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	Family Name
	
	Given Name(s)
	

	
	
	
	

	Date of Birth
	
	Place of Birth
	

	
	
	
	

	Full Address
	


	1.
Have you ever suffered from any of the following illnesses?
	Yes
	No

	Asthma
	(
	(

	Appendicitis
Has your appendix been removed?
	(
(
	(
(

	Diabetes
	(
	(

	Epilepsy
	(
	(

	Hernia
Have you had a hernia operation?
Was the operation successful?
	(
(
(
	(
(
(

	Malaria
	(
	(

	Pneumonia
	(
	(

	Rheumatic fever
	(
	(

	Vertigo, Dizziness
	(
	(

	Cancer or cancer related diseases
	(
	(

	Scarlet fever
	(
	(

	Tuberculosis
	(
	(

	Typhoid fever
	(
	(

	Migraine/persistent headache
	(
	(


	
	Yes
	No

	2.
Do you suffer from allergies?
	(
	(

	If YES, indicate shortly what are you allergic against

	


	3.
Have any members of your close family (parents, brothers or sisters) ever suffered from:
	Yes
	No

	Diabetes
	(
	(

	Tuberculosis
	(
	(

	Mental or nervous disorder
	(
	(


	
	Yes
	No

	4.
Have you been hospitalized?
	(
	(

	If YES, when and why

	

	
	Yes
	No

	5.
Are you pregnant?
	(
	(


	
6.
Have you got any disease, impairment or abnormality of:
	Yes
	No

	Eyes or Sight
	(
	(

	Ears or Hearing
	(
	(

	Tonsils, Nose, Throat
Have your tonsils been removed?
	(
(
	(
(

	Stomach or digestive system
	(
	(

	Genitourinary system
	(
	(

	Heart or blood vessels
	(
	(

	Other abdominal organs
	(
	(

	Lung, respiratory system
	(
	(

	Bones, Joints, Locomotor
	(
	(

	Brain or Nervous system
	(
	(

	Blood, Endocrine system
	(
	(

	Skin (acne, etc.)
	(
	(


	
	Yes
	No

	7.
Have you ever consulted a psychiatrist, psychologist or any other specialist in nervous or emotional disorders?
	
(
	
(

	
	Yes
	No

	8.
Will any orthodontic care be required during the coming two years?
	
(
	
(


	
	Yes
	No

	9.
Are there any other health-related problems you wish to point out?
	(
	(

	If YES, indicate

	

	
	Yes
	No

	10.
Are you personally or through your parents covered by a Health Insurance Policy?
	
(
	
(


I UNDERSTAND THAT NEITHER SENDING OR RECEIVING PARTNER IS LEGALLY RESPONSIBLE FOR ANY COSTS RESULTING FROM PRE-EXISTING ILLNESSES (PHYSICALLY OR MENTALLY) AND/OR PREGNANCY.

	Place and Date
	


	Signature of
Applicant
	


READ AND APPROVED:

	Signature of
Physician
	


