[HARVESTIME INTERNATIONAL INSTUTUTE]


[Address and telephone information]








MEDICAL SUMMARY





Please supply this information as completely as possible.  This information will be treated as confidential.





Name_________________________________________ Telephone ________________ Date_________ 





Sex:   Male  (        Female  (              Date of Birth _____/_____/_____





Name of primary care physician ____________________________ Telephone _____________________





Name of Insurance Company ______________________________ Group Number __________________





Ins. Co. Address _______________________________City _______________ State_____ Zip ________





Mark (x) any of the following diseases you have had and give the approximate dates.





Asthma		______   ___/___			High Blood Pressure	______   ___/___	


Bronchitis		______   ___/___			Influenza		______   ___/___


Chicken Pox		______   ___/___			Malaria		______   ___/___


Cholera		______   ___/___			Measles		______   ___/___


Convulsions		______   ___/___			Meningitis		______   ___/___


Diabetes		______   ___/___			Mononucleosis	______   ___/___


Diphtheria		______   ___/___			Mumps		______   ___/___   


Dysentery 		______   ___/___			Nervous Problems 	______   ___/___


Epilepsy		______   ___/___			Pneumonia		______   ___/___


Fainting Spells	______   ___/___			Rheumatic Fever	______   ___/___


Frequent Colds	______   ___/___			Scarlet Fever		______   ___/___   	


Heart Disease		______   ___/___			Tuberculosis		______   ___/___


Hepatitis		______   ___/___			Typhoid Fever 	______   ___/___


								Ulcer 			______   ___/___


								Whooping Cough 	______   ___/___





List any other serious illnesses: ___________________________________________________________ 





Are you currently under the care of a physician?     Yes  (      No  (





If so, what is the condition being treated?____________________________________________________





Have you ever been hospitalized or had a serious illness?    Yes  (      No  (





If yes, explain _________________________________________________________________________





_____________________________________________________________________________________





Do you have any medical problems that require special medicine such as diabetes, high blood pressure, 





etc.?   Yes  (    No  (      If yes, explain _____________________________________________�________





_____________________________________________________________________________________





Are you allergic to any medications?  Yes  (   No  (       If yes, list medications _____________________





_____________________________________________________________________________________





Have you ever been hospitalized?   Yes  (       No  (      If yes, why and when ______________________





_____________________________________________________________________________________





Are you required to take any special medications on a regular basis?  Yes  (        No  (





If yes, list the medications _______________________________________________________________





Mark (x) the following diseases that any of your immediate family members have now, or have had recently:





Cholera		______			Tuberculosis				______


Diabetes		______			Heart Disease				______


Cancer			______			Blood Disorders			______


High Blood Pressure	______			Sexually Transmitted Diseases	______


Typhoid 		______			Other Infectious Diseases ______________________








If you should need emergency treatment, to which facility do you prefer to be taken? 





Name of Facility __________________________________________ Telephone (______)____________





Address _________________________________________________ City ________________________





In case of an emergency, please contact:





Name ___________________________ Telephone (_____)__________ Relationship _______________





Address ____________________________ City ________________ State _______ Zip _____________





To the best of my knowledge, all of the preceding information is true and correct.  I understand that it is my responsibility to notify the Institute office of any changes.





Signature ______________________________________                                     Date ________________






































