

Page 1 of 2

[image: image1.png]BUREAU of JEWISH EDUCATION SAN FRANCISCO | THE PENINSULA | MARIN | SONOMA

639 14th Avenue San Francisco, CA 94118 tel 415 751-6983 fax 415 668-1816 www.bjesf.org A beneficiary of the Jewish Community Federation




2006 SHALHEVET BET: Passing the torch from generation to generation
Personal Health History

Please Return by December 15, 2005 (Use ink to complete)

Name of Applicant:_________________________

To be completed and signed by applicant, parent 

The following information will allow our staff and medical care providers to care for the applicant properly during the program. All information will be kept strictly confidential. Failure to provide health information may subject participant to dismissal from the program.

Illnesses (Please check where applicable, and provide dates)

Y N                                      Y N                                    Y N                                     Y N

□ □ ADD/ADHD

□ □ Anorexia

□ □ Arthritis

□ □ Anxiety/Depression

□ □ Asthma

□ □ Bulimia

□ □ Bronchitis

□ □ Cancer

□ □ Chicken Pox

□ □ Colitis

□ □ Convulsions

□ □ Diabetes

□ □ Drug/Alcohol Rehab

□ □ Ear Trouble

□ □ Epilepsy

□ □ Eye Trouble

□ □ Fainting

□ □ Frequent Colds

□ □ German Measles

□ □ Gyno. Disorder

□ □ Hay Fever

□ □ Headaches

□ □ Heart Trouble

□ □ Incontinence

□ □ Jaundice

□ □ Kidney Trouble

□ □ Lactose Intolerance

□ □ Measles

□ □ Mononucleosis

□ □ Mumps

□ □ Pneumonia

□ □ Poliomyelitis

□ □ Rheumatic Fever

□ □ Scarlet Fever

□ □ Seizures

□ □ Suicidal Attempts

□ □ Suicidal Gestures

□ □ Thyroid Disorder

□ □ Tuberculosis

□ □ Other _____________

□ □ Accidents (please specify) _______________________ □ □ Operations (please specify) ___________________

Allergies (Please check off any allergies the applicant has)

□ Food                                       □ Insect Stings                       □ Medicines                           □ Other_______________

Please Provide full details concerning any illnesses or allergies checked above. (Attach additional, if necessary)

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medication

□ Applicant takes no medications on a routine basis.

□ Applicant takes medications routinely as follows:

Please list all medications (including over-the-counter or non prescription drugs) taken routinely:

Brand Name

_________________________

_________________________

Generic/Scientific Name

_________________________

_________________________

Dosage

_________________________

_________________________

Reason for Medication

________________________

________________________

Will the applicant continue to take the same level of medication throughout the trip? If not, Please explain.________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Participant must be responsible for self-administering prescription medication as necessary. Is participant capable of doing so?___________________________________________________________________________________

Health History

Have you suffered from and/or been hospitalized for any chronic or recurring illness, alcohol or drug addiction, cancer, diabetes, eating disorders, epilepsy, heart disease, hypertension, mental illness, mononucleosis, etc.? If so, provide full details and an explanatory letter from a specialist setting forth complete diagnosis, and evaluation of applicant’s suitability for this program. _____________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe any physical limitations or restrictions that would prevent you from participating in the program to the full extent. __________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

Have there been any experiences of which we need to be aware that might affect you during the trip (death in the family, loss of a friend, divorce, parental separation, school problems, etc.)? ________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any illnesses that run in your family. _____________________________________________________________

Please indicate whether you have consulted a psychologist, psychiatrist, psychoanalyst, social worker or professional counselor. Failure to include information as well as an explanatory letter may subject participant to dismissal from the program. If yes, give full details in an explanatory letter from each specialist, including complete diagnosis, and evaluation of applicant’s suitability for the program. Indicate your permission to speak to him/her about your treatment by filling out the information below.

Name of person consulted ______________________________________________ Profession ________________________________

Telephone______________________________________________________________ Dates of consultation _____________________

Nature of the consultation _________________________________________________________________________________________

Health Insurance

Health Insurance Company _____________________________________________ Policy # 





Emergency Contact Information
Person in the U.S., other than a parent/guardian, to contact in case of emergency. (This information is mandatory)

Name ___________________________________________________ Relationship to Applicant_________________________________

Telephone _______________________________________________ Address _________________________________________________

City _____________________________________________________ State _____________________________Zip ___________________

Person in Israel to contact in case of an emergency. (Optional)

Name ___________________________________________________ Relationship to Applicant_________________________________

Telephone _______________________________________________ Address _________________________________________________

City _____________________________________________________ State _____________________________Zip ___________________

I certify that the statement above made by me in answering the forgoing questions are true and complete to the best of my knowledge.  I understand that if I participate in Shalhevet, false or misleading statements given on this document or in an interview may result in my dismissal from the program.  If dismissal occurs during the travel component of Shalhevet, any and all additional expenses related to my return will be borne by me/my parents.

Signature of Parent/Guardian ____________________________________________________ Date _____________________________

Signature of Applicant __________________________________________________________  Date _____________________________
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