Institute for the Nations, Australia
Youth With a Mission — Island Breeze

MEDICAL FORMS

Part 4a — Medical
Part A — to be completed by the applicant

Part A is to be completed by you, Part B is to be completed and sent by your Physician. We also ask that your Physician also
review Part

A. This information is treated confidentially. Please answer all questions as accurately as possible.

PRINT OR TYPE CLEARLY.

PERSONAL DETAILS:
NAME (PRINT CLEARLY)

(LAST) (FIRST) (MIDDLE)
DATE AND NAME OF DTS APPLYING FOR: .....ooveiveieeeeeeeeeeeeee e eeeeeeeeeeeee e eeee s eeeesees e ssee e eeeees e e ee s

HEIGHT oo, (METRE/ FEET)
WEIGHT oo, (LBS / KG)

PERSONAL HISTORY
Please answer all questions. Comment on all positive answers in the space below or on a separate piece of paper.

Have you ever had, or do you have, any of the following?

SKIN CONDITIONS yes no Comments:

EYE TROUBLE yes no Comments:

EAR TROUBLE yes no Comments:

HEAD INJURY yes no Comments:

RECURRENT HEADACHES yes no Comments:

EPILEPSY yes no Comments:

FAINTING SPELLS yes no Comments:

MENTAL DISORDERS yes no Comments:

PARALYSES yes no Comments:

INSOMNIA yes no Comments:

ALLERGIES yes no Comments:

SHORTNESS OF BREATH yes no Comments:

HAY FEVER/ASTHMA yes no Comments:

HEART TROUBLE yes no Comments:

HIGH BLOOD PRESSURE yes no Comments:

LOW BLOOD PRESSURE yes no Comments:

RHEUMATISM/ARTHRITIS yes no Comments:

BACK PROBLEMS yes no Comments:
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