NO


	B18


Are you pregnant?


  YES
            NO
	B19


Any other conditions/treatment       
   YES                 NO
not already declared above?
DENTAL

	B20


Do you suffer with regular dental pain?             YES              NO
	B21


Are you aware of any decay, recurrent infection, or other 

outstanding treatment, not yet treated or resolved?
                                                                                                 YES            NO

	B22


 Any history of gum disease? If yes, how often

 are you required to attend treatment?              YES            NO
	B23


Do you have any dental implants? If yes, have you ever been                                 
advised of gum or bony disease around the implants?
                                                                                                 YES            NO

	B24


Do you have fixed orthodontic braces fitted?            
Will these be in place on arrival?                          YES            NO  
	B25


Do you have any other condition that we need to know about? 

YES
            NO



	B26


Height



Weight


BMI


Blood Pressure
	B27


List all medications and doses (Excluding contraceptive)
	Drug Name
	Dose
	Quantity
	Frequency

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	B28


Vaccination Status

	Vaccine
	Date given (if given)
	Date Boosters given

	Diphtheria, Tetanus, Pertussis*
	
	

	Polio*
	
	

	Measles, Mumps, Rubella*
	
	

	BCG**
	
	

	Hib
	
	

	Hepatitis B
	
	

	Meningitis C
	
	

	Typhoid
	
	

	Yellow fever
	
	


*Compulsory for all persons completing a Medical Self-Declaration.  Please provide proof by way of a printed vaccination record from your healthcare provider.

**Compulsory for all persons completing a Medical Self-Declaration from any country not on the Countries, Areas and Territories with a low incidence of tuberculosis (TB) list, if your Doctor cannot certify that you have a BCG scar.

	B29


Family history: Please complete the table below detailing relationship, age and state of health of your parents, brothers and sisters. If any are deceased, please specify the age at death and cause of death.

	Relationship

(ie Father, Sister)
	Age
	State of Health

(If not good, please state reason)
	Cause of Death (If deceased)

(Please provide full details)
	Age at death

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Section C
	Declaration from Person completing this form                                     S.V03


This section is to be completed by the applicant.

Personal Details


	C1


Surname


	C2


First Name/s


	C3


Gender

Male

Female

           Date of Birth
	C5


Full name of parent/guardian (If applicant is aged 16 years and under)


	C6


Country of Birth





      Citizenship


	C8


Passport Number




      Marital Status

	C10


I am also a citizen, or used to be a citizen of

	C11


Home Address






Telephone








E-mail

	C12


Please state the length of stay in the Falkland Islands (Max 9 months)

	C13


Present occupation
· I understand the notes and questions in Section A and B of this form and I declare the information given about me is true, correct and complete.

· I declare that I will inform Falkland Islands Immigration of any relevant fact or any change in any circumstance that may affect the decision on my application due to my health circumstances.

· I authorise the Falkland Islands Chief Medical Officer to make any enquiries they deem necessary in respect of the information provided on this form and to share this information with other Government agencies (including overseas agencies) to the extent necessary to make decisions about my immigration status.

· I undertake to pay the fees for any further medical examination including laboratory tests and I also agree that I will undergo, at my expense, any further medical examination/s that may be required in respect of the immigration application.

· I understand that if I make any false statements or provide any false or misleading information, or if I change or alter this form in any material way after it has been signed, my application may be refused and I may lose the right to appeal the decision to refuse this application. I may become liable for deportation. I may also be committing an offense the penalty for which may be a fine or imprisonment.

Signature of person completing this form


       Date










(Photograph)





If YES, please give details.





If YES, please give details.





If YES, please give details.





If YES, please give details.





If YES, please give details.





If YES, please give details.





If YES, please give details.





If YES, please give details.





If YES, please give details.





If YES, please give details.





If YES, please give details.





If YES, please give details.





If YES, please give details.





If YES, please give details.





If YES, please give details – Number per Day if still smoker; or How long ago if no longer a smoker





If YES, please give details (Units per week).





If YES, please give details.





If YES, please give details.





If YES, please give details. Has it been assessed by a dentist?





If YES, please give details. Will it be resolved before arrival in the Falklands?





If YES, please give details. How often do you attend treatment?





If YES, please give details.





If YES, will these be in place on your arrival in the Falklands?





If YES, please give details.














(Photograph)





C4





C71





C9
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