Simpson College Health Services -  MEDICAL HISTORY
Student Name:








Date: 






Social Security Number:







Birthdate:






Home Address: 









Sex: 
F

M




street


city

state
zip

Name of Emergency Contact: 







Relationship: 





Home Address: 








Home Telephone: 








street 


city

state
zip

Business Address: 








Business Telephone: 





Do you plan to participate in any Simpson College Intercollegiate Sports?
( NO  ( YES:  
(if YES, please indicate sport(s): 












	FAMILY HISTORY
	Year of Birth
	Occupation
	State of Health
	If Deceased

Cause           Age
	Have any of your relatives had any of the following?

	Father
	
	
	
	
	
	Yes
	No
	Relationship

	Mother
	
	
	
	
	Tuberculosis
	
	
	

	Brothers
	
	
	
	
	Diabetes
	
	
	

	
	
	
	
	
	Kidney Disease
	
	
	

	
	
	
	
	
	Cancer
	
	
	

	Sisters
	
	
	
	
	Asthma, Hay Fever
	
	
	

	
	
	
	
	
	Epilepsy, Convulsions
	
	
	

	
	
	
	
	
	Heart Disease
	
	
	


PERSONAL HISTORY (Please answer all questions)

	Have you had or are you concerned about?
	Yes
	No
	
	Yes
	No
	
	Yes
	No
	
	Yes
	No

	Alcohol use
	
	
	Frequent anxiety
	
	
	Mononucleosis
	
	
	Trouble sleeping
	
	

	Asthma, Hay Fever
	
	
	Frequent depression
	
	
	Mumps
	
	
	Tuberculosis
	
	

	Back pain
	
	
	Frequent indigestion
	
	
	Pneumonia
	
	
	Urinary tract problems
	
	

	Cancer, cyst
	
	
	Gallbladder trouble
	
	
	Polio
	
	
	Venereal disease
	
	

	Chemical dependency
	
	
	Gum/tooth trouble
	
	
	Recent wt. gain/loss
	
	
	Weakness, paralysis
	
	

	Chest pain/pressure
	
	
	Head injury
	
	
	Recurrent colds
	
	
	Worry, nervousness
	
	

	Chicken pox
	
	
	Heart murmur
	
	
	Recurrent diarrhea
	
	
	
	
	

	Chronic cough
	
	
	Heart palpitation
	
	
	Recurrent headaches
	
	
	Female Students:
	
	

	Diabetes
	
	
	High/low blood pressure
	
	
	Rheumatic fever
	
	
	Irregular periods
	
	

	Dizziness/fainting
	
	
	Jaundice/Hepatitis
	
	
	Scarlet fever
	
	
	Severe cramps
	
	

	Ear/nose/throat trouble
	
	
	Joint injury
	
	
	Shortness of breath
	
	
	Excessive flow
	
	

	Eating disorder
	
	
	Malaria
	
	
	Sinusitis
	
	
	Pregnancy
	
	

	Epilepsy/Convulsions/

Seizures
	
	
	Measles
	
	
	Stomach//intestinal trouble
	
	
	Other Conditions:
	
	

	Eye trouble
	
	
	Measles (German)
	
	
	
	
	
	
	
	


	A. Have you had any illness or injury or surgery which required hospitalization?
	Yes
	No
	Remarks (Identify comments when pertain to items: eg A., B., C., etc.)

	B. At any time, have any of your activities been restricted due to illness, injury, etc? Explain.
	
	
	

	C. Have you had any special difficulties with school or teachers?  Explain 
	
	
	

	D. Have you ever experienced any personal or emotional difficulties which required professional attention? Explain
	
	
	

	E. Do you wear glasses and/or contacts?
	
	
	

	F. Do you receive allergy injections?
	
	
	

	G. Have you had a recent - (give dates for each)

Medical exam?

Dental exam?

Eye exam?
	
	
	

	H.  Are you allergic to any medications? (List)
	
	
	

	I. Do you take any medications routinely? (List)
	
	
	

	J. Have you ever been prescribed medications (i.e. antidepressants, mood elevators, etc)  Explain
	
	
	


I hereby state that the above information is true and give permission for the Health Center to release information to the Simpson College Student Development Office, and to health care providers and facilities who are included in my treatment.

( Student Signature (PARENT’S SIGNATURE REQUIRED IF STUDENT IS UNDER 21)
(  Parent Signature (REQUIRED IF STUDENT IS UNDER 21)

White copy – Athletic Department          Yellow copy – Health Services          Pink copy - Student

Simpson College Health Services -  IMMUNIZATION HISTORY
Student Name:








Date: 





It is strongly recommended that your immunizations be up-to-date.  Please complete the sections below:

	Immunization
	Dose
	Date

	MMR (measles, mumps, rubella)combo
	Dose #1 (15 months old or after)

Dose #2 (5 years old or after)
	

	IF given as separate  doses please identify


Measles
	Dose #1

Dose #2
	

	
Mumps
	Dose #1
	

	
Rubella 
	Dose #1
	

	Meningitis (recommended)
	
	

	Tetanus/Diphtheria
	Booster (within past 10 years)
	

	Polio
	Primary series completed
	

	Hepatitis B series
	Dose #1

Dose #2

Dose #3
	


White copy – Athletic Department          Yellow copy – Health Services          Pink copy - Student
Simpson College Health Services -  IMMUNIZATION HISTORY
Student Name:








Date: 





It is strongly recommended that your immunizations be up-to-date.  Please complete the sections below:

	Immunization
	Dose
	Date

	MMR (measles, mumps, rubella)combo
	Dose #1 (15 months old or after)

Dose #2 (5 years old or after)
	

	IF given as separate  doses please identify


Measles
	Dose #1

Dose #2
	

	
Mumps
	Dose #1
	

	
Rubella 
	Dose #1
	

	Meningitis (recommended)
	
	

	Tetanus/Diphtheria
	Booster (within past 10 years)
	

	Polio
	Primary series completed
	

	Hepatitis B series
	Dose #1

Dose #2

Dose #3
	


White copy – Athletic Department          Yellow copy – Health Services          Pink copy - Student
