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CATHOLIC DIOCESE OF LEXINGTON
MEDICAL HISTORY AND PHYSICIAN’S REPORT

PART I: APPLICANT’S SECTION

SECTION A: PERSONAL INFORMATIONSECTION A: PERSONAL INFORMATIONSECTION A: PERSONAL INFORMATION
Name:

           (Last)                                                               (First)                                                        (Middle) 

Name:

           (Last)                                                               (First)                                                        (Middle) 

Name:

           (Last)                                                               (First)                                                        (Middle) 
Birth date:                     Age:        SSN:

SECTION B:  FAMILY HISTORY
Please complete the following about your immediate family:Please complete the following about your immediate family:Please complete the following about your immediate family:Please complete the following about your immediate family:Please complete the following about your immediate family:Please complete the following about your immediate family:

Age State of Health Occupation Age at 
Death

Cause of death

Father
Mother

SiblingsSiblingsSiblingsSiblingsSiblingsSiblings

Have any of your relatives ever had any of the following?Have any of your relatives ever had any of the following?Have any of your relatives ever had any of the following?Have any of your relatives ever had any of the following?
Illness Yes No Relationship
Tuberculosis
Diabetes
Kidney Disease
Heart Disease
Arthritis
Stomach Disease
Asthma / Hay Fever
Cancer
High Blood Pressure
High Cholesterol
Illness Yes No Relationship
Stroke
Neurological Disorders
(e.g. ADD / ADHD / Dyslexia)
Mental Illness
Seizures / Epilepsy
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SECTION C:  PERSONAL MEDICAL / SURGICAL  HISTORY
Please list any medical; dental; psychological; or psychiatric condition for which 
you are seeing a health care professional:
Please list any medical; dental; psychological; or psychiatric condition for which 
you are seeing a health care professional:

Please list your previous surgeries:Please list your previous surgeries:
Date Procedure

Please list any previous hospitalizations:Please list any previous hospitalizations:
Date Diagnosis

Please list any medications you are currently taking:Please list any medications you are currently taking:

Please answer the following questions.
When was you last complete medical exam?
When was you last dental exam?
Do you were eyeglasses or contact lens? _____ Yes / _____ No
When was your last vision check?
Do you were a hearing aid?   _____ Yes / _____ No
When was your last hearing check?
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SECTION D: SOCIAL HISTORY
Please answer the following questions.Please answer the following questions.Please answer the following questions.Please answer the following questions.
Tobacco UseTobacco UseTobacco UseTobacco Use
Do you smoke? _____ Yes / _____ 
No

Packs / Day -Packs / Day - Years of Use -

Alcohol UseAlcohol UseAlcohol UseAlcohol Use
Do you drink alcohol? _____ Yes / _____ 
No
Do you drink alcohol? _____ Yes / _____ 
No

Drinks per week -Drinks per week -

Do you have an alcohol addiction?
 _____ Yes / _____ No
Do you have an alcohol addiction?
 _____ Yes / _____ No

If “yes,” do you participate in AA?
_____ Yes / _____ No 
If “yes,” do you participate in AA?
_____ Yes / _____ No 

Illegal Drug Use or Abuse of Prescription DrugsIllegal Drug Use or Abuse of Prescription DrugsIllegal Drug Use or Abuse of Prescription DrugsIllegal Drug Use or Abuse of Prescription Drugs
Do you now, or have you in the past, used illegal drugs?  _____ Yes / _____ NoDo you now, or have you in the past, used illegal drugs?  _____ Yes / _____ NoDo you now, or have you in the past, used illegal drugs?  _____ Yes / _____ NoDo you now, or have you in the past, used illegal drugs?  _____ Yes / _____ No
Do you now, or have you in the past, abused prescription drugs?  _____ Yes / _____ NoDo you now, or have you in the past, abused prescription drugs?  _____ Yes / _____ NoDo you now, or have you in the past, abused prescription drugs?  _____ Yes / _____ NoDo you now, or have you in the past, abused prescription drugs?  _____ Yes / _____ No
If “yes,” please indicate the nature and frequency of use.If “yes,” please indicate the nature and frequency of use.If “yes,” please indicate the nature and frequency of use.If “yes,” please indicate the nature and frequency of use.

