Medical History Record

Name:  _____________________________________
Date: ___________

Please list any physical illnesses, diseases or serious accidents you have had in your life, especially those that required hospitalization.

__________________________________________________
Age: ______

__________________________________________________
Age: ______

__________________________________________________
Age: ______

When did you last have a physical exam? ________________

How would you rate your present physical condition?   Excellent __ Good___ Fair ___ Poor ___

Check any of the following physical conditions that apply to you:

__  Thyroid Problems

__ Menstrual irregularities  (LMP ___________)

__  Diabetes Mellitus

__ Chest pains

__  High Blood Pressure

__ Ulcerative Colitis

__  Headaches


__  Stomach Ulcers 

__  Asthma





List any allergies, drug sensitivities, physical handicaps or seizure activities you may have:

__________________________________________________________________

__________________________________________________________________

Are you presently taking any medication?         Yes____ (list below)    No _____

	Name of Medication
	Dosage
	Frequency
	Reason (taken for)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Physician’s Name: ______________________________________________________

Address/Phone:  ________________________________________________________

I understand as a student participating in the Mentor Home Program it is my responsibility to complete the above information accurately and honestly and to keep my mentor(s) advised of any new medications or medication changes.  This is for my own health protection.

Student signature and date: ____________________________________________

