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PERSONAL MEDICAL INFORMATION
Name:  
Date of Birth:       


Overall Condition of Health:
 FORMCHECKBOX 
  Poor
 FORMCHECKBOX 
  Fair
 FORMCHECKBOX 
  Good
 FORMCHECKBOX 
  Excellent

Blood Type (REQUIRED):       
Height:       
Weight:       
Vision (N/N): 

Specify if you have any food allergies or special dietary needs:       
Specify any medications you take, as well as, the dosage, frequency, and reason you take them: 
Specify any medications you are allergic to, the reaction you had, and the date it occurred (for example Penicillin – caused rash in 1990):      

If you have had any of the following please check the “Past” checkbox.  If you currently have one of the following please check the “Current” check box.

Past Current


Past  Current


 Past  Current


 Past  Current

           .

 FORMCHECKBOX 
    FORMCHECKBOX 
 Measles
 FORMCHECKBOX 
    FORMCHECKBOX 
 Mumps
 FORMCHECKBOX 
    FORMCHECKBOX 
 Rubella
 FORMCHECKBOX 
    FORMCHECKBOX 
 Chickenpox
 FORMCHECKBOX 
    FORMCHECKBOX 
 Severe Headaches
 FORMCHECKBOX 
    FORMCHECKBOX 
 Epilepsy
 FORMCHECKBOX 
    FORMCHECKBOX 
 Convulsions
 FORMCHECKBOX 
    FORMCHECKBOX 
 Fainting Spells
 FORMCHECKBOX 
    FORMCHECKBOX 
 Stroke
 FORMCHECKBOX 
    FORMCHECKBOX 
 Thyroid Trouble
 FORMCHECKBOX 
    FORMCHECKBOX 
 Anemia
 FORMCHECKBOX 
    FORMCHECKBOX 
 Rheumatic Fever or

        other Heart Disease
 FORMCHECKBOX 
    FORMCHECKBOX 
 High Blood Pressure
 FORMCHECKBOX 
    FORMCHECKBOX 
 Leukemia
 FORMCHECKBOX 
    FORMCHECKBOX 
 Asthma
 FORMCHECKBOX 
    FORMCHECKBOX 
 Lung Disease
 FORMCHECKBOX 
    FORMCHECKBOX 
 Tuberculosis
 FORMCHECKBOX 
    FORMCHECKBOX 
 Diabetes
 FORMCHECKBOX 
    FORMCHECKBOX 
 Hypoglycemia
 FORMCHECKBOX 
    FORMCHECKBOX 
 Hepatitis
 FORMCHECKBOX 
    FORMCHECKBOX 
 Stomach Ulcers
 FORMCHECKBOX 
    FORMCHECKBOX 
 Intestinal Trouble or 

Colitis
 FORMCHECKBOX 
    FORMCHECKBOX 
 Venereal Disease
 FORMCHECKBOX 
    FORMCHECKBOX 
 Kidney Stones

 FORMCHECKBOX 
    FORMCHECKBOX 
 Cancer
 FORMCHECKBOX 
    FORMCHECKBOX 
 HIV/AIDS
 FORMCHECKBOX 
    FORMCHECKBOX 
 Bulimia
 FORMCHECKBOX 
    FORMCHECKBOX 
 Anorexia Nervosa
 FORMCHECKBOX 
    FORMCHECKBOX 
 Treatment for 

Depression
 FORMCHECKBOX 
    FORMCHECKBOX 
 Excessive Fatigue
 FORMCHECKBOX 
    FORMCHECKBOX 
 Nervous Breakdown
 FORMCHECKBOX 
    FORMCHECKBOX 
 Psychiatric Treatment
 FORMCHECKBOX 
    FORMCHECKBOX 
 Bipolar or Manic 

Depression
 FORMCHECKBOX 
    FORMCHECKBOX 
 Drug Flash-Back
 FORMCHECKBOX 
    FORMCHECKBOX 
 Sleep Disturbances
 FORMCHECKBOX 
    FORMCHECKBOX 
 Suicidal


Please explain any medical, dental, or special needs that you have:  
Name of anti malarial medicine ____________________

If you are using the SIM USA Medical Office please fill out the following two questions and take a copy of this form with you when you go:
Phone # local pharmacy ____________________
Overseas immunizations previously received _______________________________________________________________


NOTE TO ALL APPLICANTS:

We need to have information from your physician regarding any significant medical and/or emotional problems that currently affect you.  Correction of any problems regarding vision, hearing, or dental care should be completed before short-term service begins.

For internal use by SIM USA

This Personal Medical Information Form has been reviewed by  
On      
Comments:       
Signature





TEAM HEALTH FORM


SIM USA


PO Box 7900


Charlotte, NC 28241-7900





Date








