TUC/2A

TURKANA UNIVERSITY COLLEGE

TEL: +254(0789399751) or

+254(07241785085) : P.O BOX 69-30500
Email- turkanauniversi mail.com ; , N LODWAR
Email-registrar.aa@tuc.ac.ke Te e KENYA
Website - www.tuc.ac.ke ~ I— .
Office of the Dean of Students
BOND
it cumivies st e e R N SO SR B VA AR AR AR Registration NUmber......co e ceniciiininnennnn, "

(FULL NAME)

| hereby bond myself to be of good conduct during my stay at the Turkana University College
| also bond myself to abide by all the University Rules and Regulations as contained in the Student Guide.

Failure to adhere to the above, the Turkana University College will reserve the right to institute disciplinary
procedures against me.

SHNB et R e S S T e Date
SINBI G rm rRSs

(Dean of Students)
RUBDET SEMD.sisciecssssaussivisesatssisasssssasssiasiie
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TEL: +254(0789399751) or

+254(0724178505)

registrar.aa@tuc.ac.ke

Website - www.tuc.ac.ke

Email-

turkanauniversity@gmail.com Email-

TURKANA UNIVERSITY COLLEGE

Games and Sports Department

TUC/2B

P.O BOX 69-30500
LODWAR
KENYA

Name:...
Reg No.: ... Campus:
Tel. No.: . Email No:

Indicate by a tick (v) the game/sport you have participated in or of your interest

PERSONAL INFORMATION ON SPORTING AND GAMES ACTIVITIES

LEVEL OF PARTICIPATION

NO. | GAME Zonal | County | Province | National | International | Sport/Game of Interest
1 Soccer
2 Netball
3 Volleyball
4 Handball
5 Rughy
6 Athletics-

track/field
7 Basketball
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8 Chess,
Scrabble,

darts

9 Tennis

10 Martial arts

11 Swimming

12 Hockey

13 Badminton

14 | Table tennis

OTHERS

11,1 ISR e
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TUCI3

AFFIX
TEL: +254(0789399751) P.O BOX 69-30500 COLOURED
HE or 0 b
+254{0724178505)  Email- LODWAR PASSPORT SIZE
turkanauniversity@amail.co KENYA PHOTO HERE
m Email-

registrar.aa@tuc.ac.ke

Website - www.tuc.ac.ke

TURKANA UNIVERSITY COLLEGE

Office of the Registrar {(Academic Affairs)

STUDENTS PERSONAL DETALLS

Information in this form is intended to help the Office of the Registrar understand the student better. It will be used for purposes of improving the Student's
Welfare While at the University (To be completed in Duplicate and written in CAPITAL/BLOCK letters or TICK where appropriate)

1 Name

Surname First Name InitialfOther

2. National Registration Number (/D) County

3. University Registration Number

e R i

Year of Study 1. First 2. Second 3. Third 4 Fourth 5.Fifth
4. Date of Birth. D]
Day Month Year
] ] [
5. Religion 1. Protestant 2.Catholic 3. Muslim SDA. 4, Others

: 2 B L]

6. Nationality 1. Kenyan 2. Easl African 3. Others  Specify

28



7. Home contact address (where you can be contacted during vacations)

P.0. BOX CITY/TOWN
TELEPHONE {LANDLINE) MOBILE PHONE (8) E-MAIL ADDRESS
8. (a) Marital Status 1. 8ingle l:l 2. Maried D
{b) Name and Address of Spouse (if married)
(SURNAME) {FIRST NAME) {INITIAWOTHER)
P.C. BOX CITYTOWN
TELEPHONE (LANDLINE) MOBILE PHONE E-MAIL ADDRESS
9. (a) Full Name of Father:
|:| (SURNAME) (FIRST NAME) (INITIAL/OTHER)
Deceased Alive Oceupation
Date of Birth Dj D:Ij:]
Day Month Year
(b} Full Name of Mother:
(SURNAME) (FIRST NAME) (INITIALIOTHER)
Deceased Occupation
"Date of Birth D:]
Nav Month Year
10. (g) Full Name of Guardian
(SURNAME) (FIRST NAME) {INITIALIOTHER

(b). Occupation of Guardian

1/D No.
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11. Address of Parent/Guardian

