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My family name is ___________________________________
My first name is ____________________________________

I live in ____________________,  _____________________


            town or city 




                state

My address is ______________________________________

_________________________________________________

_________________________________________________

[image: image82.emf]
My phone number is ____________________________

[image: image83.emf]
My birthday is ________________________________
                                                                     month                                 day

I was born in _____________________, _________________.




town or city




country
In my family I am the 



 FORMCHECKBOX 
   oldest child     

 FORMCHECKBOX 
   middle child

 FORMCHECKBOX 
   youngest child

 FORMCHECKBOX 
   only child

I have _______ sisters and _______ brothers. 
My special name or nickname is _________________________.
[image: image84.emf]The People in my Family
Name




         Relationship





































My Family Tree
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[image: image86.emf]Write family members’ names on apples and put them on the tree.

Biographical Information About 

[image: image87.emf]                                                                (Your Name)

Write information about your education, military service, marriage, children, illnesses, residences, jobs, family events, deaths, and other important events in your life.

	Date
	Age
	Event and Place

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Picture Of Me 

Picture Of My Family

My Family History







































[image: image88.emf]Share this Information with a Partner

Who lived in your home with you as a child? 

How many brothers or sisters lived there? 
What other people lived there?
Describe your father or mother as you remember looking at them when you were small. 

Did anyone in the family have some unusual characteristics? 

Who visited your home when you were young? 
[image: image89.emf]
Who were your neighbors? 

What did your family do together?

A Special Person in my Family

__________________________  is special because….






































Family Names and their Meanings
What does your name mean?







Who chose your name?

Why?



























My Address is
[image: image90.emf]
[image: image91.emf]My Previous Address
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               Here is where I used to live.
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Fill out the change of address form for the Post Office

	Name  

	Prefix:

	First Name / Initial:

	Middle Name / Initial:

	Last Name:

	Suffix:
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	OLD Address
Street:
(Include apt./suite no., if applicable)
[image: image6.wmf]


City:
[image: image7.wmf]


State:
[image: image8.wmf]


ZIP Code:
[image: image9.wmf]




	NEW Address
Street:
(Include apt./suite no., if applicable)
[image: image10.wmf]


City:
[image: image11.wmf]


State:
[image: image12.wmf]


ZIP Code:
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The Place I Came From
Mark your country on the map.
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What I Miss Most About My Country














































Places I Have Lived

city or town




country










































 Remember to let the government know if you move.
Fill out a Change of Address Card.
Department of Homeland Security



   OMB No. 1615-0007; Exp. 10/31/04 

Bureau of Citizenship and Immigration              Alien's Change of Address Card




 (Specify)

NAME 
(Last in CAPS) 

(First)
(Middle)
            I AM IN THE UNITED STATES AS:

 FORMCHECKBOX 
   Visitor              FORMCHECKBOX 
   Permanent Resident

 FORMCHECKBOX 
   Student            FORMCHECKBOX 
   Other . . . . . . . .  


COUNTRY OF 

DATE OF BIRTH 

COPY NUMBER FROM ALIEN CARD

CITIZENSHIP

PRESENT ADDRESS 
(Street or Rural Route) 
(City or Post Office) 
(State) 
         (ZIP Code)
(IF ABOVE ADDRESS IS TEMPORARY) I expect to remain there _______months ________years
LAST ADDRESS          (Street or Rural Route)        (City or Post Office)      (State)          (ZIP Code)

I WORK FOR OR ATTEND SCHOOL AT: (Employer's Name or Name of School)

(Street Address or Rural Route) 

(City or Post Office) 

         State)       (ZIP Code)

PORT OF ENTRY INTO U.S.

DATE OF ENTRY INTO U.S
IF NOT A PERMANENT 









RESIDENT, MY STAY IN

THE U.S. EXPIRES ON:
__________________________________________________________(Date)___________________ 

SIGNATURE





DATE

AR-11 (Rev. 06/17/03)Y
ALIEN'S CHANGE OF ADDRESS CARD

This card is to be used by all aliens to report change of address within 10 days of such change.

This card is not evidence of identity, age, or status claimed.

Public Reporting Burden. Under the Paperwork Reduction Act, an agency may not conduct or sponsor an information collection and a person is not required to respond to an information  collection unless it displays a currently valid OMB control number. We try to create forms and instructions that are accurate, can be easily understood, and which impose the least possible burden on you to provide us with information. Often this is difficult because some immigration laws are very complex. This collection of information is estimated to average 5 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send

comments regarding this burden estimate or any other aspect of this collection of information, including for reducing this burden to: Bureau of Citizenship and Immigration Services, HQRFS, 425 I Street, N.W., Room 4034, Washington, DC 20536; OMB No. 1615-0007. Do not mail your completed form to this address. MAIL YOUR FORM TO THE ADDRESSES SHOWN BELOW:

                                                                                               For commercial overnight or fast freight

U.S. DEPARTMENT OF HOMELAND SECURITY                U.S. DEPARTMENT OF HOMELAND SECURITY

Bureau of Citizenship and Immigration Services                    Bureau of Citizenship and Immigration Services

Change of Address




 Change of Address

P.O. Box 7134





 1084-I South Laurel Road

London, KY 40742-7134



               London, KY 40744

The collection of this information is required by Section 265 of the I&N Act (8 U.S.C. 1305). The data used by the Bureau of Citizenship and Immigration Service for statistical and record purposes and may be furnished to federal, state, local and foreign law enforcement officials. Failure to report is punishable by fine or imprisonment and/or deportation.

Address the envelope to mail your Change of Address Card.
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My Telephone

My telephone number is: ______________________

Get a tape recorder.  Record a message you would like to have if you had an answering machine at your home. 

Some examples: 

 “Hi.  This is _____________(your name). I am sorry I missed your call. Please leave a message and I will call you back.”
“Hello.  You have called the _________________ (your last name).  I can’t take your call right now but leave a message and your call will be returned.” 

