CONFIDENTIAL MEDICAL HISTORY 

PLEASE PROVIDE THE FOLLOWING INFORMATION.   ALL AREAS NEED TO BE COMPLETED.

PLEASE: This form MUST be typed.
PERSONAL INFORMATION 

Name of Applicant:____________________________________ 
Telephone (             ) 



Address:













Birthdate:_______________   Height:_________     Weight:​​​​_________     Age:________          Male  /  Female
Emergency Contact tc "Emergency Contact " \l 2
	First: tc "First\: " \l 3
	Second: tc "Second\: " \l 3

	Name: __________________________________                                       
	Name: ___________________________________                                       

	Relationship:______________________________                              
	Relationship:_______________________________                              

	Day Phone: ______________________________
	Day Phone: _______________________________

	Home/Eve.Phone: _________________________
	Home/Eve.Phone: __________________________

	Email:  __________________________________
	Email:  ___________________________________


Additional Instructions: 


Medical Coverage tc "Medical Coverage " \l 2
Physician’s Name: ______________________________________Phone:

Are you covered by medical insurance?  
Yes    
No 

Name of the Insurance Company:_______________________________________________________                                                                                                              


Address of Insurance Company: ________________________________________________________                                                                                                                 


Name of policy holder:________________________________________________________________                                                                                                                                 


Policy #                                                                               Group #______________________________                                                         
***Please staple a photocopy (front and back) of your medical insurance card(s) to this form***

ILLNESSES & CONDITIONS 


        YES       NO


                     YES      NO
Alcoholism/Drug Use



Asthma



Arthritis



Bleeding Gums


         Cancer



Chicken Pox



Colitis



Concussions
 


Diabetes



Epilepsy (seizures)



Gall Bladder Disease



Heart Disorder


 Hepatitis/ Infectious Disease



Hernias
   

High Blood Pressure



 

HIV/AIDS





Malaria





Meningitis





Migraine Headaches




Mononucleosis




Mumps





Psychiatric Illness




Pleurisy





Poliomyelitis





Rheumatic Fever




Skin Disease





Tuberculosis





Ulcers







ILLNESSES & CONDITIONS, (CONT’D)


INJURIES


MEDICATIONS


Please list all medications you are currently taking.

NAME





DOSE



FREQUENCY

______________________________
__________________
____________________________

______________________________
__________________
_____________________________                                                          
______________________________
__________________
_____________________________                                                         
Please explain the condition you are treating with medication:_______________________________________

________________________________________________________________________________________

________________________________________________________________________________________                                                                              
ALLERGIC REACTIONS


Do you have any allergies, including reactions to food, penicillin, antibiotics, and any other medications? 

Yes    
No 
If yes, please describe your allergies: ​​​​​​​​​__________________________________________________________                         

Do you carry a personal epi-kit in case of an allergic emergency? 
Yes    
No  

DIETARY NEEDS


Do you have special dietary needs? 

Yes    
No  
Are you a vegetarian? 
           

Yes    
No  
If yes, please specify or describe the need (i.e. vegan, no dairy, no red meat, etc.): ______________________

________________________________________________________________________________________

________________________________________________________________________________________
SPECIAL NEEDS




Do you have physical, mental, or emotional conditions, which would limit your full participation or that we

 should be made aware of? 
     Yes   
No      If yes, please describe:___________________________

________________________________________________________________________________________

__________________________________________________________________________________________________

CONSENT FOR RELEASE OF INFORMATION AND AUTHORIZATION FOR TREATMENT


1. Permission is granted for any clinic, hospital, physician, or health agency to release information to Messiah College pertaining to participant’s heath, dental, or previous medical care:
      Yes  No 

2. Permission is granted for any clinic, hospital, physician, health agency, or emergency care technician to provide medical or dental treatment while a participant in this program of Messiah College:   Yes        No 

3. Permission is granted for any necessary emergency transporting of participant to clinic, hospital, or emergency care facility if deemed necessary:     Yes         No 


Signature:___________________________________________ Date:_____________________


Printed Name:______________________________________
Dizziness, loss of consciousness, or recurring headaches				Yes  No 


Eye, ear, nose, throat or sinus problems							Yes  No 


Impairment of sight, hearing, or speech							Yes  No 


Chronic cough or coughing up of blood or close contact with Tuberculosis		Yes  No 


Chest pain, shortness of breath, palpitation, swelling of ankles, heart murmur,	


       high blood pressure									Yes  No 


Leg cramps, varicose veins or varicose ulcer						Yes  No 


Sensitivities (allergies) to horse serum (tetanus antitoxin), sulfa, penicillin		Yes  No 


      or other drugs, bee stings, pollen, hays / grasses etc.


Troublesome skin conditions or frostbite							Yes  No 


Loss of teeth or false teeth								Yes  No         


Albumin, sugar or blood in urine; kidney stone or other urinary difficulties		Yes  No 


Muscle, joint, or back pain, bursitis							Yes  No 


Benign or malignant growth or tumor							Yes  No 


Menstrual cramps (Severe)								Yes  No 


Symptoms related to the gastrointestinal tract e.g. recurring abdominal		Yes  No 


      pain, diarrhea, passing of blood, etc.


Emotional or psychological difficulties requiring professional treatment			Yes  No 


      (panic attacks, severe depression, etc.)





Give details to those questions to which you answered ‘Yes’, injuries, medical restrictions, operations, or disabilities (past or present)?





________________________________________________________________________________________








	              


			





		         YES     DATE      NO				         YES    DATE       NO


Head Injury		________		Recurrent Ankle Injury		________	


Back Injury		________		Recurrent Knee Injury			________	


Broken Bones/Frac.		________		Sprains/Strains			________	


Dislocations		________		Other:			________	





List broken bones if any:___________________________________________________________________                                                                                                                                        	
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