Yeshivat Eretz HaTzvi
Medical Form
(All information provided strictly confidential)

Medical History: To be completed by applicant

Date: ___________
Name of Student::______________________________________________________
Height: ____________    Weight: ____________

Do you or any member in your family suffer from:

Tuberculosis
Epilepsy
Heart disease
Asthma
Diabetes
Emotional Disturbances
Digestive tract diseases


Any other major illnesses?


If yes to any of the above- Please specify and explain.__________________________
_____________________________________________________________________

Have you ever received psychological counseling? ____________________________
If the answer to the above is yes, please list dates and explain the nature and duration of the counseling. Are you still in counseling?  Please provide contact information for doctor:_______________________________________________________________
_____________________________________________________________________

_____________________________________________________________________
Have you ever undergone any injury or surgery?  _____________________________

 _____________________________________________________________________

_____________________________________________________________________

Please list any hospitalizations or diagnoses? ________________________________
_____________________________________________________________________

Please list all allergies  __________________________________________________
Please list any specific allergies to medications_______________________________
All statements made above are true and complete to the best of my knowledge-

Signature: _______________________________________ Date: _________


Medical Exam (to be completed by a physician)

Name ____________________________ _______ Date of Birth__________
Please list any significant past illnesses which might have a bearing on the applicant's health._______________________________________________________________

_____________________________________________________________________ 

Please list any allergies:  ________________________________________________ 
Any history of:  ___ High blood pressure ___ Heart disease ___ Diabetes ___Seizures ___ Arthritis ___Asthma/CO 

FAMILIY HISTORY:    ___ High blood pressure   ___ Heart disease    ___ Diabetes 

Physical Exam:

Age_________ Weight__________ Height__________ BP_____________ 

  

	
	Normal
	Abnormal
	Describe Abnormality

	HEAD
	 
	 
	 

	NECK
	 
	 
	 

	EYES
	 
	 
	 

	EARS
	 
	 
	 

	TEETH
	 
	 
	 

	MOUTH AND THROAT
	 
	 
	 

	CHEST AND LUNGS
	 
	 
	 

	HEART
	 
	 
	 

	ABDOMEN AND VISCERA
	 
	 
	 

	HERNIA
	 
	 
	 

	G.U. SYSTEM
	 
	 
	 

	UPPER & LOWER EXTREMITIES
	 
	 
	 

	SPINE
	 
	 
	 

	NERVOUS SYSTEM
	 
	 
	 

	BLOOD TYPE
	 
	 
	 

	TB SCREENING
	PPD  __POS __NEG  SIZE_________  INDURATION__________  
   
IF POSITIVE __CHEST X-RAY __PROPHYLAXIS __HISTORY OF BCG __RECENT CONVERSION


Is the applicant receiving any medications prescribed by you? If YES, please attach statement of such medication with dosage and direction to be kept on file. 

Any recommendations or precautions regarding diet and activities? 
___________________________________________________________________ 


___________________________________________________________________
DOES THE APPLICANT HAVE AN EMOTIONAL OR PSYCHOLOGICAL PROBLEM WHICH MIGHT ENDANGER THE HEALTH OR WELFARE OF HIMSELF OR OTHER STUDENTS? If yes please explain on an attached page.  Please consider overall EMOTIONAL HEALTH including emotional stability, ability to get along with others and in groups. 
IMMUNIZATION RECORD
	MEASLES

   1. Measles antibodies    __ Positive     __Negative     Date of test ___________________  

OR

   2. Vaccinated against measles.__   Date of first dose ______Date of second dose ___________

	GERMAN MEASLES

	 German Measles Antibodies  __ Positive    __ Negative       Date of test _____________  

OR

  Vaccinated against German Measles:  ___Date of test:_______________________________

	HEPATITUS B

	 Vaccinated series of 3 injections completed:        Date of completion __________________

	CHICKEN POX

	 History of Chicken Pox  __ Yes     Date _______________  No  ____     Not Sure________

	MUMPS

	 History of Mumps  ___ Yes     Date _______________     No  ____     Not Sure_________

	POLIO VACCINE

	Date of 1st Shot ___________Date of 2nd Shot ___________Date of 3rd Shot___________

	TETANUS

	Date of 1st Shot ___________Date of 2nd Shot ___________Date of 3rd Shot___________

	HEPATITUS A VACCINE

	Date of 1st Shot ___________Date of 2nd Shot __________Date of 3rd Shot___________


I believe that the above named applicant is able to spend year studying in Israel and participate in all program activities. I have not willfully or knowingly withheld or misrepresented any medical information.
Date of exam: ________________ Signature of physician: ____________________

License #: ____________________ Telephone: _____________________________
Address: ____________________________________________________________

____________________________________________________________________
