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HEALTH STATUS FORM
(TO BE COMPLETED BY EACH HOUSEHOLD MEMBER)

MEDICAL HISTORY
Have you had a history of, or treatment for, any of the following:

	
	NO
	YES
	
	NO
	YES
	
	NO
	YES

	Tuberculosis
	[bookmark: Check19]|_|
	[bookmark: Check20]|_|
	Seizures
	[bookmark: Check23]|_|
	[bookmark: Check24]|_|
	Alcoholism
	[bookmark: Check26]|_|
	[bookmark: Check27]|_|

	Cancer
	[bookmark: Check21]|_|
	[bookmark: Check22]|_|
	Colitis
	[bookmark: Check25]|_|
	[bookmark: Check28]|_|
	Hemophilia
	[bookmark: Check29]|_|
	[bookmark: Check30]|_|

	Severe Arthritis
	[bookmark: Check31]|_|
	[bookmark: Check32]|_|
	Heart Condition
	[bookmark: Check33]|_|
	[bookmark: Check34]|_|
	Chronic Headaches
	[bookmark: Check35]|_|
	[bookmark: Check36]|_|

	Chronic Kidney Condition
	[bookmark: Check37]|_|
	[bookmark: Check38]|_|
	Mental/Emotional Condition
	[bookmark: Check39]|_|
	[bookmark: Check40]|_|
	Chronic Fatigue
	[bookmark: Check41]|_|
	[bookmark: Check42]|_|



If you indicated YES of having a history of or treatment for mental/emotional condition, please include the following information: 

[bookmark: Check1][bookmark: Check2]Were you hospitalized? |_| Yes    |_| No

If yes, when? ______________________________  Treatment Location: ______________________________

[bookmark: Check3][bookmark: Check4]Have you ever received counseling services? |_| Yes    |_| No

If yes, when? ______________________________    Name of Counselor: ______________________________

Have you ever had a psychological evaluation or battery of psychological tests completed?
[bookmark: Check5][bookmark: Check6]|_| Yes   |_| No

If yes, when? ______________________________________________________________________________

[bookmark: Check7][bookmark: Check8]Have you ever taken medication as treatment for mental or emotional health? |_| Yes  |_| No

If yes, please include the following:

	[bookmark: _Hlk38024866]When
	Medication Prescribed

	
	

	
	

	
	

	
	





[bookmark: Check9][bookmark: Check10]Are you currently taking medication? |_| Yes   |_| No

If yes, please include the following:

	Medication
	Reason for Medication

	
	

	
	

	
	

	
	

	
	



[bookmark: Check11][bookmark: Check12]Do you have a physical disability or limitation? |_| Yes   |_| No

If yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

[bookmark: Check13][bookmark: Check14]Have you ever received substance abuse treatment? |_| Yes   |_| No
If yes, please indicate the following:
[bookmark: Check15]|_| Illegal Drug Use
[bookmark: Check16]|_| Alcohol
When was treatment received? ________________________________________________________________
Treatment location: _________________________________________________________________________

[bookmark: Check17][bookmark: Check18]A statement may be needed from a physician, psychologist, or counselor concerning you and/or your child’s past or current physical, mental, or emotional condition.  Are you willing to give permission for release of such information if necessary? |_| Yes   |_| No

__________________________________
Print Name
__________________________________
Signature
__________________________________
Date
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