“Hello. This is ______________________ (your phone number).  Please leave your name and number and I will call you as soon as I can. Have a nice day!”
My Important Telephone Numbers

                 Name




Number






































Do you have a driver’s license?
Complete the application. 
	dmv-tr-23-web 
	DMV Application for Driver's License 
	4/98 


Top of Form

	Name:
   

	Street/PO Box
  

	City
   
	State
	Zip

	Date of Birth
   
	Sex 
[image: image15.wmf]Male [image: image16.wmf]Female
	Height
	Weight

	License Number
   
	Social Security No.

	 
	Eye Color
[image: image17.wmf]Blue  [image: image18.wmf]Brown   [image: image19.wmf]Black   [image: image20.wmf]Green  
[image: image21.wmf]Gray   [image: image22.wmf]Violet  [image: image23.wmf]Hazel


	Do you have any condition which might affect your ability to operate a motor vehicle, such as:
[image: image24.wmf]Seizures or Unconsciousness
[image: image25.wmf]Hearing or Vision Problem
[image: image26.wmf]Mental Disability

[image: image27.wmf]Have Your Driving Privileges Ever Been Suspended?
[image: image28.wmf]Alcohol or Drug Problem

***If any of the above are checked, a letter of explanation must accompany this application.  Failure to do so may delay your license.

	  Do you wish to be an organ donor?  [image: image29.wmf]Yes [image: image30.wmf]No 
I certify that the above statements are true.
Signed X
Date
  


	[image: image31.wmf]Address change:   If you move, you must change your address on your driver's license within twenty days.

	[image: image32.wmf]Name Change: [image: image33.wmf]


                                           FORMER NAME
    *You must attach a copy of your marriage certificate, divorce decree, court order or birth certificate when changing your name. 

	DEPARTMENT USE ONLY
Present this application at the State Police Detachment nearest your home for driving examination. Your birth certificate must be shown to the examining officer as proof of your age.
The applicant Named in This Application Passed the Examination Conducted.

At _________________________________________ Detachment This _______________ Day of _______________ 19 ________
____________________________________________________________________________________________________________
                Examiner                                                                                                   Unit Number

Restrictions   _______________________________________________________________________________________________ 


My Usual Day Looks Like This
	 6:00 a.m.
	

	 6:30 a.m.
	

	 7:00 a.m.
	

	 7:30 a.m.
	

	 8:00 a.m.
	

	 8:30 a.m.
	

	 9:00 a.m.
	

	 9:30 a.m.
	

	10:00 a.m.
	

	10:30 a.m.
	

	11:00 a.m.
	

	11:30 a.m.
	

	12:00 p.m.
	

	12:30 p.m.
	

	 1:00 p.m.
	

	 1:30 p.m.
	

	 2:00 p.m.
	

	 2:30 p.m.
	

	 3:00 p.m.
	

	 3:30 p.m.
	

	 4:00 p.m.
	

	 4:30 p.m.
	

	 5:00 p.m.
	

	 5:30 p.m.
	

	 6:00 p.m.
	

	 6:30.p.m.
	

	 7:00 p.m.
	

	 7:30 p.m.
	

	 8:00 p.m.
	

	 8:30 p.m.
	

	 9:00 p.m.
	

	 9:30 p.m.
	

	10:00 p.m.
	

	10:30 p.m.
	

	11:00 p.m.
	

	11:30 p.m.
	

	12:00 a.m.
	


My Usual Week Looks Like This

	Week of ____________________


	Activities

	Sunday
	

	
	

	
	

	
	

	Monday
	

	
	

	
	

	
	

	Tuesday
	

	
	

	
	

	
	

	Wednesday
	

	
	

	
	

	
	

	Thursday
	

	
	

	
	

	
	

	Friday
	

	
	

	
	

	
	

	Saturday
	

	
	

	
	

	
	


My Usual Month Looks Like This
[image: image34.png]Aopuniog
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Special Days
One special day for me is _________________________________
because 



















Other holidays in my country are:
















Star Events of My Life
[image: image98.emf]




































About Me

Color of hair _______________
[image: image99.emf]My hair is   FORMCHECKBOX 
   curly
 
 FORMCHECKBOX 
   straight
 FORMCHECKBOX 
   wavy

[image: image100.emf]Color of eyes _______________

I 
 FORMCHECKBOX 
   do
 FORMCHECKBOX 
   do not      wear glasses. 
Height  ______________feet ____________inches
I write with my _______________ hand.
[image: image101.emf]
I 
 FORMCHECKBOX 
   do
 FORMCHECKBOX 
   do not 
have freckles.      
I live in a 

 FORMCHECKBOX 
   house



 FORMCHECKBOX 
   mobile home

 FORMCHECKBOX 
   apartment


 FORMCHECKBOX 
   condo
My home is 
 FORMCHECKBOX 
   neat

 FORMCHECKBOX 
   just right

 FORMCHECKBOX 
   messy

My best quality is 









I have a very good friend whose name is ______________________

My favorite meal is ____________________________________________________

____________________________________________________
My Signature 
TELEBANKING APPLICATION FORM
I hereby apply for Telebanking for the following account:
                      ACCOUNT NUMBER ______________________________________________

FIRST NAME ______________________   SURNAME _______________________________

TELEPHONE (WORK) ______________    (HOME) _________________________________

ADDRESS ___________________________________________________________________
Your payments and Inter-Account Transfers will be itemized on your Bank Statement.                                       The Telebanking number is 480-2786.

I have read and understood the Terms and Conditions (attached to this application form) and I accept and agree to the Terms and Conditions.

	_____________________________________                               ____________________
SIGNATURE OF ACCOUNT HOLDER                                                        DATE



 My Handwriting
Here is my handwriting on this line.

Name (please print)



Signature

You can see a sample of my handwriting on this check.

