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Medical Form

Sisters of Charity of the Incarnate Word, 4503 Broadway, San Antonio, TX 78209, (210) 828-2224


TO BE COMPLETED BY PHYSICIAN

NAME OF PATIENT:__________________________________________________DATE:_____________________________

ADDRESS:___________________________________________________________D.O.B._____________________________

CITY:_____________________________________STATE:_____________________ZIP:_____________________________

Have you been the applicant’s regular physician?______________ If so, for how long?_________________________________

If not, who is the applicant’s regular physician?_________________________________________________________________

Most recent general examination date:_______________________ Weight:_______________Height:_____________________

Blood pressure: ______________ Blood type: _____________ X-Ray________________ Urinalysis: _____________________

Blood work: _____________________ Other:__________________________________________________________________

CIRCLE ANY ABNORMALITY

Weight

Ears

Throat

Chest 

Lung

Back

Reflexes

Skin

Head

Teeth

Breasts

Abdomen
Feet

Nervous System

Eyes

Nose

Gums

Heart

Genitals

Lymph nodes
Glandular System

Blood pressure
Extremities
Circulatory System

Explanatory remarks:____________________________________________________________________________________

_______________________________________________________________________________________________________

Any Dietary restrictions? __________________________________________________________________________________

Any regular medications taken?    ___________________________________________________________________________

To your knowledge, has the applicant in the past or present had a drug or alcohol problem?                 Yes _______  No _______

Comments:  ____________________________________________________________________________________________

Any allergies?  __________________________________________________________________________________________

Any physical or mental condition presently requiring treatment?  __________________________________________________

Are there any reasons why this person could not participate in the work of INCARNATE WORD MISSIONARIES?  _______________________________________________________________________________________________________ _______________________________________________________________________________________________________

General Appearance and condition of the applicant:  ____________________________________________________________ 
Health wise, how would you rate this applicant for full-time missionary service?


Outstanding _______  Good _______  Doubtful _______  Poor _______

PHYSICIAN’S SIGNATURE:  ____________________________________________________________________________

ADDRESS:
 _______________________________________________________________________________________




Street




City


State

Zip

PLEASE RETURN THIS FORM TO:

Director of Incarnate Word Missionaries







4503 Broadway







San Antonio, TX 78209
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