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Please fill-out this form carefully. The information here-in contained will become part or your
clinical history and will be confidential. It will not in any way affect your status at the
university.

Last Name Middle Name First Name Age
Gender: M |:| F |:|
In case of emergency please call:
Name & Relationship Telephone
Family History
Father Living |:| Dead |:| Occupation
Mother Living |:| Dead |:| Occupation
Siblings Living [_] © 2 3 4 more
Dead |:| 0 2 3 4 more
Have you or any blood relatives had:
Yes No Yes No
Tuberculosis () () Arthritis () ()
Diabetes () () Hay fever () ()
Stomach problems () () Asthma () ()
Intestinal problems () () Seizures () ()
Heart disease () () Convulsions () ()
Kidney problems () () High blood pressure( ) ()
Cancer, tumor, etc () () Syphilis () ()
Have you ever had? Please answer all questions. Comment all positive answers
Yes No Yes No
Allergies
Scarlet fever () () Penicillin () ()
Measles (red) () () Sulfa drugs () ()
Measles (German) () () Serum () ()
Mumps () () Salicylic acid, aspirin () ()
Chicken pox () () Hives () ()
Malaria () () Other (note below) () ()
Anemia () ()
Gum/tooth trouble () () Surgery
Sinusitis () () Appendectomy () ()



Eye problems

Ear problems

Nose/throat problems
Frequent colds

Hay fever/Asthma

Frequent headaches

Head injury with loss of consciousness
Shortness of breath

Chest pain/ pressure
Chronic cough

Palpitation (heart)
Rheumatic fever

Joint disease/injury
Dislocation (shoulder/knees)
Back trouble

Tumor, cancer

Gallbladder trouble
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Have you received treatment or counseling for a nervous
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condition, personality disorder, or emotional problem in

the last five years?

Have you been rejected for, or been discharged from,

military service because of physical, emotional or other

reasons?
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Tonsillectomy
Hernia Repair
Other (note below)

Insomnia
Anxiety/Depression
Worry/nervousness

Epilepsy

Digestive problems
Recurrent diarrhea
Recent weight gain/loss
Dizziness, fainting
Weakness, paralysis
Venereal disease
Frequent urination

Women only
Irregular periods
Severe cramps
Excessive flow
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Has your physical activity been restricted within the past five years? Give reasons and length of restriction

Which medication are you currently taking?

Physical examination

Left 20/

Respiration rate

Eye sight: Right 20/
Height Weight
Temp Heal rate
Health problems detected

Yes

Respiratory
Lung disease
Gastrointestinal
Genitourinary
Muscle skeletal
Endocrine
Neuropsychiatric

Do you have any general comment?

Do you have any recommendation related
with the student’s health care?

Does he/she need any treatment because
of physical or emotional problems?
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No
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Student’s signature

Blood pressure

S

/min

mm Hg