___________________







    1027

Student Name
______________________________

Student address
______________________________





DATE________________________

PAY TO
THE ORDER OF ______________________________ ________________________    $ _____________
________________________________________________ DOLLARS

Farm Credit Bank
Upstate New York

Albany, New York

FOR ____________________________

                    ______________________________________ 
: 044002161((

37404279(

0539
My Friends







































Autographs of Family Members and Friends







































 What Makes My Family Special







































Special Times With My Family







































Traditions My Family Celebrate







































 
Things I Do With My Family







































Family Events and Celebrations

Circle important dates 
	January 2005
	February 2005
	March 2005

	Su Mo Tu We Th Fr Sa 

                   1 

 2  3  4  5  6  7  8 

 9 10 11 12 13 14 15 

16 17 18 19 20 21 22 

23 24 25 26 27 28 29 

30 31
	Su Mo Tu We Th Fr Sa 

       1  2  3  4  5 

 6  7  8  9 10 11 12 

13 14 15 16 17 18 19 

20 21 22 23 24 25 26 

27 28 29 
	Su Mo Tu We Th Fr Sa 

       1  2  3  4  5 

 6  7  8  9 10 11 12 

13 14 15 16 17 18 19 

20 21 22 23 24 25 26 

27 28 29 30 31 

	April 2005
	May 2005
	June 2005

	Su Mo Tu We Th Fr Sa 

                1  2 

 3  4  5  6  7  8  9 

10 11 12 13 14 15 16 

17 18 19 20 21 22 23 

24 25 26 27 28 29 30 


	Su Mo Tu We Th Fr Sa 

1  2  3  4  5  6  7 

 8  9 10 11 12 13 14 

15 16 17 18 19 20 21 

22 23 24 25 26 27 28 

29 30 31            
	Su Mo Tu We Th Fr Sa 

1 2  3  4
5 6  7  8  9  10 11

12 13 14 15 16 17 18

19 20 21 22 23 24 25

26 27 28 29 30

	July 2005
	August 2005
	September 2005

	Su Mo Tu We Th Fr Sa 

                1  2 

 3  4  5  6  7  8  9 

10 11 12 13 14 15 16 

17 18 19 20 21 22 23 

24 25 26 27 28 29 30 

31
	Su Mo Tu We Th Fr Sa 

1 2  3  4  5  6

6 8  9 10 11 12 13

14 15 16 17 18 19 20

21 22 23 24 25 26 27

28 29 30 31             
	Su Mo Tu We Th Fr Sa 

             1  2  3 

 4  5  6  7  8  9 10 

11 12 13 14 15 16 17 

18 19 20 21 22 23 24 

25 26 27 28 29 30 

	October 2005
	November 2005
	December 2005

	Su Mo Tu We Th Fr Sa 

                   1                    

 2  3  4  5  6  7  8 

 9 10 11 12 13 14 15 

16 17 18 19 20 21 22 

23 24 25 26 27 28 29 

30 31
	Su Mo Tu We Th Fr Sa 

       1  2  3  4  5 

 6  7  8  9 10 11 12 

13 14 15 16 17 18 19 

20 21 22 23 24 25 26 

27 28 29 30 

 
	Su Mo Tu We Th Fr Sa 

             1  2  3 

 4  5  6  7  8  9 10 

11 12 13 14 15 16 17 

18 19 20 21 22 23 24 

25 26 27 28 29 30 31


[image: image102.emf]Choose a Topic and Talk to a Partner
Describe the house in which you lived when you were a child. 

Tell about the room you slept in when you were a child. 

Describe the houses in your neighborhood. 

Describe your favorite place to visit when you were a child. 

Where did you go to school? What was in the classrooms? 

Describe where you went to shop for food. 

Where did you go for fun and recreation? 

Did your family ever move? 

Describe the house you lived in when you were first married. 

What kind of utensils did you have in the kitchen? 

What Family Means To Me







































 Fabulous Family Member Award

Give someone in your family the 

Fabulous Family Member Award. 

[image: image103.emf]
This award goes to ________________________

for _____________________________________
________________________________________

________________________________________

My Family Treasures

[image: image104.emf]





































 Ideas for Families







































[image: image105.emf]My Star Sign



























[image: image106.emf]The year I was born in  


What does this mean?








My Personality

Draw a pig on this paper to find out about your personality. 

Your Personality Traits

Location of pig on paper
1. Toward the top of the paper, you are positive and optimistic. 

2. Toward the middle, you are a realist. 

3. Toward the bottom, you are pessimistic, and have a tendency to think negatively. 

Direction of pig
1. Facing left, you believe in tradition, are friendly, and remember dates of birthdays, anniversaries, etc.
2. Facing right, you are innovative and active, but don't have a strong sense of family, nor do you remember dates.
3. Facing front (looking at you), you are direct, enjoy playing devil's advocate and neither fear nor avoid discussions. 

Details of pig
1. With many details, you are analytical, cautious, and distrustful. 

2. With few details, you are emotional and naive, you care little for details and you are a risk-taker. 

Legs of pig
1. With less than 4 legs showing, you may be living through a period of major change. 

2. With 4 legs showing, you are secure, stubborn, and stick to your ideals. 

Ears of pig
1. The size of the ears indicates how good a listener you are.
2. The bigger the better. 

Map of my Bedroom
Map of my Neighborhood

Graph of my Family Members

Make a bar graph showing the heights or ages of your family members

[image: image35]

Things That Make Me Happy

Make a list and share them with a partner.

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

[image: image107.emf]
Here are some things that make other people happy. Would they make you happy?

[image: image108.emf]
Moonlight 

Fall leaves blowing in the wind

Puppy dogs

Ice cream

Snow

Babies laughing

The sound of birds

Flowers

Visiting a friend

Watching butterflies

Strawberries

A hot shower

[image: image109.png]


No line at the grocery store

A long distance phone call

Hot chocolate

[image: image110.png]


Make a List

People in my family

My favorite foods

My grocery list

My emergency phone numbers

My list of things to do 

My favorite places to visit

People who are important to me

Important events in my life

Things I want to do this week/year/lifetime

Things that are important to me

My strengths and weaknesses
My priority list

What Is In Your Refrigerator?
Mark what is in your refrigerator. Then ask a classmate and your teacher what is in their refrigerators.


You

    Your classmate

    Your teacher
Milk

______________________________________________


Yogurt
______________________________________________



Chicken
______________________________________________



Tomato
______________________________________________


Cabbage
______________________________________________

Juice

______________________________________________

Apples
______________________________________________

Butter
______________________________________________
Soda

______________________________________________

Leftovers
______________________________________________
Other 
______________________________________________


         _______________________________________________

______________________________________________

I am wearing...a black coat
Complete these sentences about you.

