	KANSAS-NEBRASKA

SOUTHERN BAPTIST DISASTER RELIEF - GENERAL MEDICAL INFORMATION


(To be filled out by applicant)

Name: ___________________________________________________________________________

     (Last)




(First)



(Middle initial)

Birthday: ________/______/______ Age: _________ Sex: ___________

Address: __________________________ City: _________________ State: _____ Zip: __________
Telephone :(          )__________________Marital Status: ______ Weight: _______ Height: _______
Emergency Contact Person: _____________________________ Telephone: ___________________
	MEDICAL STATEMENT


(All information requested below must be filled out before participant can take part in the disaster relief program)

Medical History:

General Health: ____________________________________________________________________

Limitations: _______________________________________________________________________

Any history of the following (circle):   Trick Knee   Weak Ankles   Bad Back   Other: _____________

Are you subject to (circle):   Diabetes   Epilepsy   Heart Disease   Hypertension   Other: ____________

Surgeries (circle all that apply):   Heart   Cataract   Appendix   Joint Replacement

Other: __________________________________ Date of last Tetanus shot:  _____________________

Medicines Taken (list medicine and reason):

______________________________________    Reason: ___________________________________

______________________________________   Reason: ____________________________________
______________________________________    Reason: ___________________________________
Allergies (food, drugs, other): __________________________________________________________

Medication used to treat allergies: _______________________________________________________

Medical treatment received in the past year: _______________________________________________

__________________________________________________________________________________
Have you had or been exposed to any contagious disease in the past six months? _________________

If so, which ones? ___________________________________________________________________

Physicians Name: _________________________________ Office Phone:  ______________________

Address: __________________________________________City:____________________________________
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	CONSENT


In the event of illness or injury, I do hereby grant permission to the Kansas-Nebraska Convention to obtain emergency medical attention for myself.

Signed: ________________________________________________Date:_______________________
	INSURANCE


Insurance issued in the name of: ________________________________________________________

Address of insured: __________________________________________________________________

City: __________________________________ State: __________ Zip Code: ___________________

Name of Insurance Company: __________________________________________________________

Address of Insurance Company: ________________________________________________________

City: __________________________________ State: __________ Zip Code: ___________________

Policy Number: _____________________________________________________________________

	PHYSICIAN (optional)


I have examined the applicant and find that he/she is in fit health for participation in Disaster Relief.
Physicians Signature: _______________________________________Date:_____________________

Comments: _________________________________________________________________________

__________________________________________________________________________________
	Please arrive at the coordinating site with complete information for this form with you.

It would be helpful if this form was already filled out.

Please leave it with the contact person when you check in.

Be sure to complete the Personal Information Update and sign in the Daily Volunteer List when you check in.  Thanks.
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