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2006 SHALHEVET BET: Passing the torch from generation to generation
Physical Examination – TO BE COMPLETED BY PHYSICIAN

Please return by February 15, 2006 (Use ink to complete)

Name of Participant:_________________________ Date of Examination __________

To the examining physician

This applicant is a candidate for participation in a travel program to Poland and Israel. The strenuous environment each participant will face taxes physical, mental and emotional capabilities to the fullest. It is imperative therefore, as a safeguard to the health of the participant, that this health report be as complete, accurate, and precise as possible. Please take note of the following factors as you complete the attached medical questionnaire, which will be used as a basis for treatment, if necessary, when the applicant is abroad. All information is strictly confidential.

Please provide us with a complete medical and psychiatric evaluation of the applicant.

Height ____________________________ Weight _____________________________ Blood Pressure _________________

Hearing _________ Right ____________ Left _____________ Vision ____________Right ___________ Left ____________




        Normal            Abnormal              Describe any abnormality in detail

Head & Neck


□

□
           ________________________________________________

Mouth and Throat

□

□
           ________________________________________________

Chest & Lungs


□

□
           _______________________________________​_________

Heart & Vascular System
□

□
           ________________________________________________

Abdomen & Viscera

□

□
           ________________________________________________

G.U. System


□

□
           ________________________________________________

G.I. System


□

□
           ________________________________________________

Hernia



□

□
           ________________________________________________

Upper Extremities

□

□
           ________________________________________________

Lower Extremities

□

□
           ________________________________________________

Spine



□

□
           ________________________________________________

Skin & Lymphatics

□

□
           ________________________________________________

Nervous System

□

□
           ________________________________________________

Current Medication(s) & Dosage: 


 



 Reason:

____

Menstrual History _____________
_ Cycle ________________ Problems ____________

___________

Urine Albumen _________________________________________ Sugar __________________________________________

Chest X-ray (if indicated) ______________________________ VDRL (if indicated) ______________________________

Special Diet ____________________________________________________________________________________________

Mental State ___________________________________________________________________________________________

If you have identified a history of anxiety or depression, is the condition currently stable?    __Yes    ___No

If no, please explain. 

If you have identified a history of eating disorders, is the condition currently stable?     
___Yes    ___No

If no, please explain.

Is there any other information about the applicant’s physical, emotional, or mental health that would be helpful in our treatment of the applicant while abroad? __________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

Which of the following has the

Please give all dates for

participant had? Please include dates
Vaccine:









                 Dates:    Mo/Yr      Mo/Yr     Mo/Yr     Mo/Yr     Mo/Yr     Mo/Yr

□ Measles 

_______________
DTP


        _____  _____  _____  _____  _____  _____

□ Chicken Pox 
_______________
TD (tetanus/diphtheria)      _____  _____  _____  _____  _____  _____
□ German Measles
_______________
Tetanus

        _____  _____  _____  _____  _____  _____
□ Mumps

_______________
Polio     

        _____  _____  _____  _____  _____  
□ Hepatitis A

_______________
MMR


        _____  _____  
□ Hepatitis B

_______________

or Measles
        _____  _____  
□ Hepatitis C

_______________

or Mumps
        _____  _____  







or Rubella
        _____  _____  

TB Mantoux Test
_______________
Hemophilus influenza B     _____  _____  _____  _____  

Date of last test
_______________
Hepatitis B

       _____  _____  _____  

Results:         □ Positive         □ Negative
Varicella (Chicken Pox)     _____  _____  

Recommendations

□ Full Physical Activity ___________________________________________________________________________________

□ Restrictions. If any, what type?  ________________________________________________________________________

□ Special Remarks ______________________________________________________________________________________

Physician’s Statement

I have read “To the examining physician” ; thereafter have examined the applicant, and have recorded the results above, which represent, to the best of my knowledge, the applicant’s medical history and my findings on examination. I understand that the Bureau of Jewish Education and The National Ramah Commission Program will rely on my report and findings.

I have known the applicant for ______________ years.

Name of Physician ____________________________________ Telephone ______________________________________

Address ______________________________________________ City, State, Zip ___________________________________
Signature _________________________________________________________________________Date _________________

Thank you for your cooperation. Kindly return this form to:

Claire Mikowski

Bureau of Jewish Education

639 14thAvenue

San Francisco, CA  94118

tel:  (415) 751. 6983 x128

fax: (415) 668.1816
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