BIODATA FORM

REF: USSBDF01

	DATE:
	Post applied for: 

	Name:
	

	Date of Birth and Age:
	

	Games:
	

	Hobbies:
	

	Contact Number
	
	Second Contact Number:

	Temporary Address:
	

	Perm Home Address:
	

	Married / Single:
	
	Date of Marriage
	

	Father Name:
	

	Alive/Deceased
	Father’s Occupation:

	Family Details
	

	
	

	Android phone availability
	I hereby confirm that my contact number will always be on from my android phone for official use.  Agreed                                Disagreed            

	Qualifications
	Name of Institute
	Percentage / CGPA
	Majors

	Matric
	
	
	

	Inter / Diploma
	
	
	

	Graduation
	
	
	

	Master
	
	
	

	Brief Experience
	

	
	

	
	

	Present Employment

or Job
	

	
	

	Please describe

your personality
	

	
	

	Why are you & suitable & Unique for this Job
	

	
	

	
	

	Technical Skills
	

	
	

	Commercial Skills
	

	
	

	Emergency Contact #
	
	Name & Relation:

	Reference If Any
	


HEALTH DECLARATION

Compulsory information to be provided:

Pre-existing Medical Conditions are diseases, Illness or injuries of a person against which  he/she receives treatment, incurs expenses, receives diagnosis from a  doctor (even if no treatment is provided) or was of at any time prior to applying for medical claim.
	Are/have you or any member of your family listed above (spouse/children) currently or at any time prior to applying for  medical claim
	YES
	NO

	1
	Consulted a medical practitioner  or specialist within the last 12 months
	
	

	2
	Told by the doctor that surgery or special medical tests or treatment might be required or necessary at some future date
	
	

	3
	Suffered from or aware of any medical condition/disease/illness or injury (even if no doctor was consulted)
	
	

	4
	Suffered from high blood pressure, Heart Disease, Diabetes, Paralysis, any disease of Brain or Nervous System, Renal Disease, Cancer or Tumor, Arthritis, Rheumatism, Disease/Disorder of the liver, AIDS or any other disease or illness not mentioned above
	
	

	5
	Regularly took medication for more than a week time (prescription or other)
	
	

	6
	Suffered from any mental or physical disabilities or defects.
	
	

	7
	Is your spouse (or yourself, if you are a female, pregnant? If yes. Please state month(s)                                                
	
	

	8
	Do you or any of your family members smoke
	
	


If you have answered “Yes” to any of the questions 1-7 above, please provide details i.e. name of the person, nature/ duration of illness, name of attending physician/ hospital, type of treatment and whether any further tests/treatment/ suggested/required. Attach additional sheets if necessary

and also attach photocopies of the relevant medical reports prescription of medicine.
	

	

	

	

	

	

	

	




