Marva Questionnaire

All questions must be answered in full

General Information

Surname:_______________________ Given Names:________________

Sex:  M   F

Date of Birth:___________    Marital Status:_______





         d   /    m    /   y

Place of Birth:________________   Nationality:____________________

Passport No._________________   Expiration Date _________________

Place of Issue________________   Date of Issue____________________

Home Address_______________________________________________

___________________________________________________________

Home Phone No._____________________________________________

Email:______________________________________________________

Contact in Israel_______________________________________________

Phone No._____________________ Cellphone______________________

University (name and city) where you will be studying next year (if relevant):

_____________________________________________________________

Education/ Jewish Education:

	Name of School
	Dates Attended

    From         To
	Degree received
	Date Received

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Occupation:________________________

Have you participated in a program in Israel before?_________________

If yes, which program?________________________________________

___________________________________________ Date____________

Membership in Jewish Organizations (e.g. youth movements, campus activities, etc.)

	Name of Organization
	Dates of Membership
	Offices Held

	
	
	
	

	
	
	
	


Vegetarian:  Yes/ No       Religious: Yes/No     Shoe Size: ____________

Languages:

Mother Tongue:____________________

Please rate yourself on a scale of 0-5 (0- not at all, 1- very poorly, 2- somewhat, 3- fairly well, 4- fluently, 5- as in my native language)

1. Speak Hebrew: 0       1      
2
3
4
5

2. Understand Hebrew: 0        1
2
3
4
5

3. Read Hebrew: 0        1
2
3
4
5

4. Write Hebrew: 0        1
2
3
4
5

Other Languages:_____________________________

Other: 
Employment History:

	Name, Address, Telephone of Employer
	Dates of Employment
	Position Held

	
	
	
	

	
	
	
	

	
	
	
	


Travel Abroad (Israel in particular):

	Countries
	Dates
	Purpose

	
	
	

	
	
	

	
	
	


Please submit 3 references (no family or personal refs.):

	Name
	Occupation
	Relation
	Address and Phone

	
	
	
	

	
	
	
	

	
	
	
	


I certify that all information in this questionnaire is complete and accurate.

Signature______________________________ Date_________________

PERSONAL HEALTH HISTORY

(to be completed by physician & participant)

Last Name:________________________ First Name:_________________________

Birth Date: __________


        d  /  m  /  y

Address:__________________________City_______________Code_____________

Home Telephone: (___)_________ Business Telephone:(___)___________________

Health History (answer “Y” for Yes or “N” for No)

	ALLERGIES:

Hay Fever_____

Insect Stings___

Penicillin______

Food Allergies: (list)

___________________________________________________

Other_____________________________
	Asthma_________

Bronchitis_______

Chicken Pox_____

Convulsions_____

Diabetes________

Dizziness________

Drug Use________

Poliomyelitis_____

Sleep Walking____
	Ear Infections_____

Eating Disorders___

Epilepsy_________

Eye Trouble______

Fainting__________

Frequent Colds____

German Measles___

Rheumatic Fever___

Thyroid Disorders__

Venereal Disease__
	Headaches________

Heart Trouble_____

Kidney Trouble____

Measles__________

Mononucleosis____

Mumps__________

Pneumonia________

Scarlet Fever______

Tuberculosis______


If Participant has asthma, please indicate:   Mild _____ Medium______ Severe_____

Please describe:________________________________________________________

Date of Last Immunization:

Tetanus:___________

Polio:_____________

Hepatitis:_____________

TNE (TB) Test: Negative_______ Positive___________

· Please give all details concerning any allergy to which YES is answered above, including a description of reactions, details of medications required, names and addresses of physicians, hospitals and consulting specialist. ________________________________ ________________________________________________________________________________________________________________________________________________

· Do you require carrying an Epipen? Yes____ No____

Please explain:___________________________________________________

(For those with allergies needing Epinet Jr., please note that these are not readily available in Israel and an additional supply should be taken from home)

· Do you react to your allergy by ingestion or contact?_____________________

· Has the participant ever suffered any chronic recurring illness? If YES, give details and furnish specialist’s letter.__________________________________________ ________________________________________________________________________________________________________________________________________________

· Has the participant ever undergone any operations or sustained any serious injuries? If YES, give details including name and phone number of attending physician________________________________________________________________ ________________________________________________________________________________________________________________________________________________

· Is the participant taking any medication now? If YES, please specify the name of the medication(s) and condition being treated.______________________
__________________________________________________________________ 

ALL SECTIONS MUST BE FILLED OUT COMPLETELY AND WILL BE TREATED CONFIDENTIALLY

PHYSICAL EXAMINATION

(To be completed by a licensed physician)

	
	NORMAL
	ABNORMAL
	DESCRIBE ABNORMALITY

	Head
	
	
	

	General Build
	
	
	

	Neck
	
	
	

	Ears
	
	
	

	Eyes
	
	
	

	Teeth
	
	
	

	Mouth, Throat
	
	
	

	Chest, Lungs
	
	
	

	Heart
	
	
	

	Vascular System-B.P.
	
	
	

	Abdomen & Viscera
	
	
	

	Hernia
	
	
	

	G.I. System
	
	
	

	G.U. System
	
	
	

	Upper Extremities
	
	
	

	Lower Extremities
	
	
	

	Spine
	
	
	

	Skin, Lymphatic
	
	
	

	Nervous System
	
	
	


Weight________ Height________
Blood Type_________ Blood Pressure________

Pulse_________   Respiration___________Hearing_________Vision____________

Any abnormal findings:_________________________________________________

PSYCHOLOGICAL

1. Is the participant currently involved in psychological therapy of any kind? _______________________________________________________________

If so: a) With whom? Psychiatrist____Phychologist____Counsellor____Social Worker_______

2. Is there any history of psychological or psychiatric care? If YES, give dates: __________________________________________________________________

3. Has the participant ever been advised to have counseling, psychotherapy or other psychiatric care?________________________________________________

_____________________________________________________________________

4.  If yes has been answered to any of the above questions, please describe and explain______________________________________________________________________________________________________________________________

NOTE TO PHYSICIAN

The program to which the participant is applying is extremely physically and emotionally demanding 

PHYSICIAN’S STATEMENT

I have completed an examination of ________________ whom I have known for ________years. The results I have recorded represent, to the best of my knowledge, all the participant’s medical history and my findings on examination. I understand that the program organizers will rely on my report and findings. In my opinion the participant is physically, mentally and emotionally capable of participating in the program.

I recommend full physical activity: YES_____ NO ________ If NO, please explain: ___________________________________________________________________

I recommend certain restrictions: YES______ NO_________ If YES, please explain: ____________________________________________________________________

I recommend a special diet: YES_____ NO_________If YES, please explain: _____ ____________________________________________________________________

Name of Physician (please print)__________________________________________

Address:______________________________________________________________

Telephone: (______) ___________________  Date___________________________

Signature of Physician___________________________________

License Number _______________________________________

PARTICIPANT’S STATEMENT

I hereby certify that, to the best of my knowledge, this medical form is complete in all its details and I fully realize that any condition, mental or physical, that I am found to have, originating prior to the beginning of the program, and which is not described in full in this form or in an accompanying letter, will be due cause for my return to my country of origin, or treatment in Israel, solely at my expense, and that the program organizers have neither responsibility or liability arising out of such a condition.

All medication that I take regularly is at my own expense, and has been detailed on this form or accompanying letter. I also give my full permission for all treatment of any nature deemed necessary by doctors in Israel to be extended to me within the framework of the Medical Services of the program’s organizers in Israel.

Name of participant________________________________________

Date____________________________

APPLICANT’S DECLARATION

I herewith declare that:

 I am aware that the Marva program is extremely physically, mentally and emotionally demanding.

 I am physically and mentally fit and capable of participating in the Marva Program.

 I do not suffer from any diseases or illnesses, unless otherwise indicated in the accompanying medical form.

 I am aware that the Jewish Agency hospitalization insurance does not cover pre-existing conditions/illnesses.

 If this declaration is found to be false, the Jewish Agency is entitled to expel me, and that I will bear full responsibility and expenses. If I am expelled for these reasons, I am not entitled to a refund.

I also herewith declare that any one of the following is grounds for immediate dismissal from the program with no refund:

 Use, purchase, sale, transporting or possession of illegal substances and drugs.

 Use, purchase, sale, transporting or possession of drugs that were  not prescribed by a licensed physician to me or of medically unnecessary drugs.

 Excess consumption of alcohol.

 Destruction or abuse of property. (I will also be held financially accountable for all damage to property that I cause).

 Unauthorized absence from the group.

I also declare that:

 My behaviour will be according to the standards and regulations of the Jewish Agency program.

 I am aware that I will be required to pay the equivalent of $900USD in NIS (New Israeli Shekels) as a program registration fee upon arrival.

 I am aware of my commitment to stay 2 months on the Marva Program. If I break this commitment, I realize that it will be difficult for me to be placed on another Jewish Agency event, and that I will not be entitled to a refund.

NAME:_______________________________________

SIGNATURE:__________________________________ DATE:____________

