New Mt. Joy Missionary Baptist Church Member Health History Form
2009
Dear Member:

To insure proper medical treatment we will rely on you to keep the Temple Health Ministry posted on new developments regarding your health.  Please complete, sign, and return to Sis. Della Pate this so we have current health information in your file for future reference .
Name: _____________________________________________ 
	Contact Names
	Relationship
	Home Phone#
	Work Phone#
	Cell phone/pager#

	Emergency Contact #1:


	
	
	
	

	Emergency Contact #2


	
	
	
	

	Emergency Contact #3

	
	
	
	

	Physician’s Name


	
	
	
	


Present Health problems

Please check the items that apply to you and write explanations on the blank lines below.  Be sure to include any changes in the health status in the past year.

_____
Strep infection (year ____)

_____
Diabetes

_____
Scarlet fever (year _____)

_____
Kidney or bladder trouble (explain)

_____
Frequent ear infections

_____
Heart disease (explain)

_____
Hard of hearing   

_____
Bleeding disorder (explain)

_____
Poor vision  

_____          Is special seating needed?   yes / no

_____
Special diet required (explain)

_____
Allergies (list & write reactions)

_____
Dieting for weight loss

_____
Asthma-list medication if needed

_____
Major operations (type & result)

_____
Headaches

_____
Permanent disability (explain)

_____
Convulsions or spells (explain & date)

_____
Temporary disability (explain)

_____
Epilepsy (explain)

_____
Serious injuries or accidents (explain)

_____
Hepatitis

_____
Tuberculosis -TB (year ____)

_____
Birth defect (explain)

_____
Other significant illness (explain)
                     _____
Taking prescription medication (list medication & reason below)

Explanation: ______________________________________________________________________________
_________________________________________________________________________________________

Special Equipment
Contact lenses:  _____ soft      _____ hard      _______ gas permeable         Glasses:  _____ yes   _____ no 

Hearing aid:  _____      Braces on teeth:  _____      Crutches/cane _____       Wheelchair _____

Medication
Medication WILL NOT BE GIVEN even with parent permission unless the proper documentation is on file with the Temple Health Ministry.
Emergency Information:

If neither a parent/guardian, emergency contact listed above or the family doctor can be contacted in case of serious illness or injury, permission is requested to take emergency action as deemed necessary. This may include transportation of the member to a hospital or medical center.

Please check one:   PERMISSION GRANTED_______________PERMISSION DENIED______________

Date  ___/___/___   Member’s signature  _______________________________________________
Date  ___/___/___   Parent/Guardian signature  _______________________________________________
