First United Methodist Church Respite Program

Medical Examination Form

Caregiver’s Name and Phone Numbers_______________________________________________________
Applicant’s Name: __________________________________________   Date of Birth:  _______________

Address: ___________________________________  City: _____________  State: ____  Zip:  __________

Caregiver’s Email Address_________________________________________________________________
BILLING ADDRESS? Where does the bill go and to who?_______________________________________

The above named person has applied for enrollment or is currently enrolled at the First United Methodist Church Respite Program.  Your careful examination and written recommendation on this form will help to ensure that the applicant is provided appropriate care and services, encourage safe participation in program activities, and provide a current medical history in the event of an emergency.  The applicant’s caregiver/family member has signed a release form and is available from the Respite Program upon request.  Any information reported on this form is considered confidential and will be released only with the caregiver’s/applicant’s written permission.

Please indicate if the applicant has any of the following diseases or conditions, and if special attention or restrictions to normal activities apply.
	Current Disease/

Chronic Condition
	Yes
	Special Attention

Required
	Restriction on Activities

	Alzheimer’s/Related Dementia
	
	
	

	Anemia
	
	
	

	Arthritis
	
	
	

	Asthma
	
	
	

	Cerebral Palsy
	
	
	

	Diabetes
	
	
	

	Effects of Stroke/Paralysis
	
	
	

	Emphysema/Bronchitis
	
	
	

	Epilepsy/Seizures/Fainting Spells
	
	
	

	Gastro-Intestinal Problems
	
	
	

	Heart Trouble
	
	
	

	High Blood Pressure
	
	
	

	Kidney/Urinary Tract Problems
	
	
	

	Mental Retardation
	
	
	

	Tuberculosis
	
	
	

	Skin Disorders
	
	
	


Any other diseases or conditions not previously mentioned: _________________________________________

_________________________________________________________________________________________

Any allergies or reactions to medication: ________________________________________________________

_________________________________________________________________________________________

Receiving any medical treatment?  YES    NO  If so, please explain: _______________________________

_________________________________________________________________________________________

Any known psychiatric problems?   YES    NO  If yes, please comment on nature, severity, and treatment required:​ _________________________________________________________________________________

Are their any restrictions for medical reasons on physical activities such as walking, exercises, etc.?   YES   NO.  If so, please explain: __________________________________________________________

Please list all medications that the applicant is currently taking, with dosages and times to be taken:

	Medication
	Dosage
	Time

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Special diet required?   YES  NO If yes, please explain: _______________________________________

_________________________________________________________________________________________

Date of last tuberculin skin test: _________________________   Result:   Positive  Negative

Additional Comments: _______________________________________________________________________

__________________________________________________________________________________________
Insurance Information: 
Name of Insurance:__________________________________________________________________________

Group Number:_____________________________________________________________________________

Policy Number:_____________________________________________________________________________

Name of Doctor and Preferred Hospital:_________________________________________________________

