
Michigan Career & Technical Institute

                               11611 West Pine Lake Road, Plainwell, Michigan 49080-9254

Phone (269) 664-9207 FAX (269) 664-9295

Health History Form

INSTRUCTIONS: Please complete both sides of this form and return prior to arrival on campus.

	Last Name, First, Middle (Print)

	Social Security Number                                     
	  Male             or Female  _________           



	Home Street Address


	Age                                                           


	  Birth Date

	Home City, State, Zip


	Home Telephone                                                      



	
	Cell Phone

	
	E-mail


IN CASE OF EMERGENCY CONTACT:
	Emergency Contact Person:  Last Name, First Name(Print)


	Relationship
	Telephone

	
	E-mail
	Cell Phone

	Home Street Address

	Business Street Address


	Home City, State, Zip


	Business City, State, Zip
	Business Telephone


	Personal Physician (Name)


	Address


	Phone



	Specialist’s Physician (Name)
	Address
	Phone

	Habits: 

Tobacco Usage
	Yes
	No
	Exercise 1/2 hour 3-5/week


	Yes
	No
	Height:

	Alcohol Usage
	
	
	Eats 3 meals/day
	
	
	Weight:

	Drug Usage
	
	
	Sleeps 6-8 hours/day
	
	
	BMI: 



	                                                                     INSURANCE INFORMATION
Students are urged to be sure of their insurance coverage and what types of benefits it affords.   Do you have a prescription card?  If yes, be sure to bring/carry card with numbers and other information.  

          Insurance Company Name                                                                         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 Service at Michigan Career and Technical Institute to administer medical and surgical services, including immunizations and allergy injections, and to perform 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.  Please sign below that you have read, understand and agree to the above information.  After signing this form, you have a right to review this consent and revoke treatment at anytime.  This will end your physical medicine treatment. 
                                 

	  Signed                                                                           Date                                               Signed by parent or guardian if student is under age 18


	Have you had?  (Check if they apply)

	
	YES
	NO
	
	YES
	NO
	
	YES
	NO

	Penicillin allergy
	
	
	High blood pressure
	
	
	Back problems
	
	

	Sulfa Drug allergy
	
	
	Pain pressure in chest
	
	
	Disease of a joint
	
	

	Other Drug allergies
	
	
	Heart problems
	
	
	Disease of a bone
	
	

	Latex allergy
	
	
	Heart murmur
	
	
	Dizziness, fainting
	
	

	Insect allergies
	
	
	Rheumatic fever
	
	
	Weakness or paralysis
	
	

	Food allergies
	
	
	Tumor or cancer
	
	
	Seizure disorder
	
	

	Environmental allergies
	
	
	Jaundice
	
	
	Frequent anxiety
	
	

	Hernia repair
	
	
	Stomach or bowel problems
	
	
	Frequent depression
	
	

	Other Surgeries
List below
	
	
	Frequent and painful urination
	
	
	Emotional or psychiatric

problems requiring counseling or hospitalization
	
	

	Appendectomy
	
	
	Protein or blood in urine
	
	
	Eating disorder
	
	

	Recurrent headaches
	
	
	Hepatitis
	
	
	Suicide attempt

	
	

	Diabetes
	
	
	Transplanted organs
	
	
	Substance abuse
	
	

	Shortness of breath
	
	
	Sexually transmitted diseases
	
	
	If female, please answer:
	
	

	Asthma
	
	
	Tuberculosis
	
	
	Irregular periods
	
	

	Ear problems
	
	
	Speech problems
	
	
	Severe Cramps
	
	

	Nose problems
	
	
	Bleeding disorder
	
	
	Birth control pills
	
	

	Throat problems
	
	
	Mononucleosis
	
	
	Breast disease
	
	


   What is your disability?  
  IT IS RECOMMENDED THAT A COPY OF IMMUNIZATION REORDS BE SUMBITTED.      
	MEDICINES YOU ARE TAKING:  List medicines, birth control pill, vitamins you are taking with or without a prescription:


___________________________________________________________________________________________________________



	PERTINENT INFORMATION:  Give any other information that might help Health Services in treating you to include allergies, dietary or necessary accommodations needs.

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________



	Last physical:______________  Last eye exam:______________  Last hearing exam:______________ Last dental exam:______________


	Review by:___________________________________________     Date:______________      ______________      ______________




  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 month supply for MCTI enrollment and one week supply for PERT Program enrollment.  Please arrange ahead of time to get your prescriptions filled when needed.    Failure to do so may result in your not being allowed to enroll here at M.C.T.I.  

NAME: ________________________________________________
Birthdate:______________________________________________

