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Medical Assessment
For Long term Work Permits (WP), Accompanying Dependent Permits (ADP), Dependent Permits (DP), Permanent Residence Permits (PRP) ONLY


Applicant’s Note

The information in this section will help you complete this assessment. Please read the information in this section before you start to complete this assessment.
What if I submitted a medical assessment with my last application?
You may not need a new medical assessment if you have a certificate signed and dated by an approved Medical Practitioner that was submitted to the Falkland Islands Customs & Immigration Service within the last 3 years with a previous application for a permit.  If a new assessment is required, you are responsible for any fees. 

Where do I go to get my immigration medical examination?
If you live in the UK or the Falkland Islands your own General Practitioner (GP) can complete the form.

If you live outside the UK or the Falkland Islands you will need to have the form completed by an approved panel physician. Panel Physicians are Doctors who have been approved by the Falkland Islands Government to undertake this medical examination. A list of approved panel Physicians can be obtained from the Falkland Islands Customs & Immigration Service.

If you live in a country which does not have any panel Physician, a registered Medical Practitioner, preferably your own GP can complete this assessment.

Your responsibilities
· You must pay the fees for the immigration medical examination, any tests required and any postage and courier fees.

· You must tell the truth. False statements on a medical assessment may result in your application being declined, any permit granted being cancelled, and if you are in the Falkland Islands, you being required to leave the country.  It should also be noted that by not telling the truth on the form, or by giving misleading or incomplete medical details about a condition, you may become responsible for the cost of any medical treatment received in the Falkland Islands or overseas.

How do I prepare for my immigration medical examination?
· If you are mildly unwell or on a short course of antibiotics, wait until you are better before having your immigration medical examination.

· Do not have alcohol or high fat meals 48 hours before your blood tests.
· You have the right to bring a person to support you (ie Family member, interpreter) for your medical examination.

What do I bring?

· This form with sections A (except A1) and B completed (section G will be completed following your examination), and your name on top of each page where indicated.

· Valid passport or national identity document for identification.

· Four (4) recent passport photographs. Photographs must be no more than six (6) months old.

· A list of all your medications (including drug name and dosage).

· All your medical notes and reports, immunisation record, blood test results, X-rays, scans and anything else that is relevant to your health if not held by your own GP.

· Your glasses (spectacles) or contact lenses if you use them.
What to expect for the immigration medical examination?
There are three (3) parts to the immigration medical examination:
1. Medical history.

2. Physical examination
3. Urine and blood tests.

4. The medical assessment must be completed in English.

5. The medical history (section B) must be completed by the applicant and verified by the examining Doctor or delegated person. If you are not sure about an aspect of your medical history, declare it.

6. The Doctor will complete the physical examination. They will check your height, weight and mental state, hearing and vision, listen to your heart, lungs, feel your abdomen and check your reflexes, power and rest of your nervous system.

7. Some parts of the physical examination may be completed by a Nurse or Health Care Assistant.

8. You will need to provide a urine sample during the immigration medical examination.

9. You will also need to get blood tests.

Women
· Do not have your immigration medical during your period (menstruation) because blood may affect the results. Wait until your period is finished before you have your immigration medical examination.

· Women over 45 years will need to have breast examination, unless you have a report from a breast specialist, a breast ultrasound scan or mammogram no more than 12 months old.

Children
· All children including babies must have an immigration medical examination.

· Children under 16 years of age DO NOT need a blood test unless the Doctor declares it necessary or one is requested by the Falkland Islands Health Service.

What happens afterwards?
· Your Doctor has to wait for all your test results to complete the form.
· Your application form is complete only when all the test results and specialist reports have been completed and attached and the Doctor has completed all sections of the form.

· You must submit your completed immigration medical assessments, including all blood tests, and any other tests, within three (3) months of the date that the form was completed and signed by a Medical Practitioner.
· Please send the completed form to: medicals@kemh.gov.fk
· Your application will be assessed by the Chief Medical Officer.

· You may be required to get further specialist reports or tests. You are responsible for paying these.

· The Chief Medical Officer/Medical Practitioner will complete a FIG Medical Report and return it to the Falkland Islands Customs & Immigration Service.