I am wearing..._______________________________________


I am thinking about... ___________________________________


I am sitting... _________________________________________


I am feeling very... _____________________________________


I am looking... _________________________________________


I am listening to.. ______________________________________

I am planning to…_______________________________________
I need to.. ____________________________________________

I have already…________________________________________

My predictions for this week 
This week I am going to buy _______________________

The weather tomorrow will be _____________________________

This weekend I am planning to _____________________________
On television I am going to watch___________________________
I plan to talk to ________________________________________

My English teacher is going to_____________________________

Something I will learn this week: ___________________________
Something I will change this week: __________________________
Something I will do new this week: __________________________

A problem I hope I don’t have this week: _____________________
A Postcard from my Favorite Vacation Spot


[image: image36]
What I like most about my vacation spot:












Talk with a Partner

Choose some questions to discuss with a partner
Courtship: 

How did you meet your spouse? How long did you know each other before you were married? What things did you do together before you were married? Describe your wedding.
Holidays: 

What are your favorite holidays? Do you have special holiday customs or foods?

Vacations: 

Did you ever go on a vacation? Where? Who went with you? What did you do for fun?

Births: 

Can you describe the birth of your son or daughter? Where were you? Who was there? How was his or her name chosen? 

Daily Life: 

How did you travel in your country? Did your family have a car? What were your favorite pastimes? What did your family do together?
Photos: 

Where was the picture taken? Who took the picture, for they are not in the photograph but must have been in the place? Why were the people in the photo together? How are they related? What were they doing?

Possessions: 

Did your family have special possessions? What were some of them? Why were they special? Were they used for special occasions?

There are a lot of things I like. These are my favorites:

Color _______________________________________________

Number _____________________________________________
Food _______________________________________________
Place to visit __________________________________________
Place to shop _________________________________________
Thing to do on a rainy day ________________________________
Thing to do with a friend ________________________________
Holiday ______________________________________________
Season ______________________________________________
TV show  _____________________________________________
Age to be ____________________________________________
Some things I don’t like at all. Here are my least favorites:

Chore to do ___________________________________________

Vegetable ____________________________________________ 

Place to go on vacation ___________________________________

Kind of shopping _______________________________________

 Roles and Responsibilities in my Family







































Likenesses and Differences in my Family







































Rules in my Family







































My Family’s Favorite Snacks































What snacks do you eat that are not healthy? 







My Family’s Favorite Recipes






































My Family’s Favorite Stories







































My Favorite Things







































All About Me







































My Thumb and Finger Prints 
Department of Homeland Security

Bureau of Citizenship and Immigration Services 


Notice of Action

Fingerprint Notification 





May 28, 2005
N400 Application for Naturalization 




A98473827

Applation Number 


Received Date 

Priority Date

LIN839200087 


April 21, 2005 

April 21, 2005
Applicant Name and Mailing Address

Name __________________________________________
Address ________________________________________
_______________________________________________

To process your application, BCIS must take your fingerprints and have them cleared by the FBI. PLEASE APPEAR AT THE BELOW APPLICATION SUPPORT CENTER AT THE DATE AND TIME SPECIFIED. If you are unable to do so, complete the bottom of this notice

and return the entire original notice to the address below. RESCHEDULING YOUR APPOINTMENT WILL DELAY YOUR APPLICATION. IF YOU FAIL TO APPEAR AS SCHEDULED BELOW OR FAIL TO REQUEST RESCHEDULING, YOUR APPLICATION WILL BE CONSIDERED ABANDONED.

Application Support Center 


Date and Time of Appointment

BCIS Broadway 




6/22/05
4853 N. Broadway 




08:00AM

Chicago, IL 60640

WHEN YOU GO TO THE APPLICATION SUPPORT CENTER TO HAVE YOUR FINGERPRINTS TAKEN, YOU MUST BRING:

1. THIS APPOINTMENT NOTICE and

2. PHOTO IDENTIFICATION. Naturalization applicants must bring their Alien Registration card. All other applicants must bring a passport, driver’s license, national ID, military ID, or State-issued photo ID. If you appear without proper identification, you will not be fingerprinted.


[image: image37]
       thumb

 
     index finger
My Life and my Dreams







































Songs, Rhymes or Sayings I Learned as a Child






































Things my Mother or Father Always Told me







































Safety Tips For My Family

In case of a tornado,  ____________________________________
In case of a fire,   _______________________________________

In case of a medical emergency,  ____________________________

My Family’s Health




































My Health History







































A Stress Test

Find out how stressed you are. Answer the questions.

Which of the following major life events have taken place in your life in the past twelve months? Mark each event that you have experienced this year. 


Event



       Points
_____ Death of Spouse 




100
_____ Divorce 





 73
_____ Marital Separation 



 65
_____ Jail Term 





 63
_____ Death of close family member 


 63
_____ Personal injury or illness 


 53
_____ Marriage 





 50
_____ Fired from work 




 47
_____ Marital reconciliation 



 45
_____ Retirement 




 45
_____ Change in family member's health 

 44
_____ Pregnancy 





 40
_____ Sex difficulties 




 39
_____ Addition to family 



 39
_____ Business readjustment 



 39
_____ Change in financial status 


 38
_____ Death of close friend 



 36

_____ Change to a different line of work 

 36
_____ Change in number of marital arguments 
 35
_____ New mortgage or loan over $10,000 

 31
_____ Foreclosure of mortgage or loan 

 30
_____ Change in work responsibilities 

 29
_____ Trouble with in-laws 



 29
_____ Outstanding personal achievement 

 28
_____ Spouse begins or stops work 


 26
_____ Starting or finishing school 


 26
_____ Change in living conditions 


 25
_____ Revision of personal habits 


 24
_____ Trouble with boss 



 23
_____ Change in work hours, conditions 

 20
_____ Change in residence 



 20
_____ Change in schools 




 20
_____ Change in recreational habits 


 19
_____ Change in church activities 


 19
_____ Change in social activities 


 18
_____ Mortgage or loan under $10,000 

 17
_____ Change in sleeping habits 


 16
_____ Change in number of family gatherings 
 15
_____ Change in eating habits 



 15
_____ Vacation 





 13
_____ Christmas season 




 12
_____ Minor violations of the law 


 11 

When you're done, add up the points for each event you checked.
  

