CHRISTMAS OUTREACH

Confidential Health Form

To the Applicant: This information is treated confidentially.

Please type or print legibly.

Name_____________________________________________________________________________________


    Last



  First



  Middle

Do you have personal Medical Insurance?   Yes___       No___

If Yes, write the name of company _______________________________   Policy No. ____________________

If No, we do require you to purchase a travel insurance to cover you in case of emergency.  This information will be collected upon arrival. 
[image: image1]
Do you have good physical endurance and stamina? _______________________________________________

Can you easily walk 3 to 4 miles a day and climb stairs? ____________________________________________

PERSONAL HEALTH HISTORY – Please answer all the questions.

Have you ever had, or do you have any of the following?


Yes
 No 

Yes
 No 

Yes
 No 

Skin Conditions


Shortness of Breath


Stomach/Duodenal Ulcer



Eye Trouble


Hay Fever, Asthma


Gall Bladder Problems



Ear Trouble


Heart Trouble


Jaundice



Head Injury


High Blood Pressure


Hepatitis



Recurrent Headache


Low Blood Pressure


Intestinal Trouble



Epilepsy


Rheumatism/Arthritis


Recurrent Diarrhea



Fainting Spells


Back Problems


Diabetes



Mental, Nervous 

     Disorders


Dislocation of joints


Kidney Disease



Weakness


Broken Bones


Anemia



Paralysis


Surgery


Venereal Disease



Insomnia


   Appendectomy


Tumor: Cancer



Allergies:


   Tonsillectomy






     Penicillin


   Hernia Repair


FEMALES ONLY



  Sulfonamides


Other:  Specify


    Irregular Periods



     Serum





 Severe Cramps



     Foods (Specify)





    Excessive Flow









    Are you pregnant?













Other____________________________________________________________________________________

Comment on any positive answers  - may use a separate sheet of paper ________________________________

Are you presently under a doctor’s care for any condition ___NO   ____YES (specify)____________________

Are you on any medication at this time ___NO   ___YES (specify) ___________________________________

Have you ever received compensation for disability from any source ___NO   ___YES (specify)__________________________________________________________________________________
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