Medical Report for Adopting Parent

_______________________________has applied to Catholic Charities Inc. for the purpose of adopting a child/children. To assist us in the evaluation process, ___________________________ has given his/her permission to consult with you regarding his/her medical and psychological condition and your knowledge of him/her as an individual. This information is considered CONFIDENTIAL.

Please complete this report and mail to: Catholic Charities, Inc.,

2433 Main St.  Suite # 6, Rocky Hill, CT 06067

Name of Patient__________________________________ Age__________________

Date of last physical exam__________________________  

Height_________________ Weight__________________Blood Pressure___________  

Does the patient have a personal or family history of any of the following diseases:

Alcoholism___________ Drug /Addiction______________ Arthritis________________

Asthma______________ Cancer_____________ Diabetes_________________________

Cardiovascular Disease______________________ Major surgery___________________

Tuberculosis_______________ Venereal Disease______________ Other_____________

Has this person ever been treated for mental illness? If so please____________________

 describe_________________________________________________________________

Comment on patient’s emotional condition as you know it_________________________

Infertility Diagnosis_______________________________________________________

Evidence of Communicable disease?__________________________________________

Significant findings of current medical examination


Normal
Abnormal
Explain

Heart




Lungs




Abdomen




Genitals




Hearing




Muscular System




Nervous System




Vision




Results of Laboratory Tests:

Tuberculin test and or chest x-ray
Date______________
Results_________________

Urinalysis



Date______________Resuts__________________

Cholesterol Screening


Date______________ Results_________________

Does patient have any chronic physical conditions? ______________________________

Medications given? _______________________________________________________

Any hospital admissions? __________________________________________________

How long has this patient been receiving medical care from you? ___________________

Is this person in good health and free from any communicable diseases? _____________

Date_______________________ Physician’s signature___________________________

Address _______________________________________________________________
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