Your Total Score __________________

What does your score mean?
This scale shows the kind of life pressures that you are facing. Depending on your coping skills or the lack thereof, this scale can predict the likelihood that you will fall victim to a stress related illness. The illness could range from mild like frequent tension headaches, acid indigestion, loss of sleep to very serious illnesses like ulcers, cancer, migraines and the like.
LIFE STRESS SCORES
0-149 

Low susceptibility to stress-related illness
150-299 

Medium susceptibility to stress-related illness. 
300 and over 
High susceptibility to stress-related illness
Things I Do When I Am Stressed




































See next page for some suggestions

Things You Can Do To Relieve Stress
• Spend some time alone.

· Call a friend.
• Take a walk.

• Listen to music.

• Talk or play with little children.

• Care for your pet.

• Work on your favorite hobby.

• Sing.

· Go shopping.
• Bake or cook something special.

• Play a musical instrument.
· Work in the garden.
• Jog, dance, play soccer or an activity you enjoy.

• Watch the sun rise or set, or watch the night sky.

• Play just for fun.

• Smile at someone.

• Make a list of what you want to do and then start with the first task. Do one job at a time and cross it off your list when you are done.
• Talk to someone who listens or someone who will help you explore your alternatives. 

My Health Report
When you go to a doctor, they will ask for a health history.  

Here is a health history form. 
PLEASE PRINT OR TYPE

Date of Birth _________________________ S.S. # _________________________   _ Male _ Female

Name_____________________________________________________________________________

       Last

 
     first

             middle


 phone

Home Address_____________________________________________________________________

      
Number 
           street 

                                    city
 state 
                   zip

__ Married __ Separated __ Divorced __ Widowed

Parent/Guardian/Spouse _________________________________________________________________________________

                                  name(s)

_________________________________________________________________________________
                                 address 





area code


 telephone

Workplace _________________________________________________________________________________

                                  address





area code


 telephone

Alternate responsible person residing at a different address from above to be contacted in case of emergency if parent/guardian unavailable.

_________________________________________________________________________________

name





 relationship

_________________________________________________________________________________

address





 area code 


 telephone

Have you or any of your relatives had any of the following?

	Disease
	Yes
	No
	Relationship

	1. Arthritis                 


	
	
	

	2. Asthma, allergy, hay fever


	
	
	

	3. Bleeding disorder


	
	
	

	4. Diabetes


	
	
	

	5. Epilepsy, convulsions


	
	
	

	6. Emotional disorder


	
	
	

	7. Heart attack before 60


	
	
	

	8. Heart disease


	
	
	

	9. High blood pressure


	
	
	

	10. Kidney disease


	
	
	

	11. Nervous muscular disorder


	
	
	

	12. Stomach disease


	
	
	

	13. Stroke


	
	
	

	14. Tuberculosis


	
	
	

	15. Breast cancer


	
	
	

	16. Other

	
	
	


Family History
	
	AGE
	STATE OF

HEALTH
	OCCUPATION
	YEAR OF

DEATH
	CAUSE OF

DEATH



	Father


	
	
	
	
	

	Mother


	
	
	
	
	

	Brothers


	
	
	
	
	

	Sisters


	
	
	
	
	

	Spouse


	
	
	
	
	

	Children


	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Have you ever had:
	Disease


	Yes
	No
	Disease


	Yes
	No

	17. Migraines (diagnosed by MD)


	
	
	27. Irritable bowel


	
	

	18. Epilepsy/convulsion


	
	
	28. Hepatitis


	
	

	19. Paralysis or disability


	
	
	29. Kidney Disease


	
	

	20. Thyroid problems


	
	
	30. Back problems


	
	

	21. High blood pressure


	
	
	31. Recurrent depression


	
	

	22. Rheumatic fever


	
	
	32. Anorexia/Bulimia


	
	

	23. Heart murmur (diagnosed by MD)


	
	
	33. High cholesterol
	
	

	24. Mitral valve prolapse


	
	
	34. Mono (diagnosed by MD)
	
	

	25. Asthma

	
	
	35. Diabetes
	
	

	26. Colitis/ileitis


	
	
	36. Exposure to Estrogen (DES) before birth
	
	


	Disease


	Yes
	No
	Disease


	Yes
	No

	37.  Are you currently in psychiatric counseling?


	
	
	43.  Crutches, braces or other prosthesis 
	
	

	38.  Do you have a chronic disease? (identify)


	
	
	44. . Loss of paired organ (i.e., one eye, one kidney)

(which organ? which side?)
	
	

	39. . Learning disability


	
	
	45.  Are you presently under treatment for any

medical problem? (describe)

	
	

	40.  Visual impairment (describe)


	
	
	46.  Physical disability (type)

	
	

	41. . Hearing loss

	
	
	47.  Medications you expect to be continuing


	
	

	42.  Hearing aid


	
	
	
	
	


Current health problems

Past Illnesses

	1. Hospitalization (date, reason)


	
	5. Emotional problem


	
	

	2. Operation (date, type)


	
	6. Psychiatric treatment


	
	

	3. Serious accident


	
	7. Other significant health problems (specify)


	
	

	4. Serious illness


	
	
	
	

	Communicable Diseases (give dates)
	
	
	

	8. Chicken pox


	
	10. Tuberculosis


	
	

	9. Malaria


	
	11. Other (specify)


	
	

	Allergies                Yes       No      
	
	   Yes
	   No

	12. Penicillin


	
	
	15. Life threatening reaction to insect bites, food, etc.
	
	

	13. Other antibiotics


	
	
	16. Do you carry epinephrine kit?
	
	

	14. Other medications
	
	
	
	

	Do you currently take


	Yes
	No
	
	Yes
	No

	17. Heart/blood pressure medications


	
	
	20. Antidepressants


	
	

	18. Tranquilizers
	
	
	21. Allergy injections (see information sheet)
	
	

	19. Insulin


	
	
	22. Other (specify)


	
	

