Hh Po-0r 22 AR hALh

A
ZAK INTERNAL MEDICINE SPECIALITY CLINIC
+251900454700/+251911213854
- —
7 Name [FASINA HUSTN ABOULE 7] Age [pe it
Nationaliay [Lthiopsan 7 | passport No. [EP7183106 jJ__
DOB [o5-Oct 58 ] Sex [rea. )
Pa\spon ixsue Date [06/01/2025 ‘J Widowed
E;]hﬂmrnd EZ]yﬂﬂ. [:]Dwonsd [:]
’l g aﬂ!{ —:l Job Ntle [}Toum Maid __l
- m\ w bR r—
D Vital .D.“ ( k l—J
I~ bnorma
5-@06 Pressure - Wm :\ J [Height 51 | [Fce [ / [pormal | {abno
‘"5’«. un\ \x\\ Q vision  |RT |6 Lt |6/8
T I > o Y . L [ AN (A el
SECTION 3: Clinical Examination/Lab Investigation
Clinical Examination L
General appearance NAD Extremities NAD
Respiratory System NAD Hernia NAD
Cardio-vascular system NAD Varicose Veins None
Skin NAD
CNS NAD
Psychiatry Normal
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| hear by permit ZAK Internal Medicine Speciality Center and the undersigned physician to furnish such nformation
the company may need pertaining to my health status and other pertinent and medical findings and do hearby
release them from any and all

legal responsibility by doing so | also certify that my medical history contained above IS true and any false statement will disqualify
me from my employment benefits and claims.
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