UGANDA CHRISTIAN BIBLE COLLEGE
KIGUMBA SUB-COUNTY, KIRYANDONGO DISTRICT
TEL/ WhatsApp: 0783 92 82 62/ 0773145137 
E- mail: ugandabiblecollege@gmail.com/ anguaza@gmail.com

 
HEALTH DATA FORM
This data form is provided to guide the student to process his/her medical examination from a recognized medical facility.  The form should be completed by the applicant, stamped by the medical facility where the examination was conducted and returned to the College before end of December 2025 through e-mail or WhatsApp contacts provided in the address above.  Students who fail to send their medical report within the prescribed time frame will not be sent admission letter; and subsequently not accepted at the College.

The information contained in this form is deemed confidential. Please, fill in the required data or tick where applicable.

1. The Applicant’s Full Names: …………………………………………….………………
2. Languages Spoken ………………………………………………………………………....
3. Mobile Telephone Number: …………………………………………………………...…
4. Home Address: Village……………………………...………………………………...……………………. Parish………………………………...…………………………………………………….
Sub-County………………………………………………………………………………….
Nearest Town ……………………………………………………………………………… District of Origin ………………………………………………….…….…………………
Date of Birth ……………………………………………………………………………….
Place of Birth ………………………………………………………….……………………
Nationality …………………………………………………………………………………. 
Marital Status:  
Single 		Married	       Divorced 	                   Widower 
5. Next of Kin ………………………………….…... Telephone ……………......…………
6. Name of Spouse……………………...……...… Telephone ……………………………….
7. Guardian’s Name ………………………………Telephone ………...…………………….
8. Emergency contacted………………………………Telephone ……….……….………… 
9. Full Names/Address of the Congregation or Church where you are a member: ……………………………………………………………………………………………………………………………………………………………………………………………....
10. What program in UCBC do you desire to apply for?
 Certificate in Ministry      	Diploma in Ministry	       
11. Would you like to enroll for part-time or full-time session?  
Part-time		       Full-time 			   Private 
12. Do you suffer from any of the following conditions?
YES		 NO		 NOT SURE
Tuberculosis 					       	
High Blood Pressure
Epilepsy Feat	 	
Mental Illness
Arthritis 
Asthma 
Bronchitis 
Hepatitis
Diabetes
Eye Problem
Hearing Challenges
Drug Sensitivity
Dizziness 
Kidney Disease
STD			
Heart Disease
Ulcers 					
HIV/AIDS
13. Others [Please Specify] …………………………………………………………………………………………………………………………………………………………………………...………………….
14. Have you been admitted in the hospital for any of the conditions in the last two years? YES	       	NO
15. If Yes, Name the Condition: ...……………………………………………………………
16. Name the Drugs you regularly take for this condition: …………………………………………………………….………………………………...
17. Have you got any Physical Disability?     YES 		NO
18. Describe the nature of the Physical Disability if any: ………………………………………………………………………………………………………………………………………………………………………………………...…….
19. Do you wear Eye Glasses for any medical reason?  YES 	       	NO
20. Would you say that your health is:	 Good 		Fair		Poor
I certify that the above information is true to the best of my knowledge.



Candidate’s Signature: ……………………………    Date: ………………………….………

Examined by ……………………………………………  Date………………………………

