Forever Angels Medical Questionnaire – STRICTLY CONFIDENTIAL

	Name
	     


In the event of you becoming ill or suffering an accident whilst Volunteering at Forever Angels Baby Home, the following information will be made available to the attending Medical Personnel. Please complete each section fully and accurately, and sign the declaration at the end. All information will be treated in the strictest confidence.

Immunisation Record

Please provide an accurate record of all listed immunisations including the month and year.

	TYPE
	Yes
	dd
	mm
	yy
	TYPE
	Yes
	dd
	mm
	yy

	Diphtheria (child series of three)
	 FORMCHECKBOX 

	     
	     
	     
	MMR
	 FORMCHECKBOX 

	     
	     
	     

	Polio (series of three)
	 FORMCHECKBOX 

	     
	     
	     
	
	
	
	
	


If you do not know the dates of your childhood immunisations, please sign this disclaimer:

All the child immunisations above are complete to the best of my knowledge.

_________________________________

______________________

Applicant Signature



Date

	TYPE
	Yes
	dd
	mm
	yy
	TYPE
	Yes
	dd
	mm
	yy

	Polio Booster (as adult)
	 FORMCHECKBOX 

	     
	     
	     
	Hep A 
(1st in series)
	 FORMCHECKBOX 

	     
	     
	     

	Diphtheria (in last 10 years)
	 FORMCHECKBOX 

	     
	     
	     
	
(2nd in series)
	 FORMCHECKBOX 

	     
	     
	     

	Tetanus (in last 10 years)
	 FORMCHECKBOX 

	     
	     
	     
	Hep B
(1st in series)
	 FORMCHECKBOX 

	     
	     
	     

	Typhoid
	 FORMCHECKBOX 

	     
	     
	     
	
(2nd in series)
	 FORMCHECKBOX 

	     
	     
	     

	Yellow Fever
	 FORMCHECKBOX 

	     
	     
	     
	
(3rd in series)
	 FORMCHECKBOX 

	     
	     
	     

	Rabies
	 FORMCHECKBOX 

	     
	     
	     
	Varicella (Chicken Pox)
	 FORMCHECKBOX 

	     
	     
	     

	Meningococcal Meningitis
	 FORMCHECKBOX 

	     
	     
	     
	
	
	
	
	


Medical History

	Communicable Diseases – have you ever had any of the following?

	 FORMCHECKBOX 
 
Chicken Pox
	 FORMCHECKBOX 
 
Rubella
	 FORMCHECKBOX 
 
Scarlet Fever

	 FORMCHECKBOX 
 
Pertussis
	 FORMCHECKBOX 
 
Measles
	 FORMCHECKBOX 
 
Mumps

	 FORMCHECKBOX 
 
TB           
Date:       
	 TB Skin Test      FORMCHECKBOX 
 Negative     FORMCHECKBOX 
 Positive         Date:
     



	YES
	?
	Check each item Yes, No or ? (for unsure)

Every item checked ‘Yes’ or ‘?’ must be explained in blank space to the right

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	1. Do you have any medical condition that is currently, or in the last 5 years has been treated by a doctor?
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	2. Do you have any allergies? Are you allergic to any medications or foods?
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	3. Are you on a special or restricted diet?
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	4. Have you ever been denied life or health insurance for any reason?
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	5. Have you ever had any significant illness or injuries other than those already noted? If ‘Yes’ please specify.
	     


	YES
	?
	Have you ever been diagnosed with any of the following?

