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APPLICANT MEDICAL HISTORY FORM

Dear Dr.  _____________________________________________  

Please release the requested information regarding my condition to Florida Service Dogs, Inc. located at PO Box 14810, Jacksonville, Florida  32238.  This information will help the staff of Florida Service Dogs, Inc. determine my physical and mental abilities in regards to the placement/training of a service dog with me for my medical needs which may include mental or physical disabilities.

Applicant’s Name (print):  _______________________________________________________________

Applicant’s Signature:  ________________________________________     Date:  __________________
Dr.  _________________________________ , Florida Service Dogs, Inc. knows that you are a busy person and understands the value of your time.  We would like to take this opportunity to thank you for your assistance in this important matter.  We greatly appreciate your time in filling out this form on behalf of our client/your patient so that we may proceed with placing a trained service animal with this person.  This information will be kept in confidence and is only used for the purpose as stated, which is to determine if a service animal is appropriate for this person.  With the enclosed information we will be able to obtain and train a service animal for this patient so that his/her quality of life may be improved. 

Doctor’s Name:  _______________________________________________________________________

Type of Practice:  ______________________________________________________________________

Address:  ____________________________________________________________________________

_____________________________________________________________________________________

City:  __________________________________    State:  __________________    Zip:  ______________

Phone: ____________________________        Fax:  __________________________________________
Patient’s Name:  _______________________________________________________________

Do you feel this person has a disability that falls within the meaning of a “severe impairment”?  (this can be either mental or physical disability)      YES        NO

Do you feel this person would benefit from the use of a service animal?  

     YES        NO

If you feel this patient IS disabled but would NOT benefit from a service animal, please state your reasons:  _____________________________________________________________________________________

If your office would like a presentation/demo of service animal issues and uses please do not hesitate to contact Florida Service Dogs, Inc. so that we may provide you with information regarding how service animals may benefit your patients.

Patient’s Primary Disability:  ___________________________________________________________

If known, state the cause of disability:  _____________________________________________________

_____________________________________________________________________________________

Are there any secondary significant disabilities?                          

    YES          NO      If yes, please describe:  ___________________________________________

If known, what age did patient become disabled?  __________________________________________
Is the patient currently stable with his/her disability?  ______________________________________
Is the disability of a progressive nature?  _________________________________________________
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If known, is the disability due to or affected by alcoholism or drug abuse?   

    YES    If so, please explain:  _______________________________________________       NO

If known, is the disability from a self-inflicted incident such as depression with suicidal tendencies or attempt?        YES    If so, please explain:  _____________________________________   NO

What are the effects of the patient’s disability?  (circle all that apply)
Deafness


Speech Impairment

Hearing Loss

Coordination problems

Limited Mobility

Memory Loss

Slowed Development

Vision Impairment

Muscular Weakness

Spasticity


Reduced Stamina

Reduced Limb(s) use

Cognitive Functioning

Sensory problems

Passing out/falling/seizing

Other:  ______________________________________________________________________________

Does patient have any problems with?  (circle all that apply)

Allergies


Chronic Pain


Seizures

Heightened Emotions

Depression/emotions

Skin Sensitivity

Heat/Cold Sensitivity

Brittle Bones


Balance

Other:  ______________________________________________________________________________
Does patient use an aid or assistive device?  (circle all that apply)

Prosthesis (arms/legs)




Wrist Brace (right/left/both)

Leg Brace (right/left/both)



Crutches (right/left/both)

Walker/Cane





Glasses

Wheelchair (manual/electric/scooter)


Other devices:   _________________________

Hearing Aids (right/left/both)


              ______________________________________


Sensoneuro
     mild/moderate/profound

Conductive 
     mild/moderate/profound

Mixed
     mild/moderate/profound

Current number of hours of attendant care per week:  __________________________________________

What does attendant do for patient:  _______________________________________________________

Is this patient able to:  (circle all that apply)

Fly



Ride Buses



Drive self

Ride with others

Walk distances on foot


Ride on scooter

Ride on trains


Go on Cruise ships/boats

Push self in wheel chair 

Is this patient:  (list all that apply and their degrees) 
ADL = Activities of Daily Living
Able to exercise judgment and make decisions necessary for ADL?

Able to sustain an attention span?

Able to dress/feed/bath/toilet themselves?

Manifesting inappropriate behavior beyond his/her control?

Able to control physical and motor movement sufficient to sustain ADL?

Capable of perception and memory to the degree necessary to sustain ADL?

Able to follow directions and learn to the degree necessary to sustain ADL?
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Is this patient under medication which impairs physical or mental functioning?      YES       NO      
Is this patient capable of decisions concerning self and others needs and safety?     YES       NO      
In your expert opinion, would this patient be capable of attending and participating in a course called Team Training Class (which may or may not be in a class room setting).  This course is an extensive course including but not limited to; written materials, written and physical hands on tests, classroom setting for up to 8 hours a day (breaks as needed are permitted) as well going on field trips to various public places while learning, handling and training a service animal.  The patient must attend these classes, field trips and complete all requirements in order to graduate with a service animal.  Please state any needed accommodations Florida Service Dogs, Inc must provide to assist this person in completing this course. 

   YES       NO      list any additional comments?______________________________________________________  

We are professional service animal trainers and can train dogs to do many daily life functions listed above.  Would you recommend this individual for a service animal to help mitigate their daily life function(s)?     YES       NO      If not what do you feel is the best accommodation(s) for this patient?  ____________________________________________________________________________________________________________________________________________________________________________________
Do you have any other comments, suggestions or questions you feel are important in assisting Florida Service Dogs, Inc in matching, training and placing a service animal with this patient?     YES       NO      
____________________________________________________________________________________________________________________________________________________________________________________________________
Would you prefer Florida Service Dogs, Inc. to make an appointment for a consultation with you or your staff  WITH or WITHOUT (PLEASE CIRCLE YOUR CHOICE) the patient present before filling out and signing this history form?

  YES       NO      
Physician’s Signature: _______________________________________    Date:  ________________

Signature of Applicant/Participant:                                                         Date:

Print Full Name:                  

Street Address:                                                                                         Phone:

City                                                                                          State/Zip:

GUARDIAN’S CONSENT

I am the parent or guardian of the above-mentioned person.  I hereby approve the foregoing request for medical information and consent to the terms mentioned above.  I affirm that I have the legal right to issue such request and consent.

Signature:                                                                                                Date:

Print Full Name:       

Relationship to applicant:

Street Address:                                                                                         Phone:

City                                                                             State/Zip:
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