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Today’s Date__________________
HEALTH HISTORY




Year entering college_______________      ❑ Fall     ❑ Spring   ❑ Summer
STUDENT (Please fill out this section)  





 STUDENT ID#/SOC. SEC. NO. _____________________

NAME: _______________________________________________________
 DATE OF BIRTH: _______________________

                   last 

first 
             middle initial

ADDRESS: _________________________________________________________________  RESIDENTAL HALL STUDENT:  ❑ YES      ❑ NO
street 

city 

state 

zip code

PHONE: _______________________  CELL PHONE: _________________________  E-MAIL__________________________________
PRIMARY PHYSICIAN: __________________________________________________

ADDRESS: _________________________________________________________________PHONE: _______________________

street 

city 

state 

zip code

EMERGENCY NOTIFICATION

NAME: ___________________________________________________________ RELATIONSHIP: _______________________

HOME PHONE: ____________________________ CELL PHONE: ________________________  OFFICE PHONE: ______________________
INSURANCE CARRIER & ID NUMBER: ___________________________________________________________________________________

PERSONAL MEDICAL HISTORY

Please X below if you have had or are currently under treatment for any of the following: (Please explain all X’s marked below):

Alcoholism 
     ❑ 
Diabetes 


❑ 
Migraine Headaches 

❑
             
Anemia 

     ❑ 
Emphysema 

❑    
Multiple Sclerosis 


❑
Anorexia 

     ❑ 
Emotional Problems 
❑ 
Muscular Dystrophy 

❑
Arthritis 

     ❑ 
Epilepsy 

 
❑ 
More than 20lbs. Overweight

❑
Asthma 

     ❑ 
Gall Bladder Disease 
❑ 
Peptic Ulcer 


❑
Back Disorder 
     ❑ 
GERD 


❑ 
Seizures 



❑
Bronchitis, Chronic 
     ❑    
Hearing Impaired 

❑ 
Severe Cramps (Menstrual) 

❑
Bulimia 

     ❑ 
Heart Disease 

❑ 
Sexually Transmitted Disease 
❑
Cancer 

     ❑ 
Hepatitis 


❑ 
Skin Disorders 


❑
Cerebral Palsy (CP)      ❑   
High Blood Pressure 
❑ 
Thyroid Disease 


❑
Colitis/Irritable Bowel    ❑  
Hypoglycemia 

❑ 
Tuberculosis 


❑
Deafness 
     ❑ 
Kidney Disorder

❑ 
Visually Impaired 


❑
Depression 
     ❑ 
Low Blood Pressure 
❑ 
Other____________________________
Have you had any serious injury? _____________ If yes, explain ________________________________________________________
____________________________________________________________________________________________________________
ALLERGIES: (An allergy is a skin rash, hives, joint pain, swollen glands, stuffy nose, and/or fever after exposure to something to which you are allergic.)

Do you have any allergies?
 ❑ YES 
❑ NO 
If “YES”, check items to which you are allergic.

❑ Latex     ❑ Bee Stings     ❑ Foods   ❑ Medications  (Please List) ____________________________________________________

Other ____________________________________________________________________________________________________
MEDICATIONS: Do you take any medicine, frequently or regularly?      ❑ YES   ❑ NO   If “YES”, check those medications below.
Allergy Shots 
❑ 
Aspirin 

❑ 
Diabetic Pill 
❑ 
Heart Rhythm Med.      ❑ 
Pain Pill          ❑
Antacid 

❑ 
Asthma Medicine
❑ 
Diuretic (Water) 
❑ 
High Blood Pressure    ❑ 
Sleeping Pill   ❑
Antidepressant
❑ 
Birth Control 
❑ 
Epilepsy Medicine 
❑ 
Insulin

     ❑ 
Tranquilizer    ❑
Antihistamine
❑ 
Blood Thinner 
❑ 
Headache Medicine ❑ 
Laxative

     ❑
Prednisone    ❑
Prescription medicine ___________________________________________________________________

Other, not listed ________________________________________________________________________

DISABILITY:     Any permanent Physical Disability? If YES, what? _____________________________________________________________
Do you use any device (i.e. wheelchair, crutches, other)? _____________________________________________________________________
STUDENT SIGNATURE:____________________________________________________________________________
