Department: Aviation Medicine

Form Number: CA 67-2(a)

Telephone number: 0860 267 435 Fax Number:
Physical address 12 Byls Bridge Boulevard, Building No 2, Byls Bridge Office Park Centurion
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AVIATION MEDICAL REPORT

011-545-1459

POPIA CONSENT AGREEMENT

information was submitted.

obligations.

on the SACAA website (link: https://www.caa.co.za/paia-and-privacy/).

In accordance with the provisions of the Protection of Personal Information Act No. 4 of 2013 (“POPIA”), all personal information
must be processed lawfully and in a manner that does not infringe upon the data subject’s right to privacy.

By completing this form in accordance with the Civil Aviation Act No. 13 of 2009, you consent to the collection, processing, and,
where necessary, the disclosure of the personal information provided herein for purposes strictly related to regulatory,
administrative, operational, and compliance requirements .This may include, but is not limited to, processing the information for
approvals, certification, communication, publication, or any related function reasonably required to fulfil the purpose for which the

Such information will only be shared with authorised third parties, including regulatory bodies such as the Department of Transport,
service providers, consultants, or other relevant stakeholders, solely to the extent necessary to discharge the aforementioned

The South African Civil Aviation Authority (“SACAA”) recognises the importance of protecting personal information and underta kes
to process and/or publish such information with the highest level of care and in full compliance with the safeguards and obligations
imposed by POPIA. (For more information on how the SACAA processes your personal information, kindly refer to our Privacy policy

1. Surname ‘ First name(s)

2. Postal address

Postal code

During office hours Cell No. E-mail
3. Telephone numbers
4. Date of birth o
(dd/mmiyyyy) 5. Nationality
6.Identity/Passport No. 7. Gender
8. Occupation 9. Medical Class applied for
, . 12.Type of flying Intended:
10.Licence Number 11. Licence Type Single-Crew —Wuti-crewl—
Flight time (hours) Type of flying intended Previous medical examination
Last 6 Last 12 months Total Recreation Business Career Doctor Date
months
13. Have you ever had an aviation Medical Assessment denied, suspended or revoked by any licence authority? If yes
Discussed _with Medical Examiner.
Yes D No :bate: Place:
Details:
14. Any aircraft /vehicle accident or reported incident since last medical?
Yes |: No Date: Place:
Details:
ID Number/Passport No. Date
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16. Do you smoke tobacco products?

Never [__]Previously _Jrrenty []
15. Do you drink alcohol?

Yes | | No D Date stopped:
If yes, state average weekly intake in units: State type, amount and number of years:

17 Do you currently use any medication, including non-prescribed medication? Please attach additional pages if space is
insufficient.

Yes D No D

If yes, state the name of medication, date commenced, daily or weekly dose, and diagnosis

14. Any limitations on licence / Restrictions?

Yes D No D

Details:

Do you have, or have you ever had, any of the following? Yes or No must be ticked after each question.

Y | N Y |N
1. Eye disorders/eye surgery 19. Psychological / psychiatric trouble of any sort
2. Spectacles and/or contact lenses ever worn 20. Alcohol/drug/substance abuse
3. Spectacles/contact lens 21 Attempted suicide
prescriptions/change since last medical exam ) p
4. Hay fever, other allergy 22. Motion sickness requiring medication
5. Asthma, lung disease 23. Anaemia/Sickle cell trait/other blood disorders
6. Heart or vascular disease 24. Malaria or other tropical disease
7.High or low blood pressure 25. A positive HIV test
8.Kidney stone or blood in urine 26. Sexually transmitted disease
9. Diabetes, hormone disorder 27. Bleeding from the rectum
10. Stomach, liver or intestinal trouble 28. Any other illness or injury
11.Deafness, ear disease 29. V/§/t t'o medical practitioner since last medical
examination
12. Admitted to hospital 30. Refusal of life insurance
13.Nose or throat disease or speech disorder 31. Refusal of issue or revocation of aviation licence
14.Head injury or concussion 32. Medical rejection from or for military service
15. Frequent or severe headaches 33. Award of pension or compensation for injury or illness
o - 34. Gynaecological disorder (including menstrual /
16. Dizziness or fainting spells pregnancy)
17. Unconsciousness (for any reason) 35.Prostate Problems
18.Neurological disorders; stroke, epilepsy,
seizure, 36.Malignant tumour or cancer
paralisis, elc.
Y | N Y |N
37. Heart disease 42. Diabetes
38. High blood pressure 43. Tuberculosis
39. High cholesterol level 44, Allergy/asthma/eczema
40.Epilepsy 45. Inherited disorders
41.Mental illness 46. Glaucoma
REMARKS

Aviation Medical Examiner to comment in full on all items marked YES. Please attach additional pages if space is insufficient.

