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                               OPTIONS 4 ADOPTION, INC.
   MEDICAL REPORT 

**One form needed per household member age 16+**

This form will aid Options 4 Adoption in determining the physical wellness and capabilities of adoptive parents who are, or may be, caring for children.  Please complete the following summary of health problems, conditions, and medication use that may affect his/her ability to maintain alertness, endurance and performance of tasks and responsibilities associated with caring for children, ages 0 to 18, now and for the foreseeable future.

	NAME     (Last)                                                   (First)                                         (Middle)
	BIRTHDATE:



	MEDICAL HISTORY (include description and dates)

          Illnesses:



	

	          Accidents:



	          Hospitalizations:



	          Operations:



	CURRENT PHYSICAL EXAMINATION: (must be within six months of this form’s completion date)



	Height
	Weight


	Temperature


	Pulse


	Blood Pressure  (indicate if normal)



	Eye Color
	Hair Color
	
	
	

	Heart

	Lungs (include results of TB skin test or chest x-ray)

	Eyes
	Vision

	Ears
	Extremities

	Nose and Throat
	Teeth & Gums

	Abdomen
	Pelvis

	Endocrine
	Nervous System

	CURRENT LABORATORY TESTS (including description and date)

VDRL/RPR/HIV

	Urine Drug Screen (any panel):

	FOR WOMEN: Pap Smear

	Other Laboratory Tests (name, dates and results)




GENERAL HEALTH STATEMENT:
	1. Does the patient have a normal life expectancy?



	2. Were there any recommendations for medical care made to the patient? If so, please state the recommendations.



	3. Is the patient physically, behaviorally, and emotionally able to assume responsibility for adopting and caring for a child?   [     ] Yes      [     ] No     If “No”, please explain.

   

	4. Has the patient had any problems with drug or alcohol use or addiction?  If so, please explain giving extent/nature, diagnosis, dates, and current status.



	5. Has the patient had any outpatient or inpatient psychiatric care?  If so, please explain, giving extent/nature, diagnosis, dates, and current status.



	6.  Please indicate any other medical information pertinent to adoption.



	7. If the examiner has known the patient personally, or as a family physician, his or her comments concerning the patient and recommendation for adoption would be appreciated.



	FINAL COMMENTS:



	*This form must be signed by a licensed medical physician and not an LNP, RN, PA, etc…

	EXAMINATION DATE:

	SIGNATURE OF EXAMINER:

	PRINTED NAME:

	STATE LICENSE NUMBER:

	ADDRESS:

	PHONE NUMBER:


**Please attach a current immunization record for any child age 16 -18**
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