	Lifestyle
	
	Yes
	No

	23. Alcohol (ounces per week)


	
	26. Do you diet frequently?


	
	

	24. Cigarettes per day years smoking


	
	27. Do you exercise regularly?


	
	

	25. Special diet restriction? (specify)


	
	28. Do you wear a seatbelt?


	
	




ADULT MEDICAL HISTORY FORM

Name: ___________________________ Age: ______ Sex: ______ 
Birthdate: ______________

Marital Status: __________ If married, name of spouse: _______________________________

Address: ____________________________________________________________________________

City_______________________________________ State ______ Zip Code ______________

Telephone: Work: _________________________ Home: _____________________________

Occupation: __________________________________________________________________

Name and Address of Employer: _________________________________________________ ____________________________________________________________________________

Spouse’s Employer & Address:  __________________________________________________ ____________________________________________________________________________

Your Social Security Number: __________________ Spouse’s Number:__________________

Type of Medical Insurance: ___________________ Number of Policy: __________________

Name, address and phone number of closest relative other than spouse:

____________________________________________________________________________

Family physician, address and phone number:_______________________________________

____________________________________________________________________________

Who referred you to our offices? _________________________________________________

Please complete the following table with particular attention to the presence of diseases.

	Relation           


	Living or Deceased              
	Present Age 
	Other Diseases
	Cause of Death
	Age at Death

	Father 

	
	
	
	
	

	Mother
	
	
	
	
	

	Maternal G-Mother
	
	
	
	
	

	Maternal G-Father
	
	
	
	
	

	Paternal G-Mother
	
	
	
	
	

	Paternal G-Father
	
	
	
	
	

	Brother
	
	
	
	
	

	Brother
	
	
	
	
	

	Brother
	
	
	
	
	

	Sister
	
	
	
	
	

	Sister
	
	
	
	
	

	Sister
	
	
	
	
	



MEDICATIONS AND SUPPLEMENTS: Please list all medications and supplements you are presently taking.

1. 






6.





2. 






7.





3. 






8.





4.






 9.





5. 






10.






PAST MEDICAL HISTORY

1. List hospital admissions including surgeries:

Reason 






Date

2. 
List medical conditions: 

_______






3. 
Allergies to medications: 









4. 
Infection history

Frequency (Rare, Average or Frequent) 
Childhood 
Adulthood

Ear

Sinusitis

Bronchitis/Pneumonia

Urinary Tract

Other

5. Menstrual History

First menses (age at onset)

Regular or irregular?

Menopause?

Premenopause?

PMS Symptoms

Use of birth control pills? 


Past 

Present

6. Allergy History Form

Circle the symptoms you have experienced:

NOSE: itching sneezing post nasal drip drainage stuffiness snoring nosebleeds mouth breathing

EYES: itching excessive tearing dark circles under eyes redness

EARS: itching frequent infections dizziness difficulty hearing tinnitus popping fullness pressure fluid in ears drainage

THROAT: sore throat hoarseness frequent clearing of throat increased mucous in the morning postnasal drip itching

CHEST: cough asthma frequent bronchitis wheezing with colds or exposure to dust, pollen, animals

GASTROINTESTINAL: bloating heartburn excessive gas loose bowel movements diarrhea constipation retasting food poor appetite rectal itching

GENITOURINARY: frequency urgency burning itching 

SKIN: hives rashes eczema excessive perspiration athlete’s foot

MUSCULOSKELETAL: joint pain muscle pain neck pain back pain

NEUROLOGICAL: headache (sinus, migraine, tension, vascular, muscular)

decreased attention span lack of concentration/forgetfulness hyperactivity seizures moodiness

GENERAL: lack of energy inability to lose weight recent weight loss

Do you have symptoms under the following conditions? (circle answers)
Indoors 
Outdoors 
Weather Change 
Wet Weather

Hot Days 
Cold Days 
Summer 

Fall 

Winter 
Spring

Heating System on 

Air Conditioning on 


Grass Plants

Basement 
Bathroom

What type of pet(s) do you have?

Symptoms with exposure to: Cats 

Dogs 

Others

7. Do any foods cause symptoms? If so, list symptoms:

Foods Symptoms

What foods do you crave or eat frequently?

Do you eat these foods more than twice a week?

Milk Beef Soybean Corn

Wheat Baker’s Yeast Brewer’s Yeast Eggs Cane Sugar Malt Rice

Coffee Tea Onions Garlic Black Pepper Coconuts Pork Peanut

Chocolate Chicken Fish Oranges Tomatoes Lettuce

Potatoes String Beans Apples

8. List any symptoms when exposed to:

Cosmetics

Hair spray

Cleaning sprays and solution

Insecticides

In stores

Gasoline fumes

Cigarette Smoke

Newsprint

What type of heat does your home have? (gas, electric, etc.)

Is heat delivered by blower, radiator, or electric panels?

Do you use kerosene heaters? No Yes

Do you use a wood stove? No Yes

Do you use a humidifier? No Yes

What type of water do you have? 


City 

Well

Do you have an air-conditioner... at work? 

No 

Yes

      at home 

No 

Yes

      in your bedroom? 
No 

Yes

      Central? 

No 

Yes

Do you live near any chemical plants, furniture plants, or clothing manufacturers?  No 
Yes 

If so, which one(s)?

How close are you to it?

Do you sleep with a pillow? 
No 
Yes 
Is it Dacron? 
No 
Yes

       Foam rubber No   Yes 
Feather   No    Yes

Is your mattress cotton? No Yes 

Feather No Yes
Foam rubber? No Yes 

Is your furniture upholstered? No Yes What type of fabric?

What type of floor covering (carpeting, rugs, linoleum)?

What type of wall covering (wallpaper, fabric, paneling)?

What type of window covering (curtains, drapes, shades, blinds)?

List any past treatment for any of your complaints/symptoms

Any other medical problems or conditions?

Does anyone in the family have similar problems? No Yes

If so, who?

Any family history of hayfever? No Yes

Asthma 

No Yes

Headaches? 


    No Yes 

Depression 

No Yes 

Food allergy 


    No Yes

Hives? 

No Yes 

Eczema? 


