
	
	

HEALTH HISTORY 

Please Print- To be completed by the applicant. 

 

Last Name _________________________________  First Name ____________________________ 

Address ______________________________________________________________________________ 

City ___________________________ Region/State __________________ Zip Code ___________ 

SSN ___________________________________ Age ___________ Birthdate ____________________ 

Gender _____Male _____Female       E-Mail ____________________________________________ 

Cell Phone _____________________ 

Height Weight 
 
 

History of seizures 
When: 
Medication 
 
 

Diabetesl1 or 2 
Medication: 
 

Special Medical Needs 
or attentions: 
 

Allergies: 
Reactions: 
Medication: 
 
 

Multiple Sclerosis: 
Medication: 

High Blood Pressure 
Medication: 

History of heart 
attacks/strokes 
When: 
Medication: 
 
 

Eye sight 
Any eye disease: 

Respiratory: Communicable 
Diseases: 

Anything that we should 
be aware of? 
 
 

Any Physical limitations 
that would make it 
difficult for you to attend 
CFNIB?  
 
 

Explain limitations: Other: 
 

_	

Emergency Doctor’s Name ________________________________________________________ 

Address ______________________________________________________________________  

Work Phone Number ________________________  Cell Phone __________________________  

E-Mail ______________________________  

_	 	