ID Number/Passport No. Date
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NOTICE

Any person who makes, eitherorally orin writing, a false or misleading statement in orin connection with any application for a licence, certificate or
rating issued underthese regulationsorany retum fumishedin accordance with any requirementof these regulations, shall be guilty of an offence.
(Civil Aviation Regulations (CAR), Part 185.001.1(1)(di-dii)

I hereby declare that | have carefully considered the statements | have made above and that to the best ofmy belief they are complete and correct.
Ifurther declare that | have not withheld any relevantinformation or made any misleading statements. | understand thatif | have made any false or
misleading statement in connection with this application, or if | do not consent to release the support the supporting medica | information, the
Authority may refuse to grant me Medical Assessment or may withdraw any Medical Assessment granted, without prejudice to any other legal
action applicable pursuant .

Consentto release of medical information: | herebygive my consentthat all relevant medical information may be released and submitted to the
Medical Assessor of the Licensing Authority. Note: Medical Confidentiality will be respected all times

SIGNATURE OF APPLICANT NAME IN BLOCK LETTERS DATE

SIGNATURE OF AME

(AS WITNESS) DATE

NAME IN BLOCK LETTERS

1. Mass 2.Height 5. Hair Colour
3. BMI 4. Eye Colour
6. Blood pressure-seated: 7. Pulse-resting:
Systolic: Diastolic Rate: bpm Rhythm: Reg
' Irreg
pH Sugar Protein Appearance Blood
8. Urinalysis Normal
Abnormal

Mark appropriate column

Mark appropriate column

N | ABN

Mark appropriate column

9. Head, face, scalp and neck

16. Heart

23. Spine, other musculoskelkton

10. Nose and sinuses

17. Vascular system

24.Neurologic —reflexes, efc.

11. Ears, especially eardrum
Appearance and motility

18. Abdomen,hemia liver,spleen

25. Psychiatric

12. Eyes-orbit and adnexa visual
fields

19.Anus,rectum (indicate if not
examined)

26. Skin and lymphatics

13. Eyes-pupils and optic fundi

20.Genito-urinary system
Indicate if not examined)

27.Generic Systemic

14.Eyes-ocular motility; ;
nystagmus, eye muscle balance

21. Endocrine system

15. Lungs, chest, breasts
Indicate if breasts not examined

22. Upperand lowerlimbs, joints

28. Identify marks, tattoos, scars, etc.

DESCRIPTION OF FINDINGS (Describe every abnormality in detail. Attach additional pages, if necessary.)

Yes No

1. Mental health aspects of fitness discussed.

Yes

2. Behavioural aspects of fitness discussed.

No

ID Number/Passport No.

Date
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Yes No

3. Physical aspects of fitness discussed.

Yes

14. Preventive health advice given.

No ]

Applicants may use contact lenses to meet the requirement provide that:
a) The lenses are monofocal and non-tinted
b) The lenses are well tolerated; and
¢) The pair of suitable correcting spectacles are kept readily available during the exercise of the privileges of the license
d) The history of the contact lenses prescription.

Applicants who do not meet standards prescribed will be referred to the Aeromedical Committee on a Case-by-Case

DISTANT VISION AT 6M INTERMEDIATE VISION N14 AT 100 CM
Visual Acuity | Uncorrected Glasses Contact Uncorrected Corrected
Lenses
Right Eye Corrected to
Left Eye Corrected to
Both Eyes Corrected to
NEAR VISION N5 AT 30-50 CM PHORIAS
Visual Acuity | Uncorrected Corrected
Distance Vertical:
Right Eye Distance Horizontal:
Left Eye Near Vertical
Both Eyes Near Horizontal
!COLOUR PERCEPTION EXAMINATION
Pseudo-isochromatic plates Type: Number of plates: Number of Errors:

250 | 500 | 1000 | 2000 | 3000 | 4000 | 6000 Date performed Next due
Right 1. Resting ECG
Left 2. Stress-ECG
ANY OTHER TESTS PERFORMED Type and result 3.Lungfunction test
4. Lipogram

5. Chest X-ray

| hereby certify that | have personally reviewed the medical history and personally examined the applicantnamed in this
report. This report and attachments embody my findings completely and correctly.

Recommendation Dates Restrictions/comments
Fit
From
Temporary unfit
Class
- To
Licence type
SIGNATURE OF EXAMINER NAME IN BLOCK LETTERS
EXAMINER’S CODE

EXAMINER'’S TELEPHONE NUMBER

EXAMINER'’S ADDRESS

ID Number/Passport No

Date

| CA 67-02 (a)

26 August 2025

Page 4 of 5 |




This certifies that the applicant is

Recommendation Dates Restrictions/comments
Fit
From
Temporary unfit
Class
- To
Licence type
SIGNATURE OF EXAMINER NAME IN BLOCK LETTERS DATE
EXAMINER’S CODE

ID Number/Passport No.

Date
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