	To the Student:

You have been accepted.  Information you provide will not be used to influence your situation at the College; it will be used, if necessary, solely as an aid to providing necessary health care while you are a student.
	St. Olaf
	Must be Complete and

returned by August 1 in

order to register.

	
	Health Center
	

	
	1520 St. Olaf Ave.
	

	
	Northfield, MN   55057
	

	
	
	No Fax copies accepted.

	
	REPORT OF MEDICAL HISTORY
	


	CONFIDENTIAL (TO BE COMPLETED BY STUDENT BEFORE PHYSICAL EXAM)
	

	
	
	
	
	
	
	

	Name (Print)
	
	Sex: 
	M
	
	F
	
	

	
	Last
	First
	Middle
	

	       

	Home Address:
	
	City:
	
	State:
	
	Zip:
	
	

	

	

	Student Cell Phone #:
	
	Home phone #:
	
	Birth date:
	
	

	

	Father’s Name:
	
	Occupation:
	
	Work or

Cell #:
	
	

	

	Mother’s Name:
	
	Occupation:
	
	Work or

Cell #:
	
	

	

	Insurance Company:  
	
	Reminder:  Please carry a copy of your health insurance

           Identification card with you on campus.

	


	FAMILY HISTORY
	

	If any blood relative has a history of any of the following, please indicate and note age of death if applicable:

	Illness
	Relationship
	
	Age of
death
	
	Illness
	Relationship
	
	Age of death
	

	 FORMCHECKBOX 
  High Blood Pressure
	
	
	
	
	 FORMCHECKBOX 
  Arthritis
	
	
	
	

	 FORMCHECKBOX 
  Stroke
	
	
	
	
	 FORMCHECKBOX 
  Stomach Disease
	
	
	
	

	 FORMCHECKBOX 
  Cancer
	
	
	
	
	 FORMCHECKBOX 
  Asthma
	
	
	
	

	 FORMCHECKBOX 
  Diabetes
	
	
	
	
	 FORMCHECKBOX 
  Tuberculosis
	
	
	
	

	 FORMCHECKBOX 
  Thyroid Disease
	
	
	
	
	 FORMCHECKBOX 
  Mental Illness
	
	
	
	

	 FORMCHECKBOX 
  Anemia
	
	
	
	
	 FORMCHECKBOX 
  Epilepsy
	
	
	
	

	 FORMCHECKBOX 
  Kidney Disease
	
	
	
	
	 FORMCHECKBOX 
  Other
	
	
	
	

	

	Please list number of brothers and sisters with their ages:  _________________________________________________________________________


	PAST MEDICAL HISTORY
	

	Allergies:  (Medications, foods, insects, latex, environmental)
	
	MEDICATIONS TAKEN REGULARLY:  (Include:  prescription and nonprescription drugs)
	

	
	
	
	

	
	
	
	

	SURGERIES/ACCIDENTS/HOSPITALIZATIONS:
	
	
	

	
	
	
	

	
	
	
	


	MEDICAL HISTORY
	

	Check if you have had any of the following symptoms or diseases.  Comment below.

	 FORMCHECKBOX 
  Scarlet or Rheumatic Fever
	
	 FORMCHECKBOX 
  Sleep problems
	
	 FORMCHECKBOX 
  Thyroid disease
	
	 FORMCHECKBOX 
  Tattoos
	

	 FORMCHECKBOX 
  Measles
	
	 FORMCHECKBOX 
  Anxiety
	
	 FORMCHECKBOX 
  Disease or injury of joints
	
	 FORMCHECKBOX 
  Sexually Transmitted Diseases
	

	 FORMCHECKBOX 
  German Measles (Rubella)
	
	 FORMCHECKBOX 
  Phobias
	
	 FORMCHECKBOX 
  Back problems
	
	 FORMCHECKBOX 
  History of Alcohol/Drug Addiction
	

	 FORMCHECKBOX 
  Mumps
	
	 FORMCHECKBOX 
  Depression
	
	 FORMCHECKBOX 
  Tumor/Cyst
	
	
	

	 FORMCHECKBOX 
  Malaria
	
	 FORMCHECKBOX 
  Worry or Nervousness
	
	 FORMCHECKBOX 
  Cancer
	
	Social History                          
	

	 FORMCHECKBOX 
  Mononucleosis
	
	 FORMCHECKBOX 
  Suicidal thoughts
	
	 FORMCHECKBOX 
  Jaundice/Liver trouble
	
	Cigarette use                            FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
	

	 FORMCHECKBOX 
  Sinusitis
	
	 FORMCHECKBOX 
  Headaches
	
	 FORMCHECKBOX 
  Stomach/Intestinal trouble
	
	   Pk/Day   ______________
	

	 FORMCHECKBOX 
  Vision problems
	
	 FORMCHECKBOX 
  Head injury
	
	 FORMCHECKBOX 
  Recurrent Diarrhea
	
	Alcohol use                               FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
	

	 FORMCHECKBOX 
  Ear, Nose, Throat trouble
	
	 FORMCHECKBOX 
  Convulsions
	
	 FORMCHECKBOX 
  Anemia
	
	   Drinks/week   __________
	

	 FORMCHECKBOX 
  Pneumonia
	
	 FORMCHECKBOX 
  Pain/pressure in chest
	
	 FORMCHECKBOX 
  Recent weight gain/loss
	
	Street drug use                         FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
	

	 FORMCHECKBOX 
  Asthma
	
	 FORMCHECKBOX 
  Palpitations (Heart)
	
	 FORMCHECKBOX 
  Dizziness/Fainting
	
	Females only
	

	 FORMCHECKBOX 
  Chronic cough
	
	 FORMCHECKBOX 
  High or Low Blood Pressure
	
	 FORMCHECKBOX 
  Eating Disorder
	
	 FORMCHECKBOX 
  Irregular periods
	

	 FORMCHECKBOX 
  Acne
	
	 FORMCHECKBOX 
  Heart Murmur
	
	 FORMCHECKBOX 
  Frequent urine infections
	
	 FORMCHECKBOX 
  Severe cramps
	

	 FORMCHECKBOX 
  Other skin problems
	
	 FORMCHECKBOX 
  Chronic fatigue
	
	 FORMCHECKBOX 
  Diabetes
	
	 FORMCHECKBOX 
  Excessive flow
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