=rfereaT st i€ / MEDICAL EXAMINATION REPORT - 2026
(FTRTE A0l A’ & st et stfeerrd gy s & ST )
To be issued by a Government Class ‘A’ Registered Medical Practitioner)
i fawer (Frameff grer 9= 9T 8)
PERSONAL HISTORY (to be filled by student)

1. 9™ /Name et
2. ATar-foqr/stsaras w1 9

Parent / Guardian’s Name e
3. TAUTT TAT /Present @dadreSS & ..oonoeeneee e

FE/Student’s........cooooeiiie AqTaT-fodT/Parent’s. ...
5. OSIRTOT HEAT/REGISAtion NO & .....uvniii e
6. <mET/ Branch e e
7. sg/ Age Do a9 /Years........ HTZ/Months
8. fofir/ Sex L e,
R LA R Ll Fo 1 R e o B 1 = 0 1§ T

(& faer, e a7 S=At=r=) /ldentification Mark of the Body (if any)
(This can be a mole, scar or birthmark)

10,378 T SET/AET TRAIRTET 1
(Tt FIE g3 21 ar) /Major illness / Surgery, if any
(Frari/eren f=rfereaT &1 fA==or §)/ (Specify nature of illness / Surgery done)

f~rfeheaT wwTor =1/ MEDICAL CERTIFICATE
fArferfera ferEer 9oft v % gstisha s gy e = & 2 937 ST 2l

The following are to be filled by the Class ‘A’ Registered Medical Practitioner conducting

the medical examination

1. FAT MHeight:.......ooooooii qHT /em
2. 7o [ Weight:........ooooeeeeiin, =T /kg
3. 7@ f=fhcar gaeft faaor /Past medical history
a) *ATATEE TRT (AT BT AT, AT =) oo
*Mental Disease (if yes furnish details)
b) TR & G /EPIEPHC FitS. .. ceev et
4. Zrdt /Chest
a) T & 997 /Inspiration................ HEHTET /om
b) *aTe BI=d 79T / Expiration................ HEMTET /ocm
5. T I/ Blood Group...........ccocevveiiinnnnns
6. AT/ Hearing........cocooviviiiiiiins
7. 3MS (=eH & |11 1 f&47) /Vision with or without glasses
a) arfa+T it /Right Eye............... b) aTE i@ /Left Eye........covvvvvneeeeenn.,

c) aurigrar /Color Blindness............ d) = {9 /Unicolor......on..........



8. *a9+ 9= /Respiratory system..................
9. df3rT @/ Nervous system......................
10. @T /Heart ...
a) FTHT g&d &aat / Sounds........ccceeeeeeennn....
b) &= # T\ A= / Murmur
11. 9= / Abdomen
a) Tha /Liver.........oooeiiiii,
b) wigT/ Spleen..............cceve.....
c) gf=a« f& / Hernial orifices.........................

d) gregrEie / Hydrocele.....................
13. =T FIs <% / Any other defects

FIAT Tt faweT 9 fe fRre @vmd / Please put Tick Marks

a) fRetfia smdifies Ty aet #1 @1 F2aT € &7 s oS v & # yaer F oo an
(FIT) 21/ fulfils the prescribed standard of physical fithess and is FIT for admission
to IIST.

b) et oI FaTe=a ATa! &l T q5! FAT g i< HHferiagd Il & HI0 T4 %
forT sreamft =9 & s (UNFIT) 81/ does not fulfil the prescribed standard of
physical fithess and is temporarily unfit for admission due to following defects.

rTereaT stfaaTeT & gearers ITHIGTY & geaTedy
Signature of the Medical Officer Signature of the Candidate
QA / FullName...........oooiiine

f=rfeheaT dsfisneor 5ea1 / Medical Registration No............

At/ Date........oeeeeeeeeiee

FEIATA/FRTI T Hige / Hospital/Office Seal



ASAS AT § T3 & guy RfewaaT afFam F gy 7 grat F g sy

Instructions to students regarding medical procedure at the time of admission to IIST

TTHTT T / GENERAL EXPECTATIONS

STHIEAT T I T2 =1 g [T A1- U, gy = 7,

Candidates should have good general physique, in particular,

a) TIAT FT ATT 70 FEHET T w7 TEF 24T ATRY, ¥ 376 e i "= 7 e
TATISTHF BIAT AT
Chest Measurement should be not be less than 70 cm, with satisfactory limits of
expansion and contraction

b) 3P AT T AUl T M2 & AW §, a1 =1 AtEi | 6/9 AT Jga< At | 6/6 T6 31T
FT AT 7T ST =TT
Vision should be normal. In case of defective vision, it should be corrected to 6/9 in
both eyes or 6/6 in the better eye.

