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HEALTH STATUS

MEDICAL HISTORY (To be completed by applicant)

	Name:

	DOB:




Have you or any member of your family had a history of or treatment for the following:  If yes, use the following codes to indicate relationship to you: S-self	F-father	M- mother  Si-sister  B-brother  GM- grandmother  GF- Grandfather
	
	No
	Yes
	Rel
	
	No
	Yes
	Rel
	
	No
	Yes
	Rel

	Tuberculosis
	
	
	
	Headaches
	
	
	
	Alcoholism
	
	
	

	Cancer
	
	
	
	Seizures
	
	
	
	Asthma
	
	
	

	Hypertension
	
	
	
	Drug Usage
	
	
	
	Chronic Constipation
	
	
	

	Chronic Kidney Condition
	
	
	
	Heart Condition
	
	
	
	Tension
	
	
	

	Ulcers
	
	
	
	Mental/Emotional Problems
	
	
	
	Chronic Fatigue
	
	
	

	Colitis
	
	
	
	Severe Arthritis
	
	
	
	Insomnia
	
	
	

	Eczema
	
	
	
	Hemophilia
	
	
	
	Allergies
	
	
	

	Hayfever
	
	
	
	Diabetes
	
	
	
	Other
	
	
	




[bookmark: Check1][bookmark: Check2]Have you ever been treated for a mental problem? ...........................................................................................................|_|No	|_|Yes

If so, when and who gave treatment?
	



Have you taken medication for mental or emotional problems?.........................................................................................|_|No	|_|Yes

When				Drug Prescribed




Have you ever gone to counseling for emotional or family problems?................................................................................|_|No	|_|Yes

If so, when and who was the counselor?
	

	



Have you ever had a psychological examination or battery of psychological tests? .............................................................|_|No	|_|Yes

If so, when?
	



If you are an adult, are you physically able to have children? ..................................................................... .......................|_|No	|_|Yes

If no, why not?
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List all admissions to a hospital:	Date		Reason for Admission








List all prescription medications being taken on a regular basis.

Medication			Reason for Medication








Date of last visit to doctor and explain:
	

	



List all illness you have had in the past year:



[bookmark: _GoBack]



Do you have a physical disability? ..................................................................................................................................|_|No	|_|Yes

If so, what?
	



Have you ever been treated for drug usage? ....................................................................................................................|_|No	|_|Yes

If yes, when and where?
	



Have you ever been treated for alcoholism? ....................................................................................................................|_|No	|_|Yes

If yes, when and where?
	



[bookmark: Check9][bookmark: Check10]A statement may be needed for a physician, psychologist, or counselor concerning you and/or your child’s past or current physical, mental, or emotional condition.  Are you willing to give permission for release of such information if necessary? ..........................|_|No 	|_|Yes

IN ADDITION, YOU WILL NEED A DOCTOR’S STATEMENT VERIFYING THAT YOU DO NOT HAVE ANY HEALTH PROBLEMS THAT WOULD PREVENT YOU FROM BEING ABLE TO CARE FOR A FOSTER OR ADOPTIVE CHILD.

____________________________________________              ___________________
	Signature (If a minor, parent or guardian’s signature)			Date
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