P.0. BOX CITY/TOWN
TELEPHONE {LANDLINE) MOBILE PHONE E-MAIL ADDRESS
12.{a) Name of Next of Kin
(SURNAME) (FIRST NAME) (INITIAL/OTHER)
{b) Address of Next of Kin
P.0. BOX CITYITOWN
1.0, NO.
TELEPHONE {LANDLINE) MOBILE PHONE E-MAIL ADDRESS
13. Place of Birth: Village
Location ! Name of Chief,
Division County, i Conslituency,
14. Place of Permanent Residence:
Village Nearest Town, Nearest Police Station
Location Name of Assistant Chief Name of Chief,
15. Give names and addreses of two persons who can be contacted in case of emergency.
0}
| (SURNAME) (FIRST NAME) (INITIAL/OTHER)
RELATICNSHIP P.O. BOX TOWN/CITY
TELEPHONE (LANDLINE) MOBILE PHONE E-MAIL ADDRESS
(ii)
(SURNAME) (FIRST NAME) (INITIALIOTHER)
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RELATIONSHIP P.0. BOX TOWN/CITY
TELEPHONE (LANDLINE) MOBILE PHONE E-MAIL ADDRESS
NAME ADDRESS TOWN DATES
FROM TO

1.

2

3

16, Name and address of Secondary School altended:

17. KCE/KCSE or equivalent Results (Subjects & Grades)
Mean Score/Diviston (where applicable) :
18. Name and address of School attended for KACE/A” Level (Where applicable)
(a) Name

(b) Address P.O.BOX TOWRICITY

19. KACE Results/"A" Level Results {Subject and Grades)

20. Any other Institutions attended and Qualifications attained

¥ NAME SPECIALIZATION QUALIFICATIONS

21. Games/Sports: Which games and Sports do you participate in:
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01. Soccer 02. Hockey 03, Basketball 04, Netbal

05. Tennis 06. Badminton 07. Rugby 08. Volleyball
09. Athlefics 10, Swimming M. T

able Tennis 12, Darts

L L []

13. Karate 14, Martial Arts 15. Others

If you represented your school, efc. in games please give details:

92, Clubs and Societies: Which clubs and societies are you interested in:

Please aive details of vour anolication.
(a) First Choice

(b) Second Choice

{ ¢ ) Third Choice

e

23. Do you suffer from any physical impalment? If so give detals.

s B - el

24, Please give any information you think is useful for you to communicate to the University.

I certify that the information | have provided is correct,

Signature: Date:

-
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s 'rm Gradie of Knowhadge

TURKANA UNIVERSITY COLLEGE

TEL: +254(0789399751) or +254(0724178505) P.O BOX 69-30500

Email-registrar.aa@tuc.ac.ke LODWAR
Email- turkanauniversity@gmail.com KENYA

Website - www.tuc.ac.ke

Office of the Registrar (Academic Affairs)

ENTRANCE MEDICAL EXAMINATION

IMPORTANT
Students are requested to complete Part 1 of this Form. Part 11 should be filled by a Certified Medical Practitioner at a

Government Hospital. The completed Form should be brought personally and presented to the Medical Registration Officers

on the day of Registration by the student. No medical reports should be brought earlier or sent by post.

PART 1

{8); - SUNBINE. e IBE N BIBE . cossiiiicsiisis sivasesinsis (rarsts owsan sakab v b sy Sss vy spsts vik Soa vessuasas
Date and place of bith .oceeeiiiiciice e SBX it snnnscencrn e dNBHONANEY. s e avne i e RBCB s s s e
2 o] o T R My SN N ¥ 1y £ 1 TR SRR VORI St SR S e i et O
Faculty/School/Centre....... wuwuumimes sersssis s sesnsasmsnsenns o REGISHALION NUMbET ... e e

Name, Address, and Telephone Number of Parent/Guardian/Next of .........cceevmnnieiernesse s cansens

(b) Have you ever been admitted in @ hOSPIEAIT .iuveciiiniii e e v esries v sreesrassses st rsssns sevaeseoes sus nmserasn ssenanars
50, state roason 1ar SUMISEION BV HEME i s iseimemn s oo oo ot s s aisasss s waisss s s iseasiaiavssn

{c) Have you had any of the following illness:
(if Tuberculosis o ther ChESt INTECHONT ....vu.cvcserseesersssmssnss sresserersersnssssesssnsssssss sessssasscessnsssanns susase ens YES/NO

(iiy Fits, Nervous disease or fainting attackS?....c.vuiciusciniiessiiscseasssseseesssmsssassren senssssnsssessesressnensannanses YES/NO
(i} Heart disease or Rheumatic fEVEr? .......c.c.ccoiecvsesunemssrmsemsansvans sessussinsnnsasesavensssaass sasass smsosnanananas Y BSINQ
(iv) Any disease of the digestive SYSIEM? ... s s s s st e s ese enensssers e YES/NO

(v) Any disease of Genito Urinary SYSIEM? ..o cimss s s snssssssssmsssrssmssesssrssnssrssssissns sns sneens sens YES/INO
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(vi) Allergies o food OF drugs ..........c.cosmecmmsasn sstresses smismsansorsnsansassassasensanan gienn

(Vil) MEIANERT csesrensramssenasssnusnasnsstasnsssssnamasnssensnasnsnssns snsarssasanesonsassassnesne sasonnssnasas b onsns sesssas

T TR TR TT T T TR T Y

(viii) Sexually Transmitted Disease? .........

