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PERSONAL HEALTH SUMMARY
Today’s Date: _________________

General Information:

Name (first, middle initial, last): 










Number and Street

City





State



Zip
Home Phone: (
       )



Alt. Phone: (
     )



Emergency Contact: 



Relationship: 

Tel: 




MEDICAL HISTORY

Date of Birth: __ __/__ __ / __ __ 
Sex: __ F __ M
Height: 

   Weight: 



How would you describe your general health (please circle):




Excellent


Good


Fair


Poor

Do you have a regular physician?
___ Yes
___ No

Physician’s name: 





Location: 



Physician’s telephone: 





Please answer these questions as fully as possible.  The more information you are able to provide us will enable us to evaluate whether you are ready for the physical demands of this program.

Have you ever had a backache?  If so, has your back pain limited your ability to walk, bend over or lift heavy objects?  Please explain.
Have you ever suffered from any kind of joint stiffness or pain in your arms or legs?  If so, has your stiffness limited your ability to walk, bend over or lift heavy objects?   Please explain
Are you able to walk at least 1 km a day without any pains or aches?

Do you suffer from headaches and/or migraines?  If yes, please explain how long they last and how frequent they are.

Are you allergic to the sting or bite of bees, wasps, spiders, mosquitoes, etc?

Have you ever suffered from depression?  Have you ever taken medication for depression or anxiety?

If yes, please explain and list any medication that you take.
Have you ever had any surgeries or hospitalizations?   If yes, please explain below.
Are you currently under the care of a physician for any medical condition?  If yes, please explain. 
Are you allergic to any medicines, antibiotics (such as penicillin), or dust, mold, pollen, etc?
Do you use any special medications for the allergies listed above?  
___ No
___ Yes  

Do you smoke tobacco products? ___ No  ___Yes          Do you chew tobacco products?
___ No
___ Yes  

When was your last tetanus booster?  



FAMILY HISTORY

Has anyone in your biological family ever suffered from:



Condition:



Yes
No

Relationship
Age at occurrence



Heart attack at less than 60 years old?
___
___









Diabetes?



___
___









Problems with general anesthesia?
___
___









Inherited medical condition?

___
___










(specify condition 


)


SIGNATURE AND STATEMENT


To the best of my knowledge, the information given above is true and correct.

I understand that participating in a work program involves potential risks and dangers tot the participant and that these may include injuries to myself.  I further understand that, by participating with EarthCorps, I may be in areas without medical personnel and facilities.

If an injury or illness occurs in the course of performing my duties at/for EarthCorps or while on an outing sponsored by  EarthCorps, I consent beforehand to any medically necessary emergency treatment on my behalf and I consent to transport to the nearest appropriate medical facility.  I also understand that my emergency medical contact will be contacted as soon as is possible given the circumstances related to any medical emergency and the nature of the emergency.  I further state that the emergency medical contact identified above is to act in my stead if I am not able to speak for myself in a medical emergency.

Date: __ __/__ __/__ __ __ __
Signature: 







Date: __ __/__ __/__ __ __ __
Witness Signature: 











Printed Name of Witness: 











