	MEDICAL HISTORY CARD

	Name:
	         

	Address:
	

	Age:
	
	Sex:
	
	Birthdate:
	

	Medical Insurance No.:
	

	Parents/Guardians Name:
	

	Address:
	

	Home No.:
	
	Business No.:
	

	Alternate Contact Person:
	

	Home No.:
	
	Business No.:
	

	Record of Illness.  Mark those which have occurred at any time. FORMCHECKBOX 


	State Illness of past five years:
	

	

	Asthma: FORMCHECKBOX 

	
	Diabetes: FORMCHECKBOX 

	
	Heart Disease: FORMCHECKBOX 

	

	Injuries (specify): FORMCHECKBOX 

	

	Other illnesses or surgery: FORMCHECKBOX 

	

	Cross if you suffer from any of the following:
	

	Recurring Headache: FORMCHECKBOX 

	
	Seizures: FORMCHECKBOX 

	
	Blackout: FORMCHECKBOX 

	
	

	Chest pain: FORMCHECKBOX 

	
	You require the use of corrective lenses: FORMCHECKBOX 

	

	

	Physician’s Name:
	
	Phone No.:
	

	Immunization Year of last tetanus shot:
	

	List allergies and/or regular medication:
	

	Date card completed:
	
	Date Updated:
	

	ALL INFORMATION IS CONFIDENTIAL