· Your medical information may be retained by the Chief Medical Officer for use when assessing your health in the future or for audit reasons.

For more information:
If you have any questions about completing the form, please contact the King Edward VII Memorial Hospital on

+500 28005 or e-mail medicals@kemh.gov.fk
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Medical Assessment
For Long term WP / ADP / DP / PRP Applications ONLY


      Falkland Islands

	Section A
	Personal Details


Question A1 must be completed by the examining Doctor.

All other questions in this section must be completed by the applicant before the examination.
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Please complete using 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 spaces provided. The photographs must be no more than six (6) months old. Write your full name on the back of the photographs.

	A1


Examining Doctor to certify identity by placing signature and date across photograph without obscuring the likeness of the person.
             Valid photographic identification sighted? (i.e. Passport)               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 (if applicable)


	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 information may result in an Immigration permit being refused or revoked.
· If the form is for a child under 16 years of age, the examining Doctor (or a delegated staff member such as a Nurse) will complete the medical history section with the assistance of a parent or guardian.

· If you answer ‘YES’ to any question below, please give details and give the Doctor any reports, tests or other information.

Have you had or do you have any:


	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 or Endocrine illness?

  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
  YES   NO           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?

	B20


If applicable, please provide evidence of your last smear result.

	B21


If applicable, please provide evidence of your latest breast ultrasound or mammogram.

	B22


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

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	B23


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 assessment.  Please provide proof by way of a printed vaccination record from your healthcare provider.
**Compulsory for all persons completing a medical assessment 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.
	B24


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
	Physical Examination


This section must be completed by the examining Doctor who should answer all questions. Please add additional sheets of paper if you need more room. Sign, date and stamp each piece of paper.

Where abnormalities are indicated, please provide all the relevant details in the space provided and attach any existing specialist reports. If you do not have enough space, attach a separate sheet. All attached sheets must be initialled by the examining Doctor.


Was a chaperone present during the examination?
       YES

        NO

      DECLINED
Was interpreter present during the examination? 
       YES

        NO

      DECLINED

If YES, provide name and relationship to the person being examined:


	C1


Date of Examination

	C2


Height in Metres

Weight in Kilograms


BMI (Kg/m²)


	C3


Blood pressure
            
           Systolic

       Diastolic

	C4


Pulse rate and rhythm
           Normal

       Abnormal


	C5


Bruits


           Normal

       Abnormal


	C6


Peripheral pulses
           Normal

       Abnormal


	C7


Heart sounds

           Normal

       Abnormal

	C8


General appearance
           Normal

       Abnormal


	C9


Cardiovascular system
           Normal

       Abnormal

	C10


Respiratory system
           Normal

       Abnormal

	C11


Ear, nose, throat
           Normal

       Abnormal

	C12


Abdominal and

           Normal

       Abnormal
genitourinary system


	C13


Neurological system
           Normal

       Abnormal

	C14


Psychiatric status
           Normal

       Abnormal

	C15


Musculoskeletal system
           Normal

       Abnormal

	C16


Evidence of Drug taking
           YES

       NO

	C17


Breast Examination                    Normal

       Abnormal
	C18


In your opinion, is the applicant able to live independently without significant support and perform activities of daily living without assistance?
    YES


NO


Examining physician:


Arrange urinalysis for all applicants 5 years of age and over.
	Section D
	Urinalysis and Blood tests


This section must be completed by the examining Doctor on receipt of laboratory test results and urinalysis. The examining Doctor must sign and attach all the test results.
Urinalysis

· May be completed via dipstick (by examining Doctor) or via laboratory. Where dipstick results return abnormalities attach full laboratory urinalysis.

· Required for all persons (except children under 5 years of age).

· Children under 5 years of age should have urinalysis if clinically indicated, for example, a history of kidney disease of recent tonsillitis.

· Females must not undergo urinalysis during their period (menstruation).

· Repeat/follow-up laboratory urinalysis if positive blood pigments: red cells and/or test positive for protein.

	D1


Urinalysis Results

	Date of test/retest
	Protein
	Glucose
	Blood

	
	
	
	



Date






          Dipstick

         Laboratory

(Date if tested again)

Date






          Dipstick

         Laboratory

* Please attach results of ALL laboratory tests.