    No Yes 

Chronic skin disease? No Yes

Have you previously been evaluated by an allergist? 


No Yes

If so, what was your experience?

9. Do you smoke? 
No 
Yes 

If yes, do you inhale? 
No 
Yes

What form(s) of tobacco?_________________________________________

How often?_____________________________________________________

Began smoking at what age?__________

Please estimate your consumption of alcoholic beverages ____________

Per week:_____ Per month:_____

What foods must you avoid?________________________________________

Do you consider your diet adequate?_________________________________

Do you eat differently than most of the people you know?  No

Yes

How many hours of sleep do you require? _____________ per 24 hours.

Do you sleep soundly? 
No 
Yes

If no, please state reason ________________________________________

How much coffee per day do you drink? _____ cups. Tea? _____ cups.

10. Summary of primary medical concerns:
MEDICAL FORM

Name ____________________________________ Date of Birth______________________________

Home Phone _______________________________SS# ____________________________________

Home Address _____________________________ City ____________________ 
State ___________________ ___ ZIP______________

Emergency Contact #1 Name/Relationship _______________________________________________

Daytime phone: ___________________ Evening Phone: _____________________________

Emergency Contact #2 Name/Relationship _______________________________________________
Daytime phone: ___________________ Evening Phone: _____________________________

PART I INSURANCE INFORMATION

Name of Insurance Company

__________________________________________________________________________________

Address of Insurance Company _________________________________________________________________________________

Name of Policy Holder

__________________________________________________________________________________

Social Security Number of Policy Holder

__________________________________________________________________________________

Individual Plan Number __________________________________________________________________________________

Group Plan Number __________________________________________________________________________________

Doctor's Name/Address __________________________________________________________________________________

Office Phone: __________________________________________________________________________________

PART II MEDICAL HISTORY

A. Conditions and Symptoms Do you have, or have you had, any of the following conditions or symptoms?

                                           Yes 



Yes 


    
      Yes

1. High blood pressure ___________
23. Circulation problems ___________
46. Ankle problem 

___________
2. Heart disease _ 
    ___________
24. Active bedwetting ____________
47. Leg problem 

____________

3. Heart murmur _ 
    ___________
25. Headaches ____________
48. Foot problem 

____________
4. Irregular heartbeat  ___________
26. Head injury w/ neurological 
49. Special diet 

____________

5. Tuberculosis _
    ___________

 impairment ___________ 
50. Learning disability 
___________
6. Recent exposure to 

27. Stomach ulcers ___________
51. Medical equipment-devices___________ _

active TB _  ___________
28. Intestinal problems ___________
52. Currently pregnant 
____________

7. History of TB _ 
    ___________
29. Jaundice ____________ 


Due date:____________

8. Positive TB test       ____________ 
30. Heatstroke ____________

53. Other ___________________ _

9. Active hepatitis       ____________
31. Bladder infection____________
Do you currently or regularly have any of

10. History of hepatitis ____________ 
32. Difficulty urinating ___________

 the following symptoms:

11. Seizure disorder _ ___________
33. Kidney problems___________

12. Seizure within past year _________
34. Thyroid problems ___________
54. Chest pain/pressure at rest ___________
13. Bleeding disorder ____________ 
35. Endocrine problems ___________
55. Heart palpitations 
___________
14. Anemia, sickle cell trait 

36. Hearing impairment ___________
56. Unexplained sweating 
___________
or other blood condition ___________
37. Vision impairment ___________
 57. Frequent shortness of breath ___________
15. Asthma                  ___________
38. Motion sickness ___________
58. Frequent dizziness 
___________
16. Diabetes                ___________
39. Sleep walking ___________
59. Frequent fainting 
___________
17. Hypoglycemia        ___________
40. Broken bones ___________
60. Heartburn 

___________
18. Anorexia nervosa ___________
41. Neck problem _


 61. Muscle cramps

 ____________

19. Bulimia                    ___________
42. Back problem ___________
62. Intolerance to warm temp 
___________
20. Cancer                    ___________
43. Arm problem ___________
63. Intolerance to cold temp 
___________
21. Skin problem           ___________
44. Shoulder problem ___________
64. PMS or menstrual problems ___________
22. Frostbite                  ___________
45. Knee problem ___________
65. Other ______________________________
B. Lifestyle

1. Do you use alcohol? Yes _ No _ How much/how often? ____________________________________

2. Do you use tobacco? Yes _ No _ How much/how often?___________________________________

3. Do you currently have a substance abuse or chemical dependency problem (alcohol, drugs, etc.)?

Yes _ No _ If yes, please describe: __________________________________________________________________________________

4. Have you been in counseling with a psychiatrist, psychologist, or other counselor within the past two years?   Yes __  No _

6. Reason for counseling (check appropriate responses):

_ Academic _ Family issues _ Depression _ Substances abuse

_ Career _ Divorce _ Suicide _ Other _________________________________________

7. Do you have any dietary restrictions?

Lactose intolerance Yes _ No _ Food allergies Yes _ No _ Other Yes _ No _

8. Do you have any dietary preferences? Yes _ No _ Are you a vegetarian? Yes _ No _

C. Last Physical Exam 

Date of Exam: _______________

Height: _____ ft _____ in 


Weight: _____ lbs

Immunizations: DPT ________ MMR ________ Tetanus:  _______________

Polio ________ Booster ________

D. Medications (prescription and over-the-counter)

Do you have any allergies to medications? Yes _ No _

If yes, describe: __________________________________________________________________________________

Medication

Condition

Dosage (size & freq)

Current Side Effects

PART III AUTHORIZATION

All conditions, symptoms, lifestyle factors, allergies, and medications above have been verified by me.

I am financially responsible for any or all medical expenses.

In the event I am unable to respond in an emergency, I hereby give permission to the local hospital staff to hospitalize; secure proper treatment for; and to order injection, anesthesia or surgery for me.

