World Mission Department
Health History: Adult

Please complete this entire form to the best of your knowledge. Ask your physician to review it during your physical exam. Return it to the
World Mission Department The Candidate Office may request additional lab work and/or exams after your medical forms have been reviewed.

l. PERSONAL INFORMATION

1.
Last Name First Name Middle Name
2.
Present Address
3.
Field Assignment
4, 3.
Present Telephone Date of Birth (mm/dd/yy)
6. 7. 8.
Age Gender Date Form Completed

1. FAMILY MEDICAL HISTORY

9. To the best of your knowledge, have any of your blood relatives (grandparents, parents, brothers, sisters or children) had any of the following
medical problems? If yes, please indicate by placing an “x” in the appropriate columns.

Grandfather Grandmother Father Mother Brother Sister Children

Depression
Diabetes
High Blood Pressure
Heart Disease/Heart Attack
Stroke
Epilepsy/Seizure
Tuberculosis
Cancer

Type of Cancer

Other serious illness in your family:

1. GENERAL HEALTH:

10. Do you exercise regularly? If so, what type of exercise program?

11. How many hours of sleep do you average?

12. In your opinion, do you: sleep well sleep adequately sleep poorly
13. In your opinion, do you have: little stress normal levels of stress too much stress

14. In your opinion, do you experience too much: depression anxiety fatigue




Page 2 or 4
Adult Health History

1v. PERSONAL MEDICAL HISTORY: V. IMMUNIZATION HISTORY:
(Please attach an additional sheet if needed
for explanations) 21. Please note which immunizations you’ve received, and the

year last immunized:

15. List all allergies to medications:
No Yes Year

Hepatitis A
Hepatitis B
Influenza (flu)
Pneumonia Vaccine

16. Listall past hospitalizations, reason for hospitalization, and Polio
year: Tetanus
Yellow Fever
Other:

VI. REVIEW OF MEDICAL SYMPTOMS:

22. Eyes. Do you now, or have you ever had any of the
following:

17. List any other serious illnesses and year:
No Yes Year

Cataracts

Color blindness

Continuous blurring of vision
Double vision

Do you wear glasses/contacts:

18. List all surgeries, type of surgery or procedure, and year: Other eye problems:

23. Ears. Do you now, or have you ever had any of the
following:

No Yes Year

Hearing Loss

Continuous ringing in ears
19. Listall serious accidents, injuries, fractures, and year: Do you wear a hearing aid

Other ear problems:

24. Nose. Do you now, or have you ever had any of the
20. Listall current prescriptions or medications you take on a following:

regular basis: No  Yes Year
Hay fever
Severe Allergies
Sinus problems
Frequent nosebleeds

Other nose problems:
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25.

Mouth/Throat. Do you now, or have you ever had
any mouth problems? (Specify):

26.

Dental. Do you now, or have you ever had any
major dental problems? (Specify):

27.

Neck. Do you now, or have you ever had any neck
problems? (Specify):

28.

29.

Lungs/Chest. Do you now, or have you ever had
any of the following:
No Yes
Continuous naggings
Cough or hoarseness
Coughed up blood
Wheezing in lungs
Shortness of breath
Asthma
Pneumonia
Emphysema
Tuberculosis (TB)
Pleurisy
Lung tumor or cancer
Scarring on chest X-ray

LT 8

Other lung Problems:

Heart/Circulatory System. Do you now, or have
you ever had any of the following:

No Yes Year
Abnormal EKG
Ankle Swelling
Angina (heart pain)
Blood clots
Elevated cholesterol
Heart attack
Heart murmur
High blood pressure
Stroke
Varicose veins

T

Other heart or blood vessel problems?

30. Stomach/Intestinal System. Do you now or

3L

32.

Have you ever had any of the following?
No Yes

Black tary stools
Blood in stool
Change in bowel habits
Cirrhosis
Colitis
Difficulty swallowing
Diverticulosis
Frequent diarrhea
Frequent or continuous

stomach pain
Gallbladder disease
Hemorrhoids
Hepatitis
Hernia rupture/repair
Pancreatitis
Spastic colon or irritable

bowel syndrome
Stomach/bowel cancer
Ulcers
Severe heartburn or

Indigestion
Gastroesophangal reflux disease
Vomited blood

Other stomach or intestinal problems:

Year

Urinary. Do you now, or have you ever had any of the

following:
No Yes
Bladder infections
Frequent urination
Kidney infections
Kidney stones
Painful urination

Other urinary problems:

Year

Endocrine/Hormonal. Do you now, or have you ever had

had any of the following:

No Yes
Thyroid Problems
Diabetes
If yes, how do you control diabetes?
Diet alone

Diet plus oral medication

Diet plus insulin injections

Other endocrine problems:

Year




33.

34.

35.

36.

Page 4 of 4
Adult Health History

Bone/Muscles. Do you now, or have you ever had
any of the following:
No Yes

Avrthritis
Back disc disease
Chronic back pain
Frequent or continuous

Joint aches/pain
Frequent or continuous

Joint stiffness
Frequent or continuous

Joint swelling
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Other bone or muscle problems:

Nervous System. Do you now, or have you ever had
of the following:

No Yes Years
Frequent Headaches
Head injury
Migraine headaches
Paralysis
Seizures/Epilepsy
Tension Headaches

T

Other nervous system problems:

Skin. Do you now, or have you ever had any of the
following:
No Yes Years
Lump or unusual
thickening of skin?
Obvious change in a
mole or wart
Skin Cancer
Sore that does not heal

Other skin problems:

Men Only. Do you now, or have you ever had any
of the following:

No Yes Years
Prostate infection
Prostate enlargement
Testicle problem

Other genital problems:

37. Women only. Do you now, or have you ever had any

of the following:
No Yes
Lumps in breasts
Breast Cancer
Uterus Problems
Unusual Bleeding or
Discharge
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Are you currently pregnant?
If yes, due date:

Number of pregnancies:
Number of live births:
Number of miscarriages:

Are you still having periods No Yes
If yes, date of last period:

Do you have regular Pap tests? No Yes
Date of last Pap test:

Do you have regular Mammograms?
No Yes
Date of last mammogram:

Other female problems:

OTHER COMMENTS: Please note any other
health problems or concerns you have:

Return To:

World Mission Department
Mission Candidate Opportunities
Church of the Nazarene
6401 The Paseo
Kansas City, MO 64131

Date Received Health Care Coordinator

Comments:

NOTE: Additional lab work and/or exams may be
requested after your medical forms have been
reviewed.



