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CERTIFICATE OF EALTH
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History of Past Illness
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Please comment on condition of applicant’s lungs, using X-ray examination.
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Please describe in detail if you find any disease including any chronic illness or physical handicaps.
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The overall physical condition of the applicant is
5 B 0 K]
|:| Excellent |:| Good |:| Fair |:| Poor

ES T El

Name of Physician
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