Every item checked ‘Yes’ or ‘?’ must be explained in blank space to the right

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Skin Cancer ( Eczema ( Skin Rash ( Hives ( Allergic Reaction ( Dermatitis ( Any Other Skin Disease?
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Asthma ( Bronchitis (Recurrent Or Chronic) ( Emphysema ( Shortness of Breath ( Chronic Cough ( Pneumonia ( Hay Fever ( Tuberculosis ( Any Other Lung Disease?
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Rheumatic Fever ( High Blood Pressure ( Fainting or Blackouts ( Heart Surgery ( Varicose Veins ( Heart Failure ( Irregular Heart Beat ( Heart Murmur ( Frequent Hand Or Feet Sweating ( Angina ( High Cholesterol ( Heart Attack ( Blood Clots ( Stroke ( Any Other Heart Disease.
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Jaundice ( Hepatitis ( Hernia Or Rupture ( Stomach Or Duodenal Ulcer ( Liver Cirrhosis ( Divert Colitis ( Any Other Colon, Liver Or Stomach Disease?
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Kidney Failure, Disease Or Insufficiency ( Kidney Stone ( Kidney Or Bladder Infection ( Bladder Polyps Or Tumour ( Loss Of Bladder Control (Any Other Kidney Or Bladder Disease? 
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Depression ( Sleep Disorder ( Neuropathy (Nerve Pain) ( Numbness Or Abnormality In Arms or Legs ( Dizziness Or Vertigo ( Epilepsy Seizures ( Polio ( Stroke ( Serious Head Injury ( Nervous Breakdown ( Problems With Motion Sickness ( Nervousness ( Multiple Sclerosis ( Narcolepsy ( Severe Or Migraine Headaches ( Chronic Or Excessive Fatigue ( Paralysis Or Pinched Nerves ( Weakness ( Amnesia ( Any Other Nervous System Disorder?
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Diabetes ( Thyroid Problems ( Hearing Loss ( Vision Loss ( Colour Blindness ( Glaucoma ( Any Other Eye Disease?
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Blood Clotting Or Bleeding Disorder ( Anaemia ( Any Other Blood Disorder?
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Cancer Of Any Kind?
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Neck Strain ( Disc Condition ( Carpal Tunnel Syndrome ( Surgery (Back Or Neck) ( Foot Pain Or Problems ( Sciatica ( Fractures ( Bone Or Joint Disease ( Amputations ( Gout ( Arthritis ( Muscle Disease Or Fibromyalgia ( Back Strain ( Tendonitis, Bursitis, Joints That Lock, Catch Or Give Way ( Tingling Shoulder Strain Or Rotator Cuff Problem ( Any Other Muscle, Bone Or Joint Problem?
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Alcohol Abuse, Drug Abuse or Chemical Dependency?
	     


	Prior Medical Testing

In the last 10 years, list all x-rays, blood tests, exercise tests, heart catheterizations, ultrasounds, scans, brain scans or major surgeries that are related to any significant illness or physical conditions. 

	Year
	Type of Test

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


	Blood Transfusions: List any blood transfusions you have had, including dates and reasons.

	Date
	Reason

	     
	     

	     
	     

	     
	



	Blood Type:
	
 FORMCHECKBOX 
 A
 FORMCHECKBOX 
 B
 FORMCHECKBOX 
 O
 FORMCHECKBOX 
 Positive
 FORMCHECKBOX 
 Negative


	Next of Kin
	

	Surname
	     

	First Name
	     

	Relationship
	     

	Address

(include post code)


	     

	Emergency Contact Numbers
	     

	Daytime Land line
	     

	Evening Land line
	     

	Mobile
	     


	Drug Allergies and Intolerance:

	     


	Medications Taken in the Past Five Years:

	     


Declaration
I, __________________________________________ have completed this medical form to the best of my knowledge. I also understand the need to report changes in my health status of treatment rendered by a doctor prior to visiting Forever Angels.

I request that this personal medical history be forwarded to Forever Angels in Mwanza, Tanzania so that I may be given any necessary medical attention should that become necessary or appropriate.

I certify that all statements given on this application are correct with no omissions.

In the course of my visit to Tanzania with Forever Angels, should it become necessary that I require medical treatment, I hereby agree to the performance of such treatment, anaesthetics and operations as, in the opinion of the attending Physician are deemed necessary.

I accept that Forever Angels Baby Home is not liable for any accident, incident, illness or emergency which occurs during my time at in Tanzania and I have arranged for adequate Medical Insurance to cover the duration of my placement at Forever Angels.
SIGNATURE 





DATE
……………………………………..                             .…………………………………...

Please complete the Blood type section