C) TAT FT AHAT ATHT AT ATRU| TS FA T &A9AT ¥ T g, AT ITHT AT a1 ST
Sl
Hearing should be normal. Defective hearing should be corrected.

d) T T FEST § FlE AMHAAT Aol T ATRU
Heart and lungs should not have any abnormality.

e) fadt oft werre Y wfae SwTd a7 faft & < sfagme =gt g =R
There should be no history of mental disease or epileptic fits.

f) aft srasas Hwrror TE FET AT F AT ITRT THI SUGH AL 2, A SO H g0
1 Y T s ) K W O 5 K e T L 2 G D O K L B O 1 s B T
srfaret 2
If the required vaccinations are not taken or proper documents to support vaccination
status not available, Student should undergo immunization schedule in full and
furnish the certificate in the enclosed format signed by Civil Surgeon/Medical Officer
of a Government Hospital(Mandatory)

g) =TT SHTOT 957 qAT ERTeh<or STHIT 9, T & o seeeuadr Hihedr &g § Jeqd
FIAT AT B

Medical certificate along with vaccination certificate must be submitted at [IST

Medical center at the day of admission while doing medical briefing.



Heqa ST et / RECOMMENDED VACCINATION SCHEDULE

1) &= (e aie) / Varicella ( Chicken Pox )
5 sfrat &1 aeer o afe 1 got & A1 RIgid SHaT 21 Agl oREMET 8, 3w 4 9978
% ST ¥ 2 G o1 g1t For those who have not had Chicken Pox or the vaccine,
2 doses of the vaccine with an interval of 4 weeks between the doses.

2) Wif¥rew, 7w ue Faear / Measles, Mumps and Rubella :

ST Foheliel &1 THUHST Jafie il a7 G0 Al (Wl g, I 4 T8 & a0 9% 2 GIOh
=T g / Adolescents who did not receive the two-shot course of MMR vaccine,
should receive 2 doses 4 weeks apart.

EraTeR<er 91O 95 /CERTIFICATE OF VACCINATION
(STreT % TR T haT ST 8 )
(TO BE SUBMITTED AT THE TIME OF JOINING)

Z1h T AT CAEAEAUIKCIR I SiFe? & AT Ud Tt
Name of Vaccine Date of Vaccination Doctor's Signature along with seal
UH TUH AT
MMR
IREGRIE::]
Chickenpox
I - STHTEATY % ZEATeAY
Place Signature of the candidate

fafer / Date :



RS | RS a1 ] e R o I e e s L I 1 L e B R D R
fifsa g= aur = st Tt Tarsdi w AeRr g |

DECLARATION TO BE SUBMITTED BY THE PARENT AND STUDENT REGARDING
DISEASES/ALLERGIES SUFFERED & MEDICINES BEING ADMINISTERED BY THE

STUDENT
H TAET =0 Far g / At g o A T/ A T/ T e EIEl
R 1 1 HTAF [ FTTRAL T T ST FTITT ooy
Mo Tersit AT e SATAr F TET g 3T Srg A Srodatad aareai < T Tl 8l
I hereby declare that my son/daughter Shri./ Ms
................................................................... of Undergraduate / Postgraduate /
Ph.D Course iN......coooiiiiiii e, SC NO. i is

suffering from following allergies/ diseases and the given medicines are being
administered.

S, a1 T F9T - If9 AT | Z@r o '

FHE o ZAT T ATH | st e ERIEL
] , Name of the Price of the medicine Purpose for
Name of allergies/ . L
No. . medicine per tablet/ per bottle | administering
diseases .
etc the medicine

ATAT-TaaT/sTTremas & geare? / Signature of the parent/guardian:
ATaT-foar/srfarsmas 1 919/ Name of the parent/guardian
T % geareA¥ / Signature of the student

I T 919 / Name of the student

are / Date:







