
HIS TEACHER HEALTH FORM 

 
1. FAMILY 

 

Teacher’s Full Name _____________________________________________________________________ 

           Last  First   Middle 

Home Address __________________________________________________________________________ 

 

Birth Date _____________________Current Teaching Assignment/grade level _______ Male/Female_____ 

 

Emergency Contact Names: ________________________________________________________________ 

 

Emergency Contact Information: ____________________________________________________________ 

 

 

2. MEDICAL HISTORY 

 

Allergies:  Please indicate if you have any of the following allergies. 

 

Asthma : N/Y  If yes, please explain to what degree you have asthma and the plan of care, medicines included:  

 

__________________________________________________________________________ 
 

_________________________________________________________________________________________ 

         

Foods : N/Y If yes, please explain _____________________________________________________________ 

 

Medicines : N/Y If yes, please explain __________________________________________________________ 

 

Pollens or flowers: N/Y If yes, please explain ____________________________________________________ 

 

Insect bites or animals: N/Y If yes , please explain ________________________________________________ 

 

General Medical: Please explain if you have any of the following: 

 

Long term illnesses or medical problems (including but not limited to:  diabetes, hypertension, heart disease, stress 

requiring medications, bi-polar or schizophrenia, Hepatitis A, B, or C, chronic fatigue/related) : 

_________________________________________________________________________________________ 

 

Physical Handicaps _________________________________________________________________________ 

 

Special Emotional Needs Requiring Medication: __________________________________________________ 

 

Are your immunizations up to date? No_____Yes____   If  NO, please get the following before coming to the field: 

Include dates for the following:  (you can scan a copy of your immunization records and attach it) 

 Hepatitis A (all boosters) __________ 

 Hepatitis B (all boosters) __________ 

 Typhoid _____________ 

 Tetanus (DPT) _________ 

 Polio (all boosters) __________ 

 Measles (MMR) __________ 

 Hemophilus B (HIB) _________________ 

 

 

Do you take any medications regularly? No___Yes___If yes, please give name of drug, dose, and reason for  

 

medication: ________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

 

Health Insurance is strongly encouraged.  If you do not have it through your mission 

organization, it can be obtained from SOS International. 

 

Life Insurance is MANDATORY with no restriction on policy type or amount, but we will 

need a digital copy of the policy or some form of written proof from your organization for 

visa purposes. 

 

Malaria Prophylaxis.  Depending on which medication you take, it is recommended you start 

these meds at least 2 weeks before coming to the field, but always follow your doctor’s 

recommendation or contact a nurse here on the field in Papua. 

  


