 Medical History  

If yes give details
1.Do you now or have you ever had any allergies or any allergic reactions to drugs, injections, or insect bites? 
No  Yes 
-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------


2.Are you now taking (or have you taken within the last year) any medication or medical treatments, physiotherapy, etc.? 
No  Yes 


--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Please check with your doctor(s) concerning medications which may have side effects as a result of photo-sensitivity, the use of diuretics, the use of medications you have not used prior to traveling to Israel, etc.
3.Have you been in the past year or are you currently restricted by a physician in any physical activities? 
No Yes 


--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

4.Have you been in recent contact with any serious infectious diseases (tuberculosis, hepatitis, etc.) i.e. family, immediate friends or co-workers? 
No Yes 


-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

5. If you have consulted a physician for any reason in the past 18 months (even for colds, flu, etc.), please give dates, reason and result. 


---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

6.If you have ever been hospitalized for a major physical or mental illness, surgery or injury, please give year, reason and result. 

---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------


Physical Status 
Height: _____

Do you wear glasses? 
No Yes

 If so, will you need to wear them while you dig? 
No Yes

  Do you wear contact lenses? 
No Yes

  If yes, will you wear glasses while excavating? 
No Yes

  Are you colour blind? 
No Yes

Immunization Status 

Please indicate the most recent date you received a tetanus booster: 

Year___________    I don’t remember______________

Recent medical findings have indicated an increasing occurrence of Hepatitis A in the region in which we will be excavating. We therefore strongly urge all to discuss with their physician the suitability of the Hepatitis A inoculation for them. 

Hepatitis A inoculation received? Yes (Date: _______________)    No
Have you had any of the following? 


 If yes give details as to date, severity, any current problems or treatment.

	Anaemia (low blood count) Anemia

	yes
	no
	Nervous, emotional troubles 
	yes
	no

	Asthma or wheezing Astma/szmery oddechowe
	
	
	
	
	

	Back injury or strain 
	yes
	no
	Painful joints (bursitis, arthritis) bole rematyczne
	yes
	no

	Cancer or malignancy 
Nowotwór inne złośliwe choroby
	yes
	no
	Palpitations of the heart or arrhythmias Palpitacja, arytmia
	yes
	no

	Chronic cough 
Przewlekły kaszel
	yes
	no
	Persistent ear infection Cięzkie infekcje ucha
	yes
	no

	Collapsed lung or chronic bronchitis Odma opłucnowa, przewlekłe zapalenie oskrzeli
	yes
	no
	Persistent heart murmur Uporczliwe szmery sercowe
	yes
	no

	Congenital heart defect (CHD) Wrodzona wadę serca
	yes
	no
	Pneumonia or Pleurisy Zapalenie płuc i opłucnej
	yes
	no

	Diabetes 
Cukrzyca
	yes
	no
	Polio 
	yes
	no

	Epilepsy, convulsive seizures Epilepsja, 
drgawki
	yes
	no
	Pressure around the heart Ucisk koło serca
	yes
	no

	Fainting spells, dizziness, unconsciousness 
Omdlenia, zawroty głowy, utrata przytomności
	yes
	no
	Recurrent back pain Przewlekłe bóle pleców
	yes
	no

	Frequent eye infections Częste infekcje oczów
                                    
	yes
	no
	Recurrent diarrhea or colitis Przewlekła biegunka zapalenie okręznicy
	yes
	no

	Gastritis or recurrent heartburn Problemy gastryczne, refluks żołądkowo-przełykowy

	yes
	no
	Serious head injury Cięzkie urazy głowy
	yes
	no

	Glaucoma Jaskra, zaćma                                                                     

	yes
	no
	Severe skin disease Poważne choroby skóry
	yes
	no

	Goiter or thyroid Wole Nadczynność / niedoczynność tarczycy 
	yes
	no
	Shortness of breath (daily activities) Spłycenie oddechu
	yes
	no

	Hernia (rupture) Przepuklina


	yes
	no
	Stomach or duodenal ulcer Wrzody żołądka lub dwunastnicy
	yes
	no

	High blood pressure Nadciśnienie

	yes
	no
	Tuberculosis  Gruźlica
	yes
	no

	Zakażenie HIV
	yes
	no
	Varicose veins Żylaki kończyn dolnych
	
	

	Kidney or bladder infections Infekcje nerek i pęcherza moczowego

	yes
	no
	Yellow jaundice or Hepatitis Zółtaczka lub zapalenie wątroby
	yes
	no

	Loss of hearing Częściowa utrata słuchu
	yes
	no
	
	yes
	no

	Migraine or other headaches Migreny/ bole głowy
	yes
	no
	
	
	


--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Emergency Contact Information 

Name: _______________________________________ Relationship: __________________________

Street Address ____________________________________ City: _______________________ 

Postal Code: _______________ Country: ____________ 

Home Phone: ____________________ Work Phone: ___________________ Email: ______________

Signature: _______________________________________________________ Date: ____________
