Midreshet B’erot Bat Ayin – B’not Ruth

Medical Form

(This information will be kept strictly confidential)
Full Name: __________________________________________________________________________________




Name in English




Name in Hebrew
Medical Insurance Company & Contact Information: ____________________________________________________________________________________________ 
Company Name  






Policy Number

____________________________________________________________________________________________ 

Address







Phone 
Emergency Contact Numbers: 
Name:  _______________________________  Relatiohnship to Student:  ______________________________
Address:  ​​​​​​​​​​​​​​​​​​​​​​​​___________________________________  Phone:  ________________________________________

Emergency Contact In Israel (if different from above):

Name:  _______________________________  Relatiohnship to Student:  ______________________________

Address:  ​​​​​​​​​​​​​​​​​​​​​​​​___________________________________  Phone:  ________________________________________

Do you suffer from any allergies (food or medication)? (  ) No  (  ) Yes  If yes please list: _________________

____________________________________________________________________________________________

Do you have any special dietary needs? (  ) No  (  ) Yes list:__________________________________________ 
Have you ever suffered from an eating disorder? (  ) No  (  ) Yes Details and Dates: _____________________

____________________________________________________________________________________________  

Do you suffer from any illnesses? (  ) No  (  ) Yes  If yes, please explain:  

____________________________________________________________________________________________

Have you ever been hospitalized? (  ) No  (  ) Yes  If yes, please give details and dates: 

____________________________________________________________________________________________

Do you take medication? (  ) No  (  ) Yes  If yes, please list medications: 

____________________________________________________________________________________________

What are the most pressing psychological issues you are dealing with?  

____________________________________________________________________________________________
Have you ever consulted or been treated by a psychologist, social worker or counselor?  If yes, please explain including dates, situation, medications prescribed and place of treatment: 
____________________________________________________________________________________________

____________________________________________________________________________________________

Do you smoke?  If so, how much?  _________________________________________________________
What has been the extent of your involvement with drugs or alcohol? 

____________________________________________________________________________________________

Is there anything else we should know about? ____________________________________________

I certify that I have accurately indicated any medical and/or psychological problems that I have received treatment for in the past or that I am currently being treated for:

________________________________________

______________________________________

Signature






Date

Physician’s Authorization
Student Name:  ________________________________________________________________________
1. Vision: __________________________ Hearing: ___________________

2. General Examination 

Normal 
           Deviation from Normal

Height



______

_________________
Weight



______

_________________
Heart 



______ 

_________________

Lungs, Chest 


______ 

_________________

Blood Pressure 

______ 

_________________

Hemoglobin 


______ 

_________________

Abdomen, Digestive Tract 
______ 

_________________

Mouth, Throat 

______ 

_________________

Skin



 ______ 

_________________

Spine 



______ 

_________________

Feet 



______ 

_________________

Nervous System 

______ 

_________________

Allergies 


______ 

_________________

Menstrual History 

______ 

_________________
Other remarks:_________________________________________________________________________

_____________________________________________________________________________________
3. a) Is student presently receiving any medications? Is so, please attach statement of such

medications with dosage and directions.

b) List any medication that the student has taken regularly at any point over the last three years.

_____________________________________________________________________________________

_____________________________________________________________________________________
4. Does the student have any history of an eating or dietary disorder, or currently manifest any signs

of either? (  ) No (  ) Yes
    Details: ____________________________________________________________________________

5. Does the student have any physical limitations: ( ) NO ( ) YES

    Details: ____________________________________________________________________________

6. Date of last tetanus immunization: _______________________________________________________

I have examined the above named student and DO consider her physically and emotionally able to

participate in your program in Israel.

Name of Physician (please print): _________________________________________________________

Address: _______________________________________ Phone: _______________________________
Date: ____________________ Signature: ___________________________________________________

-------------------------------------------------------------------------------------------------------------------------------
To the best of my knowledge, all the above information is both accurate and complete.

Student Signature ____________________________________________
