Student Name

Medical History Form

Date / /

Social Security # - -

Home Phone ( ) - Date of Birth / /
Address
Street City State Zip
Family History
Father's Mother's
Father Mother Parents Parents Siblings
Heart Disease [ ] ] 1 1
High Blood Pressure [ ] ] 1 1
Stroke [ ] ] 1 1
Cancer ] ] ] 1 1
Glaucoma ] ] [ [ [
Diabetes ] ] [ [ [
Epilepsy/Convulsions ] [ [ — —
Bleeding Disorder [ ] ] [ [
Kidney Disease [ ] ] [ [
Thyroid Disease [ ] ] [ [
Mental lliness ] ] [ [ [
Osteoporosis ] [ [ — —
Hospitalization or Surgery
Reason Date Reason Date
Women Only: Pregnant? [_lYes [INo Previous Pregnancy? [ ]Yes [INo

Medical History

JADHD
[JAllergies/Hay Fever
[JAnemia

[CArthritis

[JAsthma

[IBowel Irregularity
[IBronchitis
[IChest Pain
[IChronic Rashes

[ IDepression

[ IDiphtheria

[ IDizziness/Fainting
[IFrequent infections

1 Limits to strenuous activity? Explain

Habits

[IGallbladder disease
[C]GI disorder
[IHeadache
[IHeart Murmur
[IHeart palpitations
[IHepatitis
[Jincontinence
[CJLactose Intolerance
[IMeasles
[IMeningitis
[IMumps
[INervousness

[IPolio

[Josteoporosis

[JPeripheral Vascular Disease
[IPneumonia

[CIJRheumatic fever

[JRubella

[Iscarlet Fever

[Isexual / Menstrual dysfunction
[Ishortness of breath
[ITetanus

[Culcer

[Ivenereal disease

[Jother

[Jother

[CJExercise Routine:

[ISleep:

Hepatitis C risk factor

Difficulty falling asleep
[dContinuity disturbances
[dSnoring

[dEarly morning awakening
[dDaytime drowsiness
[dOther

[IBlood transfusion prior to 1992
[V drug use (1 + times)

[Icontact with blood/bodily fluid
[ITattoos

[Ishared razor/toothbrush
[IBody piercing



