REPORT OF MEDICAL EXAMINATION�
�
Applicant Must Complete This Page�
�
PLEASE PRINT�
�
1.  Application For:�
2.  Last Name�
First Name�
Middle Name�
�
�
� FORMCHECKBOX ���
Micro-Gravity Flight�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
3.  SSN�
4.  Address (Number/Street)�
City�
State/Country�
Zip Code�
Telephone No.�
�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
(�
� FORMTEXT ��     ��
)�
� FORMTEXT ��     ��
�
5.  DOB�
6.  Color of Hair�
7.  Color of Eyes�
8.  Sex�
9.  Occupation�
10.  Employer�
�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
11.  Do you Currently Use Any Medication (Prescription or Nonprescription)?�
�
�
� FORMCHECKBOX ���
Yes�
� FORMCHECKBOX ���
No�
If yes, give name, purpose, dosage, and frequency.�
�
� FORMTEXT ��     ��
�
12.  Medical History -�
Have you ever had or have you now any of the following?  Answer “yes” for every condition you have ever had in your life.�
�
Yes�
No�
Condition�
Yes�
No�
Condition�
Yes�
No�
Condition�
�
a.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
Frequent or severe headaches�
i.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
Stomach, liver, or intestinal trouble�
q.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
Motion sickness requiring medication�
�
b.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
Dizziness or fainting spell�
j.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
Kidney stone or blood in urine�
r.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
Military medical discharge�
�
c.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
Unconsciousness for any reason�
k.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
Diabetes�
s.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
Medical rejection by military service�
�
d.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
Eye or vision trouble except glasses�
l.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
Neurological disorders; epliepsy, seizures, stroke, paralysis, etc. �
t.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
Rejection for life or health insurance�
�
e.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
Hay fever or allergy�
m.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
Mental disorders of any sort depression, anxiety, etc.�
u.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
Admission to hospital�
�
f.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
Asthma or lung disease�
n.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
Substance dependence or failed a drug test ever, or substance abuse or use of illegal substance in the last 5 years�
v.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
Other illness, disability, or surgery�
�
g.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
Heart or vascular trouble�
o.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
Alcohol dependence or abuse�
�
�
�
�
�
h.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
High or low blood pressure�
p.�
� FORMCHECKBOX ��


�
� FORMCHECKBOX ���
Suicide attempt�
�



�
�
�
�
Explanations:�
�
� FORMTEXT ��     ��
�
13.  Visits to Health Professional Within Last 3 Years.�
� FORMCHECKBOX ���
Yes (explain below)�
� FORMCHECKBOX ���
No�
�
�
Date�
Name, Address, and Type of Health Professional Consulted�
Reason�
�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
-NOTICE-�
�
Whoever in any matter within the jurisdiction of any department or agency of the United States knowingly and willfully falsifies, conceals or covers up by any trick, scheme, or device a material fact, or who makes any false, fictitious or fraudulent statements or representations, or entry, may be fined up to $250,000 or imprisoned not more than 5 years, or both.  (18 U.S. Code Secs. 1001; 3571)�
�
Signature of Applicant�
Date�
�
�
� FORMTEXT ��     ��
�
JSC Form 8500 (Rev Jan 98) (MS Word Sep 97)�
�
�



Report of Medical Examination Must be TYPED.�
�
14.  Height (inches)�
� FORMTEXT ��     ��
15.  Weight (pounds)�
� FORMTEXT ��     ��
�
CHECK EACH ITEM IN APPR. COLUMN�
Normal�
Abnormal�
CHECK EACH ITEM IN APPR. COLUMN�
Normal�
Abnormal�
�
16.  Head, face, neck, and scalp�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
28.  Vascular system (Pulse, amplitude and character, arms, legs, others)�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
17.  Nose�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
29.  Abdomen and viscera (Including hernia)�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
18.  Sinuses�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
30.  Anus (Not including digital examination)�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
19.  Mouth and throat�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
31.  Skin�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
20.  Ears, general (internal and external canals:  Hearing under item 49)�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
32. G-U system (Not including pelvic examination)�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
21.  Ear Drums (Perforation)�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
33.  Upper and lower extremities (Strength and range of motion)�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
22.  Eyes, general (Vision under items 50 to 54)�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
34.  Spine, other musculoskeletal�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
23.  Ophthalmoscopic�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
35.  Identifying body marks, scars, tattoos (Size & location)�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
24.  Pupils (Equality and reaction)�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
36.  Lymphatics�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
25.  Ocular motility (Associated parallel movement, nystagmus)�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
37.  Neurologic (Tendon reflexes, equilibrium, senses, cranial nerves, coordination, etc.)�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
26.  Lungs and chest (Not including breasts examination)�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
38.  Psychiatric (Appearance, behavior, mood, communication, and memory)�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
27.  Heart (Precordial activity, rhythm, sounds, and murmurs)�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
39.  General systemic�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
NOTES:  Describe every abnormality in detail.  Enter applicable item number before each comment.  Use additional sheets if necessary and attach to this form.�
�
� FORMTEXT ��     ��
�
40.  Hearing�
Right Ear�
Left Ear�
�
Right Ear�
Left Ear�
�
�
�
�
Audiometer �
500�
1000�
2000�
3000�
4000�
500�
1000�
2000�
3000�
4000�
�
Voice Test�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
Threshold in Decibels�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
41.  Distant Vision�
42.  Near Vision


