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WOMEN’S RESPITE PROGRAM

HEALTH FORM

To help us in the planning for the physical and dietary part of our program, please answer the following questions.

Do you have any of the following health problems:

Alcoholism  ___                                             High blood pressure ____

in recovery – how long ____                    

                                                                        Kidney disease _____

Asthma ____                                          

                                                                        Mental illness ____

Allergies ____

                                                                        Liver disease ____

Cancer ____

                                                                        Seizures ____

Depression ____

                                                                        Ulcers ____

Diabetes ____

                                                                        Other ______________________________

Drug addiction ___

 In recovery __ How long _____                              _____________

Heart disease ____

Are you on a special diet?___________________________________________________

Are you on any medication?  If so, what kind ___________________________________

Do you smoke? ___________________

Do you have any other health needs that would be important for our staff to know about?

_______________________________________________________________________

Your doctor’s name:_______________________________________________________

                  Address: _______________________________________________________

               Phone no.: _______________________________________________________

Your signature: _________________________________________           
