[image: image1.png]5
inpn nna IToim naee %




Medical Form –to be filled out by a licensed doctor

Applicant’s Full Name: ___________________________________

1)  Check the medical conditions listed below that applies to the applicant’s health history:
( Anemia

( Arthritis

( Asthma

( Bleeding Disorder

( Bronchitis

( Chemical Dependency
( Chicken Pox

( Convulsions

( Neurological Disorders
( Diabetes

( Eating Disorders
( Epilepsy

( Eye Ailments

( Fainting

( Frequent Colds

( German Measles

( GI/Stomach Problems
( Migraines

( Heart Ailments

( Kidney Ailments

( Measles

( Mononucleosis

( Motion sickness
( Mumps

( Orthopedic Fractures
( Pneumonia

( Poliomyelitis

( Psychological Problems

( Rheumatic Fever
( Scarlet Fever

( Sinusitis

( Sleep Walking

( Thyroid Condition
( Tuberculosis

( Tumors




Please explain checked boxes:  ________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

__________________________________________________________________________________________________
Visual:     ( Eye Glasses

( Contact Lenses

Allergies:  ( Hay Fever
( Insect Stings 
( Penicillin    ( Other. ________________________________________________
2) Is the applicant presently receiving any ongoing medical or psychological treatments?   No / Yes 

If yes, please describe medication(s) and treatment(s): ______________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________
3) Has the applicant sustained serious injury, suffered serious illness, undergone an operation or been hospitalized in the past 5 years?    No / Yes.  If yes, please give details: ________________________________
__________________________________________________________________________________________

__________________________________________________________________________________________

4) Has the applicant ever had psychological treatment? No / Yes.  If yes, please give details: 

__________________________________________________________________________________________
__________________________________________________________________________________________
5) Please fill out the following chart

          Normal

        Abnormal 

             Describe Abnormality

HEIGHT

 .................................
 ............................... 
.........................................................

WEIGHT 

. .................................
 ............................... 
.........................................................

BLOOD PRESSURE 
.................................
 ............................... 
.........................................................

ALLERGIES 

.................................
 ............................... 
.........................................................

DRUG ALLERGIES 
.................................
 ............................... 
.........................................................

General Build 

.................................
 ............................... 
.........................................................

Head 


.................................
 ............................... 
.........................................................

Ears .


.................................
 ............................... 
.........................................................

Eyes .


.................................
 ............................... 
.........................................................

Nose 


.................................
 ............................... 
.........................................................

Throat 


.................................
 ............................... 
.........................................................

Neck 


.................................
 ............................... 
.........................................................

Chest, lungs 

.................................
 ............................... 
.........................................................

Heart 


.................................
 ............................... 
.........................................................

Abdomen 

.................................
 ............................... 
.........................................................

G.U. System 

.................................
 ............................... 
.........................................................

Extremities 

.................................
 ............................... 
.........................................................

Spine 


.................................
 ............................... 
.........................................................

Skin, Lymphatics 
.................................
 ............................... 
.........................................................

Nervous System 

.................................
 ............................... 
.........................................................

6) Significant past/current illnesses or emotional problems which might have a bearing on the participant’s health while he 


is away, or will affect behavior in groups:.................................................................................................................................

.......................................................................................................................................................................................

7) Current Medications - If so, list detailed prescription and exact instructions: .....................................................................

.......................................................................................................................... ........................................................................

8) Dietary Restrictions: ................................................................................................................. ...........................................

9) Restrictions on physical activity: .......................................................................................................................... ...............
10) Immunization
Hepatitis A: 1st shot: ................................ 2nd shot: ................................ 

Hepatitis B: 1st shot: ................................ 2nd shot: ................................ 3rd shot: ................................
Polio Vaccine-dates of immunizations and type: ................................ ................................ ................................ .........................
Tetanus Booster: ..........................................  MMR: ..........................................  Diphtheria Booster : .........................................
Gammagobulin: .......................................... Other Immunizations: ...............................................................................................
T.B.:
latest test date .......................................... result:.............................................................................................................
Send To: Yeshivat Petach Tikva
America: 1646 Buckingham Rd. Teaneck, NJ 07666    Fax: 201-928-1646
Israel: 30 Yad Habanim St., Petach Tikva, 49377       Fax: 03-909-5046



Name of Doctor: ..............................................................................................................................................................





Address: ..........................................................................................................................................................................





Telephone # (     )....................................................    License#....................................................





Signature of Physician...................................... .............................     Date...........................................................








