CHILDREN’S HOSPITAL

GENERAL HEALTH INFORMATION


STUDENT NAME:









DATE OF BIRTH:



AGE:


      ( MALE  ( FEMALE
RACE:    ( CAUCASIAN    ( AFRICAN/AMERICAN    ( ASIAN    ( HISPANIC    ( OTHER

SCHOOL:







  LEVEL:



HOME ADDRESS: _____________________________________________________________________

HOME PHONE__________________________________________CELL:_________________________
PERSON TO CONTACT IN CASE OF EMERGENCY: _______________________________________

RELATIONSHIP: ____________________________________________PHONE:___________________

SCHOOL EMAIL:











 PERSONAL EMAIL:









​
PERTINENT MEDICAL HISTORY
DRUG OR FOOD ALLERGIES (Please list): ________________________________________________

_____________________________________________________________________________________


MEDICAL CONDITION AND ANY MEDICATIONS YOU MAY BE TAKING: ___________________


_____________________________________________________________________________________

_____________________________________________________________________________________

HAVE YOU HAD ANY OF THE FOLLOWING ILLNESSES?
CHICKENPOX:  YES  or  NO
MEASLES:  YES  or  NO

MUMPS:  YES  or  NO                      

ARE THE VACCINATIONS / TITERS LISTED BELOW UP TO DATE?
FLU VACCINE:                      YES  or  NO   IF YES, WHEN___________________________________

( Must have Flu Vaccine prior to starting clinical)

TDAP:
                
      YES  or  NO   IF YES, WHEN___________________________________
HEPATITIS B VACCINE:      YES  or  NO   IF YES, WHEN___________________________________

MEASLES TITER:                 YES  or  NO   IF YES, WHEN___________________________________

RUBELLA TITER:                 YES  or  NO   IF YES, WHEN___________________________________

TB SKIN TEST:                       YES  or  NO   IF YES, WHEN___________________________________

IF  POSITIVE, DATE OF RECENT CHEST XRAY:













