
 
 
 

Health Information 
 

Do you have or feel you have any of the following? 
 
Substance Abuse  Mental Health issues  MRDD  Physical 
 
Please Explain: 
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
 
Please list any medications you have in your possession:  
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
 
Do you have a Doctor or other health care provider in the area? 
 
Name:______________________________ Telephone # ____________________________ 
 
 
Other Information:_______________________________________________________________ 
 
 
Comments:____________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
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