TO THE STUDENT: All students, both new and returning, are REQUIRED to have an updated medical record on
; file in the Health Services office. PHYSICAL EXAMINATIONS are REQUIRED for residential students,
/ international students, nursing students, and education majors. All information in your medical record is confidential
and will not be released without your written permission. See student handbook for more details.
(Revised 4/01)

=
MEDICAL HISTORY

University of Saint Mary  (Please complete before going to your physician for examination)

PART A: Identification Data
Sex: [] Male [] Female

Last Name (Print) First Name Middle
Home Address City State Zip Birthdate
Emergency Contact Relationship Business Phone

Address (if different from above) City State Zip Home Phone

Social Security # Marital Status Class you are entering

Insurance carrier and address

NOTE: The student, and not the university, is financially responsible for any hospital expenses and for the treatment by a physician. This applies even though the
student may have been taken there in an emergency by someone from the college.

PART B: Treatment Authorization must be signed by a parent/guardian for any student under 18 years of age.
I hereby authorize and give my consent to the health authorities of University of Saint Mary and/or their designate to perform upon
or administer to any necessary medical or surgical treatment. I also grant
permission for treatment deemed necessary for a condition arising during participation in intercollegiate athletics, including
medical or surgical treatment recommended by a medical doctor. This authorization is intended to cover immunization, injections
and minor operations and procedures to include whatever anesthesia may be necessary. In the event of indicated major surgery,
the University authorities are not hereby excused from attempting to contact me by phone or mail before relying upon this
authorization. This authorization does not entitle the University Health Service to render any medical or surgical treatment
without the student’s personal consent. This authorization is valid only while I am a student at University of Saint Mary.

Signature of Student Date
Parent’s signature, if student under age 18 Date Relationship to Student
PART C: Family Health History
Family State of Illnesses Deaths
Health Place an (X) in the appropriate column for any illnesses that the relatives If a relative you have listed has died,
listed at the left have now or have had. write the cause of death and the age at
the time of death in the column below.
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Mother
Father
Brothers
Sisters
Grandparents
(Illness only)




PART D: Personal Health History
Have you had or do you now have........

YES NO YES NO YES NO
Asthma Fainting/dizzy spells Recurrent colds
Anemia Gallbladder/liver problems Recurrent bronchitis
Anxiety/depression Hay fever Recurrent headaches
Arthritis Head injury Recurrent skin problems
Chickenpox Hearing loss Sexually transmitted diseases
Cancer Heart problems Sickle cell trait
Convulsions Hepatitis Speech problems
Diabetes Kidney/bladder problem Stomach/intestinal problems
Dental problems Malaria Thyroid condition
Ear infections (frequent) Measles (what kind?) Tuberculosis
Eating disorder Migraines Thrombophlebitis
Epilepsy Mononucleosis Other (specify)

Please comment on all positive answers in Part D:

Injuries. Please provide date and comment.

Ankle injury. Knee injury

Back injury Leg/foot injury

Broken bones Neck/shoulder injury

Broken nose

Concussion

Skull fracture

Dislocated shoulder
Do you have any injuries that are incompletely healed or for which you are undergoing rehabilitation now?

If yes, please comment:

General Information

Y/N

Have you ever been hospitalized?

Have you ever had any surgical operations?

Are you under medical treatment?

Do you have regular dental checkups?

Any dental appliances (braces, retainer, etc)?

Do you wear glasses?

Date of last vision exam:

Do you wear contacts?

Do you have a physical handicap?

Do you need special arrangements?

Do you use tobacco?

What?

Do you consume alcohol?

Have you ever received psychological help?

Please list current medications (also vitamins, supplements, herbals) Dose Reason for taking
Allergies (medicine, food, immunizations, other)

For Women Only (menstrual history)

Age at onset: Number of days duration: Regular Irregular

Flow: Heavy Medium Light Pain: None Mild Severe




