CONFIDENTIAL HEALTH FORM































TO THE APPLICANT : This information is treated confidentially. Arrange to complete Part B through your physician.















Please type or print legibly :















Program  you are enrolling for  ______________________________________        Beginning date  _________________________































NAME   __________________________________________________________________________________________________















                              Last or Family                                                        First                                                                    Middle















Permanent Address  _______________________________________________________________________________________















                                ________________________________________________________________________________________















Present Address        _______________________________________________________________________________________















Name, Relationship and Address of Next of Kin  _________________________________________________________________















________________________________________________________________________________________________________















Phone __________________________    Fax _________________________     E-mail ___________________________________















Social Security Number _________________________________    Med. Ins. No ______________________________________















Citizen of ____________________    Phone (Home)___________________________    (Present) _________________________































A. PERSNAL HISTORY  Please answer all questions.















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

































YES
NO



YES
NO




YES
NO

Skin conditions




Hay Fever, Asthma




Intestinal troubles





Eye trouble




Heart trouble




Recurrent diarrhea





Ear trouble




High blood pressure




Diabetes





Head injury




Low blood pressure




Kidney Disease





Recurrent headache




Pheumatism / Arthritis




Anaemia





Epilepsy




Back problems




Venereal Disease





Fainting spells




Dislocation of joints




Tumor ; Cancer





Nervous disorders




Broken bones




Insomnia





Weakness




Surgery




Depression





Paralysis





Appendectomy



A.D.D. 





Insomnia





Tonsillectomy



(Attention Deficit Disorder) 





Allergy





Hernia repair



Bi - polar





      
Penicillin




Other-Specify



FEMALES ONLY






Sulfonamides



Stomach / Duodenal Ulcer





Irregual periods





Serum



Gall bladder problems





Severe cramps





Foods (specify)



Jaundice





Excessive flow




Shortness of breath




Hepatitis





Are you pregnant ?




















Have you ever suffered from mental illness ?              ___  No         ___  Yes















Have you ever been treated for mental / physiological disorder ?        ___  No        ___  Yes
















If yes, Please explain..   _________________________________________________________________________________














Do you smoke ?                 ___  No                   ___  Yes















Have you suffered in the past from addictions ? (I.e. alcohol, drugs, cigarette)  ________________________________________















Other  __________________________________________________________________________________________________















________________________________________________________________________________________________________































COMMENT ON ALL POSITIVE ANSWERS IN THIS SPACE OR ON A SEPARATE SHEET.   _____________________________















_________________________________________________________________________________________________________































Are you at present under the doctors's care for any condition ?      ___  No        ___  Yes (Specify) _____________________________















Are you taking any medication at this time ?          ___   No     ___  Yes (Specify)  ___________________________________________















Do you now or have you ever received any compensation for disability from any source.       ___  No     ___  Yes (Specify)  ________































Have you ever had any of the following COMMUNICABLE DISEASES ?






































YES
NO




YES
NO






Chickenpox





Pertussis









Measles (Rubella)





Scarlet Fever









Measles (Rubeola)





Tuberculosis









Mumps





Other (Specify)




















Are you HIV positive ?      ___  No     ___  Yes