__________________________________________________________________________________

             Signature 
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My Teeth

Mark the teeth you still have. 
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Tell about your experiences with dentists.  
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An Application for a Job

Sam Foods

EMPLOYMENT APPLICATION

[image: image39.png]PERSONAL DATA (Please Print)





            Last


First

             Middle

Name_________________________________________________________________________________


            Street




             Apartment or Box Number

Address_______________________________________________________________________________

                            City

        State

              Zip 
             Home Telephone


           
________________________________________________________(________)____________________

Can you work any day of the week?   ( Yes    ( No 

    If No, what days can you work?     ( M    ( T     ( W     ( Th      ( F      ( Sat     ( Sun

Can you work any shift?  ( Yes    ( No     If no, what hours can you work? _________________________

Have you ever worked for this company?    ( Yes    ( No   If yes, where and when? __________________
	WORK HISTORY: List all employers for the last FIVE YEARS beginning with the most current. This information will be verified through reference checks. 


	Dates Employed
	Company Name and Address
	Supervisor's Name and Telephone Number
	Your Position and Last Pay Rate

	From        
	To


	
	
	

	Duties:



	Reason for Leaving



	Dates Employed
	Company Name and Address
	Supervisor's Name and Telephone Number
	Your Position and Last Pay Rate

	From        
	To
	
	
	

	Duties:



	Reason for Leaving



	Dates Employed
	Company Name and Address
	Supervisor's Name and Telephone Number
	Your Position and Last Pay Rate

	From        
	  To
	
	
	

	Duties:



	Reason for 

Leaving


SIGNATURE OF APPLICANT _______________________________________________________ DATE________________

EMERGENCY INFORMATION FORM for EMPLOYEES

EMPLOYEE INFORMATION

	Name:
	SS#:

	Home Address:


	Home Phone:

	Physician Name:
	Phone:

	Address:



	Dentist Name:
	Phone:

	Address:



	Medical Insurance Information:



	Important Medical Information:




My Work History







































My Resume







































Information for my Resume

Personal Information:

Full Name:        [image: image40.wmf]


Street Address:  [image: image41.wmf]


City:            [image: image42.wmf]

  
State:  [image: image43.wmf]

 
Zip: [image: image44.wmf]


Phone:         [image: image45.wmf]




Career Objective: 



Educational History:

School #1 

Graduation Date:           [image: image46.wmf]


Name of School:            [image: image47.wmf]


City:                              [image: image48.wmf]

  
State:      [image: image49.wmf]


Field of Study:     [image: image50.wmf]
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Degree:                [image: image52.wmf]


School #2 

Graduation Date:           [image: image53.wmf]


Name of School:            [image: image54.wmf]


City:                              [image: image55.wmf]

  
State:      [image: image56.wmf]


Field of Study:     [image: image57.wmf]
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Employment History:

Job #1 

Start Date - Month: [image: image60.wmf]

Year: [image: image61.wmf]



End Date - Month: [image: image62.wmf]

Year: [image: image63.wmf]


Position Held:        [image: image64.wmf]


Company Name:    [image: image65.wmf]


City:            [image: image66.wmf]

  
State:  [image: image67.wmf]

 
Zip: [image: image68.wmf]


Job Duties: 
Job #2 

Start Date - Month: [image: image69.wmf]

Year: [image: image70.wmf]



End Date - Month: [image: image71.wmf]

Year: [image: image72.wmf]


Position Held:        [image: image73.wmf]


Company Name:    [image: image74.wmf]


City:            [image: image75.wmf]

  
State:  [image: image76.wmf]

 
Zip: [image: image77.wmf]


Job Duties:  

 Can You Apply For Citizenship?
Answer these questions to find out.
Are you at least 18 years or older?
          FORMCHECKBOX 
  yes
 FORMCHECKBOX 
  no

Do you have a Permanent Resident Card, an Alien Registration Card or a Green Card?   FORMCHECKBOX 
 yes   FORMCHECKBOX 
  no

Have you been a Permanent Resident (Green Card holder) for more than 5 years?          FORMCHECKBOX 
 yes    FORMCHECKBOX 
  no

During the past 5 years, have you been continuously within the U.S. for a period of 30 months (2 1/2 years) or more?     FORMCHECKBOX 
  yes    FORMCHECKBOX 
  no

Since becoming a Permanent Resident, have you been outside the U.S. for more than 1 continuous year?

     FORMCHECKBOX 
  yes    FORMCHECKBOX 
  no

Have you resided in the district or state from where you are applying for more than three months?

     FORMCHECKBOX 
  yes    FORMCHECKBOX 
  no

Can you

1. Speak, read and write basic English  



  FORMCHECKBOX 
  yes    FORMCHECKBOX 
  no
2. Complete the Civics test (test of U.S. history and government)   FORMCHECKBOX 
  yes    FORMCHECKBOX 
  no
Are you a person of good moral character? 


  FORMCHECKBOX 
  yes    FORMCHECKBOX 
  no
Choose one of the following that best applies to you.

 FORMCHECKBOX 
   You are a female

 FORMCHECKBOX 
   You are a male. You are registered with the Selective Service.
 FORMCHECKBOX 
   You are a male, You did not reside in the United States under any status before your 26th birthday. (Entering the U.S. for a short visit or in a nonimmigrant status is not residing in the U.S.)  

 FORMCHECKBOX 
   You are a male,  You were born before January 1, 1960.
 FORMCHECKBOX 
   You are a male, You were in the United States between the ages of 18 and 26, but you did not register with the Selective Service.  (Please Note: You must submit your "Status Information 
Letter" from the Selective Service. This letter explains why you did not register.)  

Have you ever served in the U.S. Armed Forces?

 FORMCHECKBOX 
  yes    FORMCHECKBOX 
  no
Are you willing to perform civilian service for the U.S.?

 FORMCHECKBOX 
  yes    FORMCHECKBOX 
  no
Are you willing to perform military service for the U.S.?

 FORMCHECKBOX 
  yes    FORMCHECKBOX 
  no
If no, Do your religious training or beliefs prevent you from performing non-combative service 
or bearing arms?





 FORMCHECKBOX 
  yes    FORMCHECKBOX 
  no
Note: If you answer "Yes" to this question, you must submit and an explanation. Your explanation must describe the religious training or beliefs and how they prohibit you from performing non-combative service or bearing arms.



Some families are large,


Some families are small,


But I love my family


Best of all !
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