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MICHIGAN CAREER AND TECHNICAL INSTITUTE
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HEALTH HISTORY FORM 2012
INSTRUCTIONS: Please complete both sides of this form.  
	Last Name (Print), First, Middle
	Social Security Number
	Male or Female



	Home Street Address
	Age
	Birthdate



	Home City and State
	Zip Code


	Home Telephone Number


IN CASE OF EMERGENCY CONTACT:
	Last Name(Print), First, Middle
	Relationship
	Telephone Number:

(Days) __________________________________

(Evenings) _______________________________

	Home Street Address


	Home City and State
	Zip Code



	Personal Physician’s Name  (Print)


	Physician’s Address
	Physician’s Telephone Number




	Height  
	Average Weight
	Allergies (Please List on Page 2)

	Regular Exercise     YES     NO
	3 Meals Per Day     YES     NO
	6-8 Hours of Sleep Per Night     YES     NO




	                                                                                               INSURANCE INFORMATION
Students are urged to be sure of their insurance coverage and what types of benefits it affords.  Carry card with numbers and other information.  Please have any necessary pre-approvals made for urgent medical care.

_______________________________________________          ____________________________________________________

          Insurance Company’s Name        HMO/PPO                                                 Policy or Contract Number




	
STATEMENT OF AUTHORIZATION
1.
All information is confidential and is available for use in caring for health needs of the student.

2.
I authorize the Student Health Services at Michigan Career and Technical Institute to administer medical services, including routine and emergency diagnostic and therapeutic procedures as deemed necessary by duly licensed medical personnel.

3.
It is understood that in case of serious illness or accident, the family will be notified.

4.
I authorize release of information to Borgess-Pipp Health Center as necessary for emergency medical treatment.

5.            I read the Standing Physician Orders you sent me and I agree with them.      No exceptions  _______

               With the following exceptions  ____________________________________________________________________            

_________________________________     _____________________     __________________________________________

                Student Signature                                         Date                                 Signature of Parent (or Guardian if student is

                                                                                                                               under age 18

Page 10/PLE-09




STUDENT’S NAME  _________________________

DISABILITY   _______________________________                                                                                                                 
	HAVE YOU HAD?                         YES        NO                                                                     YES        NO                                                                 YES          NO

	Penicillin Allergy
	
	
	High Blood Pressure
	
	
	Back Problems
	
	

	Sulfa Drug Allergy
	
	
	Pain/Pressure in Chest
	
	
	Disease, Injury to Joints
	
	

	Other Drug Allergies

List: _____________________
	
	
	Heart Problems
	
	
	Weakness or Paralysis
	
	

	Insect Allergies
	
	
	Heart Murmur
	
	
	Seizure Disorder
	
	

	Appendectomy
	
	
	Rheumatic Fever
	
	
	Eating Disorder
	
	

	Hernia Repair
	
	
	Tumor or Cancer
	
	
	Frequent Anxiety
	
	

	Other Surgery

List: _____________________
	
	
	Stomach or Intestinal

Problems
	
	
	Emotional or Psychiatric Problems Requiring Counseling or Hospitalization
	
	

	Recurrent Headaches
	
	
	Jaundice
	
	
	Frequent Depression
	
	

	Diabetes
	
	
	Frequent/Painful Urination
	
	
	Suicide Attempt
	
	

	Eye Problems
	
	
	Albium or Blood in Urine
	
	
	Substance Addiction
	
	

	Shortness of Breath
	
	
	Hepatitis
	
	
	FEMALES ANSWER:
	
	

	Hay Fever, Asthma
	
	
	Sexually Transmitted Diseases
	
	
	Irregular Periods
	
	

	Ear, Nose, Throat Problems
	
	
	Tuberculosis
	
	
	Severe Cramps
	
	

	Mononucleosis
	
	
	Speech Problems
	
	
	Birth Control Pills
	
	

	Bleeding Disorder
	
	
	
	
	
	Breast Disease
	
	

	MEDICINES YOU ARE TAKING: List medicines, birth control pills, or vitamins you take with or without a prescription: IMPORTANT: If you are on any medication that you must take on a regular basis, you must bring the medication with you at the time of enrollment. PLEASE BRING AT LEAST ONE FULL WEEK’S SUPPLY OF MEDICATIONS FOR THE WEEK IN ORIGINAL CONTAINERS WITH MOST RECENT PRESCRIPTION ORDERS.  PLEASE DO NOT PACK MEDS IN SUITCASE BUT HAND-CARRY THEM SO THAT THEY CAN BE GIVEN TO THE HEALTH SERVICE DEPARTMENT AT THE TIME OF CAMP REGISTRATION.
Please list medications on the medications list sheet that is included in your packet.



	IMMUNIZATIONS: Fill in year of vaccination(s)

(Recommended-Not Required)

Hepatitis B ________     ________     ________

Tetanus      ________
MMR Booster ________

TB TEST – See General Medical Form, page 1.

SIGNED/DATED PHYSICIAN-APPROVED NEGATIVE TB TEST RESULTSARE REQUIRED PRIOR TO COMING TO CAMP.
	Please list specific allergies:
___________________________________________________

_______________________________________________      _______________________________________________      _______________________________________________

Last Physical Visit: ____________

Last Eye Exam:  _______________

Last Hearing Exam: ____________

Last Dental Exam: _____________


	STAFF COMMENTS:     (Standard Precautions)       Reviewed By _________________     Date  ___________              
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