FLORIDA REGIONAL USAR TASK FORCE

TF-7

TEAM MEMBER INFORMATION SHEET

Task Force Position:      


    Date of Information:      


Name:      

              Rank:       

Payroll #     
Social Security #           
  Date of Birth:       

Fire Department:      
          Station #      
Home Address:           


            City:      
Telephone #’s : Home:       Work:      
Cell:      
Height:       Weight:       Religion:       Blood Type:      
Medical History:

Yes   No



Yes   No



Yes   No

 FORMCHECKBOX 
     FORMCHECKBOX 

Asthma


 FORMCHECKBOX 
     FORMCHECKBOX 

Fainting or Dizziness
 FORMCHECKBOX 
     FORMCHECKBOX 
   Drug or Alcohol Abuse

 FORMCHECKBOX 
     FORMCHECKBOX 

Emphysema

 FORMCHECKBOX 
     FORMCHECKBOX 
    Epilepsy


 FORMCHECKBOX 
     FORMCHECKBOX 
   Venereal Disease

 FORMCHECKBOX 
     FORMCHECKBOX 
    Tuberculosis

 FORMCHECKBOX 
     FORMCHECKBOX 
    Psychiatric Disorder
 FORMCHECKBOX 
     FORMCHECKBOX 
   Ulcers

 FORMCHECKBOX 
     FORMCHECKBOX 
    Lung Disease

 FORMCHECKBOX 
     FORMCHECKBOX 
    Allergies


 FORMCHECKBOX 
     FORMCHECKBOX 
    Menstrual Disorder

 FORMCHECKBOX 
     FORMCHECKBOX 
    Rhuematic Fever

 FORMCHECKBOX 
     FORMCHECKBOX 
    Diabetes


 FORMCHECKBOX 
     FORMCHECKBOX 
    Surgical Procedure

 FORMCHECKBOX 
     FORMCHECKBOX 
    High Blood Pressure
 FORMCHECKBOX 
     FORMCHECKBOX 
    Hernia


 FORMCHECKBOX 
     FORMCHECKBOX 
    Fractures or Dislocations

 FORMCHECKBOX 
     FORMCHECKBOX 
    Heart Disease

 FORMCHECKBOX 
     FORMCHECKBOX 
    Hemorrhoids

 FORMCHECKBOX 
     FORMCHECKBOX 
    Back Injury

 FORMCHECKBOX 
     FORMCHECKBOX 

Nervous Disorder

 FORMCHECKBOX 
     FORMCHECKBOX 
    Varicose Veins

 FORMCHECKBOX 
     FORMCHECKBOX 
    Muscoskelatal Disorder

 FORMCHECKBOX 
     FORMCHECKBOX 
    Head Injury

 FORMCHECKBOX 
     FORMCHECKBOX 
    Gastrointestinal Disorder
 FORMCHECKBOX 
     FORMCHECKBOX 
    Genitourinary Disorder

 FORMCHECKBOX 
     FORMCHECKBOX 
    Eyes, Ears, Nose or

 FORMCHECKBOX 
     FORMCHECKBOX 
    Abnormality or Deformity
 FORMCHECKBOX 
     FORMCHECKBOX 
    Suffering from any illness or


Throat Disorder






taking any medication now

Medications:       

Allergies / Medicinal Reactions:      
Physician Name:       Telephone#      
Basic Immunizations:



Yes


Date

Tetanus / Diphtheria


 FORMCHECKBOX 



     

Hepatitis “B” (Recombatant VAX)
 FORMCHECKBOX 



     
Measles / Mumps / Rubella

 FORMCHECKBOX 



     

Polio





 FORMCHECKBOX 



     


Other





 FORMCHECKBOX 



     
Other





 FORMCHECKBOX 



     
Emergency Contact Name:        Relation:      
Address:         City:      
Telephone #’s: Home:        Work:      
