HEALTH FORM  - PART 1

TO THE APPLICANT:  This information is treated confidentially and does not determine your eligibility for admission.  Please print clearly or type the answers, adding another page if necessary.
1. YOUR NAME __________________________________________________________


U.S. Social Security Number/Canadian SIN_______________________________

2. Citizen of ______________________________________________________________

3. Permanent Address ____________________________________________________________________

______________________________________________________________________________________

                     Telephone (home)                   Telephone (other)                                Email
4. Do you have medical insurance? [ ] Yes  [ ] No

5. Name of Insurer _________________________________________________________

6. Med. Insurance No.______________________________________________________

7. Medical Insurance Coverage (briefly) ______________________________________________________

8. Name, Relationship, and Address of Next of Kin______________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

9. Phone Number(s) _____________________________________________________________________

10. Person to contact in case of emergency ____________________________________________________

_______________________________________________________________________________________

         Address                                              Phone No(s)



Relationship

PERSONAL HISTORY:  Have you ever had, or do you have, any of the following? Please answer all questions.  Comment on all YES answers in the space below or on a separate sheet. 

1 Skin Conditions       

[ ] Yes [ ] No   

19 Recurrent diarrhea   
[ ] Yes [ ] No   

2 Low blood pressure   
[ ] Yes [ ] No   

20 Broken bones          

[ ] Yes [ ] No   

3 High blood pressure  
[ ] Yes [ ] No   

21 Venereal Disease      
[ ] Yes [ ] No   

4 Intestinal troubles   

[ ] Yes [ ] No   

22 Dislocation of joints 
[ ] Yes [ ] No   

5 Fainting spells       

[ ] Yes [ ] No   

23 Back problems        

[ ] Yes [ ] No   
6 Tumor/Cancer          

[ ] Yes [ ] No   

24 Recurrent headache    
[ ] Yes [ ] No   
7 Hay Fever, Asthma     
[ ] Yes [ ] No


25 Shortness of breath   
[ ] Yes [ ] No
8 Hernia repair   

[ ] Yes [ ] No   

26 Stomach/Duodenal Ulcer  
[ ] Yes [ ] No
9 Mental or nervous disorders [ ] Yes [ ] No


27 Heart trouble 

[ ] Yes [ ] No
10 Eye trouble  


[ ] Yes [ ] No


28 Hepatitis     


[ ] Yes [ ] No
11 Ear trouble   

[ ] Yes [ ] No


29 Head injury   

[ ] Yes [ ] No
12 Diabetes      


[ ] Yes [ ] No


30 Surgery       


[ ] Yes [ ] No
13 Epilepsy      


[ ] Yes [ ] No


31 Weakness      

[ ] Yes [ ] No
14 Jaundice      


[ ] Yes [ ] No


32 Anemia        


[ ] Yes [ ] No
15 Paralysis     


[ ] Yes [ ] No


33 Insomnia      

[ ] Yes [ ] No
16 Tonsillectomy

[ ] Yes [ ] No   

34 Rheumatism/Arthritis  
[ ] Yes [ ] No
17 Gall bladder problems 
[ ] Yes  [ ] No


35 Appendectomy    

[ ] Yes [ ] No   
18 Kidney disease        

[ ] Yes [ ] No   

36 HIV or AIDS 

[ ] Yes [ ] No   
Allergies (specify) _______________________________________________________________________

Communicable diseases, Date (Measles, Chicken Pox, Mumps, Pertussis, Scarlet Fever, Tuberculosis, Other) Specify: __________________________________________________________________________

_______________________________________________________________________________________

Other illnesses or conditions (specify) ________________________________________________________

 ______________________________________________________________________________________     

FEMALES ONLY
Irregular periods 
[ ] Yes  [ ] No

Severe cramps     
[ ] Yes  [ ] No




Excessive flow    
[ ] Yes  [ ] No

Are you pregnant?
[ ] Yes  [ ] No

1. Are you currently under medical care for any condition?   [ ] No [ ] Yes - Specify:

2. Are you taking any medication at this time? [ ] No [ ] Yes - Specify: 

3. Are you allergic to any drugs? [ ] No [ ] Yes - Specify:

4. Do you have a history of emotional or mental health problems? [ ] No [ ] Yes - Specify:

5. Do you have any physical impairments, handicaps, or health conditions which require special attention?    

[ ] No [ ] Yes - Specify:

6. Are you:  Underweight?  [ ] No [ ] Yes    Overweight?  [ ] No  [ ] Yes  If so, by how much? ____________

7. Blood type:   O, A, B, AB (+ or - ) ___________

8. How would you rate your health condition?   [ ] Excellent   [ ] Good   [ ] Fair   [ ] Poor 

IMMUNIZATIONS

Basic Booster 
[ ] No  [ ] Yes  Year(s)______________________
     Last TB Skin Test or X-Ray:

1 Diphtheria    
[ ] No  [ ] Yes  Year(s)______________________

_________________________

2 Tetanus         
[ ] No  [ ] Yes  Year(s)______________________                        Date

3 Pertussis       
[ ] No  [ ] Yes  Year(s)______________________

_________________________

4 Polio             
[ ] No  [ ] Yes  Year(s)______________________
      
         Result

5 Rubella         
[ ] No  [ ] Yes  Year(s)______________________                       

6 Rubeola        
[ ] No  [ ] Yes  Year(s)______________________
      Last HIV Test:


7 Mumps         
[ ] No  [ ] Yes  Year(s)______________________    
_________________________

8 TB                 [ ] No  [ ] Yes  Year(s)______________________         

Date

9 Hepatitus A   [ ] No  [ ] Yes  Year(s)______________________

_________________________

10 Other            [ ] No  [ ] Yes  Year(s)______________________


Result

____________________________________________________

Have you had in the past, or are you currently dealing with, any of the following: 

1 Eating disorders (such as bulimia/anorexia):  Yes/No

5 Homosexuality:  Yes/No
2 Sexual addictions (child abuse/pornography/):  Yes/No

6 Anxiety (phobias/panic disorders):  Yes/No
3 Mood disorders (depression, other):  Yes/No


7 Suicidal thoughts/attempts:  Yes/No

4 Psychosis (schizophrenia/delusions):  Yes/No


8 Smoking or drunkenness:  Yes/No
If you have any other health information which it would be helpful or important for us to know, please explain on a separate sheet.

Have you ever been tried or convicted of a crime?  Yes/No  Details:
Have you ever used illegal drugs?  Yes/No  Details: 
HIV-POLICY.  Youth With A Mission is committed to non-discrimination against those who are HIV positive.  If you know you are AIDS or HIV-positive, please contact the Base Director for more information.

Health records, like all other materials submitted in application to YWAM Tbilisi, are considered confidential and are not available for general use.  Please sign below indicating that you have read this statement and are authorizing the administrators to release necessary health information if they feel it is imperative to do so.

Applicant’s Signature:  ___________________________________________ Date:__________________
HEALTH FORM - PART 2 -  DOCTOR'S  REPORT
This portion of the form must be completed and signed by a Physician or Health Official.

TUBERCULOSIS CONTROL (required for entrance to YWAM Georgia). You must receive either a TB Skin Test or Chest X-Ray before coming to YWAM Tbilisi.  

X-Ray

_______________________________________________________________________________________

 Date          
Result           

Examination Facility                   

Skin Test

_______________________________________________________________________________________

 Date             
Result                      
Examination Facility          

BCG Vaccination (Tuberculosis Vaccination) – if you have received this, please document below.

_______________________________________________________________________________________

 Date              
Result          

Examination Facility          

Physician's Signature _________________________________________   Date _____________

                                                                                                                                     Day/Mo/Yr 

Physician's Name (please print) _________________________________

Physician’s Address and Phone No.__________________________________________________________

Please direct all forms to: 

        YWAM/Dennis Holt

        Box  15

        Tbilisi  2, 0102

        GEORGIA

        Phone: (995 90) 21 75 28                E Mail:  applications@ywamtbilisi.org
        Mobile: (995 99) 13 72 86

You may complete these forms in Microsoft Word and send them 


via E mail attachment.
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