SECTION E:  REVIEW OF SYMPTOMS
Do you have or have you had any of the following symptoms within the past year?Do you have or have you had any of the following symptoms within the past year?Do you have or have you had any of the following symptoms within the past year?Do you have or have you had any of the following symptoms within the past year?Do you have or have you had any of the following symptoms within the past year?Do you have or have you had any of the following symptoms within the past year?Do you have or have you had any of the following symptoms within the past year?Do you have or have you had any of the following symptoms within the past year?Do you have or have you had any of the following symptoms within the past year?

Symptom Yes No Symptom Yes No Symptom Yes No

Headaches Sore Throat High Blood 
Pressure

Fainting Spells Sore, Bleeding 
Gums

Ankle of Foot 
Swelling

Unconsciousness Blood in Bowel 
Movements

Leg Cramps

Vision Trouble Pain with Bowel 
Movements

Enlarged Leg 
Veins

Ringing in the Ears Change in Bowel 
Movements

Abdominal Pain

Decreased Hearing Accidental Loss of 
Urine

Heartburn

Nose Bleeds Easy Tiring Nausea and/or 
Vomiting

Frequent Colds Chest Pain Vomiting Blood

Sinus Trouble Coughing Blood Numbness or 
Tingling

Altered Taste or 
Smell

Recurring Cough Rashes

Hoarseness Shortness of 
Breath

Urinary Burning
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Difficulty 
Swallowing

Purple Lips or 
Fingers

Difficulty 
Urinating

Enlarged Glands or 
Lymph Nodes

Heart Flutter Blood in the Urine

Date: Applicant’s Signature:

PART II: PHYSICIAN’S SECTION

SECTION A:  PHYSICAL EXAM
Height: Weight:Weight: BMI:
Heart Rate: Respirations:Respirations: B / P:                   /
General:General:General:General:
Head:Head: Abdomen:Abdomen:
Eyes:Eyes: Back and Spine:Back and Spine:
Fundi:Fundi: Extremities:Extremities:
Ears:Ears: Neurological:Neurological:
Nose:Nose: Genito-urinary:Genito-urinary:
Throat:Throat: Rectal:Rectal:
Neck:Neck: Other:Other:
Heart:Heart:
Lungs:Lungs:

SECTION B: REQUIRED TESTS
Test Date Result
PPD

Chest X-Ray 
(if + PPD)
HIV

Please provide a hard copy of HIV test resultsPlease provide a hard copy of HIV test resultsPlease provide a hard copy of HIV test results
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SECTION C: OPTIONAL TESTS
Test Date Result
CBC

Electrolytes

Liver Function 
Tests
Thyroid 

Lipids

SECTION D: PHYSICIAN’S ASSESSMENT
Medical / Psychiatric / Psychological Diagnoses: Medical / Psychiatric / Psychological Diagnoses: 

SECTION E:  PHYSICIAN’S RECOMMENDATION
Do you have any recommendations regarding the care of this applicant?

Date: Physician’s Signature:Physician’s Signature:Physician’s Signature:
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Address:Address:Address:Address:

CityCity State: ZIP:
Phone:Phone:Phone:Phone:

PART III: DIOCESAN STATEMENT ON HIV TESTING

One of the requirements of a person seeking admission into the seminary 
and eventual ordination is the prerequisite health necessary to adequately 
carry on the functions of the priestly ministry.  Traditionally poor or bad 
health has been a factor which would rule out a person’s acceptance into 
candidacy for ordination.

Because the presence of the HIV or AIDS virus constitutes a high risk 
factor for a major poor health condition which could possibly shorten or 
even curtail a person’s ministerial ability, it is deemed to be a condition 
which would be unacceptable in a candidate for priesthood.

All persons seeking admission to the Diocese of Lexington as candidates 
for priesthood will be expected to be tested for the HIV and AIDS 
syndrome, complex and virus.  This test will be conducted as part of the 
routine medical examination required by the Diocese at a facility to be 
determined by the Diocese and paid for by the Diocese.

This testing is to be done only when and if a person is in the final stage 
of the admissions process, i.e. having successfully passed the initial 
interview with the Admissions Board and having been recommended for 
the psychological interview and medical examination.

If a candidate tests HIV positive he will be offered an appropriate period 
of professional counseling.  The purpose of this counseling is to assist 
the candidate to cope with what may be traumatic information.  The 
Diocese will assume the cost of such counseling.

Please mail or return this report to:

Fr. Steve L. Roberts, M.D., S.T.L.
Director of Vocations
Catholic Diocese of Lexington
The Catholic Center
1310 West Main Street
Lexington, KY  40508-2040
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