INDIVIDUAL HEALTH INFORMATION

You are asked to give the following health information in order for the project leadership to be aware of any risk your participation may create. Project leaders are free to require a doctor’s release statement if a serious health problem exists. Failure to provide known information will release both the team leader, PEF (the missions organization), SERFAM, A.C., and project leaders from responsibility from complications brought on by the activities of this project.

Name: _______________________________________________________ Age:______

Address:________________________________________________ Phone:__________

City/State/Zip:___________________________________________________________

Parent/Guardian:_________________________________________________________

Address:________________________________________________ Phone:__________

City/State/Zip:___________________________________________________________

A. Have you ever been treated or seen a physician for any of the following? Circle the number if answer is “yes”.

1. Heart Trouble

2. Heart Murmur

3. Rheumatic Fever

4. Chest Pain

5. Stroke

6. High Blood Pressure

7. Abnormal Pulse

8. Hardening of the Arteries

9. Diabetes

10. Anemia

11. Thyroid or Gland Problem

12. Blood Disorder

13. Asthma

14. Bronchitis

15. Tuberculosis

16. Other Lung Disorder

17. Ulcer

18. Gall Bladder Disease

19. Colitis

20. Internal Bleeding

21. Digestive Disorder

22. Intestinal Disorder

23. Hepatitis

24. Cirrhosis

25. Other Liver Trouble

26. Kidney Stone or Infection

27. Bladder Stone or Infection

28. Prostrate Trouble

29. Sugar, Albumin, Blood or Pus in Urine

30. Psychiatric Problem

31. Emotional Problem

32. Nervous Problem

33. Epilepsy

34. Convulsions

35. Dizziness

36. Loss of Consciousness

37. Frequent Headaches

38. Other Nervous System Disorder

39. Cancer

40. Tumor

41. Skin Disorder

42. Allergy-Recurring

43. Hernia

44. Circulatory Disorder

45. Arthritis

46. Sciatica

47. Gout

48. Deformity

49. Amputation

50. Disease of Eyes

51. Disease of Ears

52. Disease of Nose

53. Disease of Throat

54. Tested positive for any kind of blood disease

B. If you answered, “yes” to anything listed in “A”, please explain below. Include date of last treatment or office visit for each item, labeled by number.

C. What medication will you be taking during the project and for what purpose?

D. Date of last Tetanus Booster: _________________________________________

__________________________________________   Date: ___________________

Participant Signature

__________________________________________   Date: ___________________

Parent/Guardian Signature for minor