�
43.  Color Vision�
�
Right�
20/�
� FORMTEXT ��     ��
Corrected to 20/�
� FORMTEXT ��     ��
Right�
20/�
� FORMTEXT ��     ��
Corrected to 20/�
� FORMTEXT ��     ��
�
�
Left�
20/�
� FORMTEXT ��     ��
Corrected to 20/�
� FORMTEXT ��     ��
Left�
20/�
� FORMTEXT ��     ��
Corrected to 20/�
� FORMTEXT ��     ��
�
�
Both�
20/�
� FORMTEXT ��     ��
Corrected to 20/�
� FORMTEXT ��     ��
Both�
20/�
� FORMTEXT ��     ��
Corrected to 20/�
� FORMTEXT ��     ��
�
� FORMTEXT ��     ��
Normal�
� FORMTEXT ��     ��
Abnormal�
�
44.  Field of Vision�
45.  Heterophoria 20’ (in prism diopters)�
Esophoria�
Exophoria�
Right Hyperphoria�
Left 


Hyperphoria�
�
� FORMCHECKBOX ���
Normal


�
� FORMCHECKBOX ���
Abnormal�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
46.  Blood Pressure�
47.  Pulse�
48.  Urinalysis (if abnormal, give results)


�
49.  ECG (Date)�
�
(Sitting�
Systolic�
Diastolic�
(Resting)�
�
Albumin�
Sugar�
MM�
DD�
YY�
�
mm of Mercury)�
� FORMTEXT ��     ��
/�
� FORMTEXT ��     ��
� FORMTEXT ��     �


�
� FORMCHECKBOX ���
Normal�
� FORMCHECKBOX ���
Abnormal�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
50.  Other Tests Given�
�
� FORMTEXT ��     ��
�
51.  Comments on History and Findings:  AME’s summary and elaboration of all pertinent data (AME shall comment on all positive answers in item 12.  AME may develop by interview any additional medical history he deems important, and record any significant findings here.)  AME shall comment on all “YES” answers in the Medical History section and for abnormal findings of the examination.  Use additional sheets if necessary and attach to this form.�
�
� FORMTEXT ��     ��
�
Significant Medical History�
� FORMTEXT ��     ��
Yes�
� FORMTEXT ��     ��
No�
Abnormal Physical Findings�
� FORMTEXT ��     ��
Yes�
� FORMTEXT ��     ��
No�
�
52.  Applicant’s Name�
53.  Disqualifying Defects (List by item number)�
�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
�
54.  Medical Examiner’s Declaration - I hereby certify that I have personally reviewed the medical history and personaly examined the applicant named on this medical examination report.  This report with any attachment embodies my findings completely and correctly.�
�
Date of Examination�
Aviation Medical Examiner’s Name�
Aviation Medical Examiner’s Signature�
�
�
� FORMTEXT ��     ��
�
�
MM�
DD�
YY�
Street Address�
� FORMTEXT ��     ��
�
�
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
� FORMTEXT ��     ��
AME Serial Number�
� FORMTEXT ��     ��
�
�
�
�
City�
State�
Zip�
AME Telephone�
(�
� FORMTEXT ��     ��
)�
� FORMTEXT ��     ��
�
JSC Form 8500 (Rev Jan 98) (MS Word Sep 97)�
�



