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Cosmopolitan Industries Ltd.

HEALTH STATUS INFORMATION FORM
Participant Name:_________________________________     Date Completed:____________________ 

Date of Birth:____________________________  Personal Health Number:_______________________

Family Physician:________________________   Physician Phone Number:_______________________

Participant Diagnosis:__________________________________________________________________

Known Medical Conditions:

Seizure Disorder: ___Yes ___No
Type:_________________________________________________

                  (if yes to above question please complete attached seizure description form)

Diabetic: ___Yes ___No
Controlled by:
        ___Diet         ___Oral Medication         ___Insulin

Heart Problems/Conditions: ___Yes ___No     Describe:______________________________________

Lung Problems/Conditions: ___Yes ___No      Describe:______________________________________

Gastrointestinal Conditions: ___Yes ___No
   Describe:______________________________________

Gastroesophageal Reflux Disease (GERD or Reflux): ___Yes ___No

Genitourinary Conditions: ___Yes ___No
Describe:________________________________________

Skin Conditions: ___Yes ___No
Describe:______________________________________________

Bone/Joint Conditions: ___Yes ___No    Describe:___________________________________________

Muscular Conditions: ___Yes ___No
      Describe:___________________________________________

Communicable Illnesses/Diseases:________________________________________________________

Psychiatric/Mental Health Conditions:    ___Yes    ___No
   Describe:__________________________

_____________________________________________________________________________

Community Mental Health Worker/Nurse:________________________  Phone #:_________________

Other Known Medical Condition(s):______________________________________________________

Vision: ___Normal





Teeth: ___Has own

Wears:   ___Glasses
___Contact Lenses     

     
Wears: ___Full Denture

 
Legally Blind: ___Yes ___No 


                        ___Partial Plate (upper/lower)

Hearing: ___Normal
 ___Impaired



Diet: ___Regular ___Cut Up ___Ground

    Wears:  Hearing aide(s):___Left ___Right

          ___Pureed ___Tube Feed 








              _________________________

Last Tetanus Vaccination:_____________________________________________________________

Previous Surgeries:___________________________________________________________________

Previous Hospitalizations:______________________________________________________________

Mobility/Transfers/Lifts:

___Independent
___1 or 2 Person Assist
___Sit/Stand Lift
___Total Lift

___Uses Walker
___Uses Wheelchair

___Uses Slide Board/Transfer Board

Comments:_______________________________________________________________

Hygiene/Toileting:

___Independent
___Needs Assistance

___Total Care

___Incontinence

Bowel Care Routine: ___Yes ___No

Comments:_____________________________________________________________________

Allergies:

Anaphylaxis: ___Yes ___No
       Anaphylaxis to:___________________________________


Does individual carry an EpiPen? ___Yes ___No

Food Allergies: ___Yes ___No
Allergy to:___________________________________________


Describe Reaction(s):__________________________________________________________

Drug Allergies: ___Yes ___No
Allergy to:___________________________________________


Describe Reaction(s):__________________________________________________________

Environmental Allergies: ___Yes ___No
Allergy to:_____________________________________


Describe Reaction(s):__________________________________________________________

Medications: (Prescribed Medications/PRN Medications/Vitamins/Minerals/Herbal Supplements)

	Medication
	Dosage
	Times Given
	Reason

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


May Tylenol be given to this individual on request? 

___Yes
 ___No

 ___With Permission from caregiver (phone # ______________________)

Other Information: ____________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