{iX) Poliomyelitis? ....c.veereremsssenns

v YES/NO
. Yes/No
e ¥B8/NO

.. Yes/No

Ifthe answer to any of the above is Yes. Please give details with dates...... couves s csnmnsisnssanssssmsisinmin e

(d) If there are any other relevant details of your medicat hastory not covered hy the above quesuons p!easa glve

particulars....

(e) Has any member of your famlly suﬂered from

(1) ERDBECUIDBIST . ucs vessuissncustvs visimsinnssyd s ahs ARARsHavs A NAHA AR RO AN AVRVS o e R A S S SR A RS
(i) Insanity-or Mental lINE88T .o assarsimsnssim s s sy s e s R s
(i B e R MRl IS Y e e aetsnts s antna Rt aa SR e R B sm A s

o A1) BT CISBARBT oo v cxumscnssansnsnsnsosn snrsosassnss s sse srasanai ianens s gas sy soansusssssmann

{f) Have you been immunized against any of the following diseases:

..Yes/No
Yes/No
wrerensarrenannsaennenes YESINO

i S b o ok e RN

VT 0T T F RS SRR TR 1 e R O e O

R LT S (T o TS e SRl SPTRA o -  [ RS e R s i ot

(1) Roliomyeditio? YosING: viuis cssuiisiinisssisssmsasuien  ENBIB sy was surian ivssnnns sinasutansnshsssmisisnss nectsas

(W) Tuberculoss? YESING wusuuinin esvasainssnscssenvivss BB esusntasinssintav neibssns Sasivasunsisns

(V) Typhold? YEsIND .csisiivss sisminantnsinssarissinsasssnss DB vininuasconsss

() HADAtS B YaSIND .. .ooomsrsernsnssnsosearanssrenmsarn Il B kanssnnsssnsssnssnsennonton nasensins suasmeasnsanns

Signature of Student;

Date:

BART 11
(To be completed by the Examining Medical Officer)

(8)1 Helghter cnn el
(b) Visual Acuity:

TR | |1 e S o

Without glasses e e a1 e i Lo o e o e e

With glasses B e i s | Bl e S el e

(¢) Hearing: BRI EERR o~ sensnsensssis i eias

(d) Condition of:
BT o i il e s OB it

1 [y e e e s ey I e
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(e) Lymphatic glands......cuumaim o ainsssnmmai.

(f) Circulatory SYSIBM...comsuirasnsamsesnssssissrssssssssonsassscesmmasronsPUBBL aus sississsanss savsstnsssass sessussssanassosns sessssasansrassass
BI00H ProSSUIE. i s asssiniisin S YSIN0s sssssnssssnsssisvunin DESIONBL s nnsisinnsens o

(9) Respiratory SYStEM. .o unimesmimsssunsaseisssecesins et innsnsne sne s snsns sunnss
(h) Abdomen...... o

Fo o]y SR RS N o SRR SRS LS S e R o PR e

Any evidence of HEMig.........cvevreeven s s s s ass s s s snrsnens

AnYEvidents of Pl ABMOIHAMIEL  coove vt s R e T R T T R s A A A

(. Unte. BB sanaiaioss i Albumin........... -Sugar....
(i) Anyobservable physu:al defects in addition to genlral record of observatlon
If any please specify....

(k} Isthe student on any treatment.......cccoe e rcrmvsrmmamsere s e

If any please SPECIfY.........cuumeecirmisaresarasrareernsiesneiansses

{1} - BlobdiRnEnTest VI R s i ivmss i s b e sl s A s R PR AT

(m) Any other observation of IMPORANCE.......ociiniiisienacnr et mre st e n s ser eevin

Modlca) OMEer i o it et s saveai
Address: ..
PARTIN

(To be completed by the University Chief Medical Officer)

Special

PRIV BT L it s ot M A A T S A W U S S s AR

L T e T T T T TR T T T LT T T T LT LT TR T T T P R

Is the Student fit for University Education? Yes/No

Medical Officer.... 6] {- .

FOR TURKANA U N IVE RSITY COLLEGE
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