	D2


Blood Tests
Standard (compulsory) blood test for all applicants 16 years of age and over.


Date


Serum Creatinine

   Normal

  Abnormal

Hepatitis B Surface

   Negative

  Positive (*)
Antigen (Hep B aAg)
        *request hepatitis B antigen,




             alphafetoprotein and liver function tests.


Hepatitis C Serology

   Negative

  Positive (*)




          *request HCVRNA

HIV



   Negative

  Positive (*)




        *request with Western Blot or




             local equivalent for confirming HIV


Treponemal Serology

   Normal

  Abnormal

Full Blood Count (FBC)

   Normal

  Abnormal
* Please attach results of ALL laboratory tests.
	Section E
	Examining Doctor’s summary of findings


This section is COMPULSORY. Please provide your comments on the history and health of this applicant, especially any areas where you consider follow-up is required. Please note any further tests or investigations that you would recommend.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Recommendation:
Please consider the information provided about this applicant and refer to the Falkland Islands Chief Medical Officer if you have any queries regarding your recommendation. Based on the history, examination, and the laboratory tests you must consider whether:

· There are any significant findings (If YES, please expand/explain. Use a separate sheet or paper if required).
· There are any abnormal findings.

· There are no significant or abnormal findings.

No significant or abnormal findings.


Abnormal findings (Not significant)


Significant findings (If YES, please expand/explain. Use a separate sheet or paper if required)

	Section F
	Examining Doctor’s Declaration


This declaration must be signed and dated by the examining Doctor responsible for this examination. This declaration must be signed after the examining Doctor has sighted and considered all medical test results. 
Please read carefully before signing. Please write name and other details below.

I certify that this person has been examined by me or staff under my supervision and their identification presented has been examined to the best of my knowledge.

I certify that all tests, investigations and reports I have considered are signed by me and securely attached.


Date


Signature of examining Doctor 


Full Name


Place of examination (City/State and Country)


Postal Address


Daytime telephone number


E-mail address

_________________________________________________

Issuing Authority Stamp
GMC NO. or Equivalent professional body identifying number:

	Section G
	Declaration of person having the Medical Examination


This declaration must be signed and dated by the person being examined in the presence of the examining Doctor. A parent or guardian must sign on behalf of a child under 16 years of age. Please read carefully before signing.
· 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 understand that this declaration also applies to the laboratory test section.

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

· 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 this medical examination including laboratory tests and I also agree that I or my child will undergo, at my expense, any further medical examination/s that may be required in respect of the immigration application.

· I agree that the examining Doctor and the laboratory which complete the assessment, may release to the Chief Medical Officer any information acquired with regard to the health of myself or my child.

· 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 permit application may be refused and I may lose the right to appeal the decision to refuse this application. Any permit issued may be revoked and I may become liable for deportation. I may also be committing an offence which may be punishable by way of a fine or imprisonment.

Signature of person being examined





Date

(Of parent/guardian)

Full name of parent/guardian (if applicable)


Relationship to person being examined (if applicable)

Declaration of person assisting (if applicable)
I certify that I have assisted in the completion of this form at the request of the applicant and that the applicant understood the content of the form/s and agreed that the information provided is correct before signing the declaration.


Signature of person assisting applicant





       Date


Full name of person assisting

Declaration of examining Doctor
Signature of examining Doctor





       Date      Date

Full name of examining Doctor
Declaration of person taking blood
I certify that I have confirmed the applicant’s identity in terms of papers, photographs and appearance.

Signature of person taking blood





       Date


Full name of person taking blood










(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. (No. per day if still a smoker)





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





If YES, please give details.





If YES, please give details.





Date?  Please attach a copy of your latest result.





Please tick if attached





Please give details.





Please give details.








Please give details.








Please give details.








Please give details.








Please give details.








Please give details.








Please give details.








Please give details.








Please give details.








Please give details.








Please give details.








If YES, please give details.








Please give details.








If NO, please give details.








Please give details.








Please give details.








Please give details.








Please give details.








Please give details.








Please give details.
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