AOHE HEALTH FORM
NAME _________________________________________  EMAIL______________________________

ADDRESS ___________________________________________________________________________

YOUR PHONE #'s:  HM ___________________ WK __________________ CELL ________________

BIRTHDATE ______________NATIONALITY __________________ SEX ___________
EMERGENCY CONTACT __________________________RELATIONSHIP______________________

PHONE #'s:  HM _____________________ WK ___________________ CELL ___________________

MARITAL STATUS:  SINGLE    MARRIED   DIVORCED   ENGAGED   WIDOWED

How would you rate your health?    EXCELLENT    GOOD    FAIR    POOR

(Use the back of this form if you need more space for the following)

Are you under a physician’s care or taking any medications?
YES     NO

If YES, Doctor's name____________________________________ phone #___________________

Please list all medications ____________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Are you pregnant? 







YES    NO


If YES, when is your due date? _________________________________________________

Have you ever had mental illness or psychiatric treatment?

YES    NO


If YES, please explain _________________________________________________________
Do you have any physical limitations or disabilities?


YES   NO


If YES, please list: ______________________________________________________________

Do you have any allergies to medications? 



YES    NO


If YES, please list: ______________________________________________________________
Do you have any other allergies?





YES    NO


If YES, please list: ______________________________________________________________
Are you on a special diet?






YES    NO


If YES, please explain: _________________________________________________________
Apple of His Eye Ministries (AOHE Inc.) does not provide travel, accident, or health insurance for volunteers or guests, and will not be responsible for any such costs incurred related to your travel and/or stay with AOHE.  If you would like to purchase such coverage, please consult your insurance company or our travel agency, Economy Travel, at 888-222-2110.  By signing this statement I agree to the above conditions and accept responsibility for my own welfare and waive any future claims against AOHE, Inc. and its volunteers, for liability to the maximum extent permitted by law.
________________________________________________________Date_______________________
