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	Tennessee Department of Children’s Services

Medical Self-Report for Other Adults and Children


	(Please Print Clearly)

Last Name___________________________________________  First Name____________________________________________________

DOB________________  SS# __________________________Sex _______________  Race________________________________________

Street Address______________________________________________________________________________________________________

City________________________________________________________ State ________________________ Zip Code_________________

Language spoken in the home_____________________________________________________________________

CURRENT MEDICATIONS & DOSAGE (List all prescription and over the counter medications you  are currently  taking)_____________

________________________________________________________________________________________________________

ALLERGIES ( medication, food, insect stings, etc)  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  Specify______________________________________________________

SPECIAL DIET ____________________________________________________________________________________________________

MEDICAL

Do you have a regular medical provider  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, name of medical provider _________________________________________________ Date of last visit _______________________

MENTAL HEALTH
Have you been treated or hospitalized for a mental illness or suicide thoughts/attempt within the last twelve months  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, list dates and hospital__________________________________________________________________________________________

Have you had a psychological evaluation within the last twelve months   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, list date and provider _________________________________________________________________________________________

ALCOHOL/DRUG HISTORY AND FREQUENCY

 FORMCHECKBOX 

Alcohol
 FORMCHECKBOX 

Hallucinogens
 FORMCHECKBOX 

Marijuana
 FORMCHECKBOX 

Sedatives
 FORMCHECKBOX 

Barbiturates
 FORMCHECKBOX 

Steroids
 FORMCHECKBOX 

Amphetamines
 FORMCHECKBOX 

Tobacco
 FORMCHECKBOX 

Huffing
 FORMCHECKBOX 

Other
For Children Only:

IMMUNIZATIONS

Are immunizations up to date   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No                       Is copy of immunization record available   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No

	To your knowledge have there been any changes in your physical, mental, or emotional health since y our last home study reassessment?  

 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

Specify any physical, mental or emotional changes in your health within the last twelve months

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

Signature____________________________________________________  Date ______________________________________


Check the “Forms” Webpage for the current version and disregard previous versions. This form may not be altered without prior approval.

Distribution: Resource Home Study Case Files







RDA 2877
[image: image1.wmf]CS-0707











Page 1
Rev 11-14

_1207144647.doc
�



�
















