
 
HEALTH  SERVICES | STUDENT  HEALTH  RECORD 

 
Name:  __________________________________________________  Sex: _____  Age: _____  Date of Birth: _____________ 
         Last  First  Middle 
Home Address: ________________________________________________________________  Telephone: _______________ 

   Street   City  State Zip Code 
Family Physician: ______________________________________________________________  Telephone: _______________ 

 
Address:  ______________________________________________________________________________________________ 

   Street   City  State          Zip Code 
Person to be Notified in case of Emergency: _______________________________________   Relationship: _____________ 

 
Address:  _____________________________________________________________________  Telephone: _______________ 

   Street   City  State Zip Code 
Medical Insurance (Company Name & Policy #): _______________________________________________________________ 
 
FAMILY HISTORY 
Has any member of your family (including grandparents) had the following?  (Circle) 
Allergies  Asthma  Cancer  Convulsions  Diabetes  Epilepsy   
Heart Disease  High Blood Pressure  Tuberculosis   Other_______________________________ 

 
PERSONAL HISTORY 
What medical conditions have required care in the past five years? _________________________________________________ 
Have you been involved in personal counseling in the past five years?   Yes __________     No __________ 
What medications are you taking regularly? ___________________________________________________________________ 
DRUG  ALLERGY: _____________________________________________________________________________________ 
Hospitalizations (Date & Reason) ____________________________________________________________________________ 
What operations have you had? (give year) ____________________________________________________________________ 
Have you had any injuries? (give year) ________________________________________________________________________ 

 
Circle any of the following illnesses you have had: 
Acne Asthma  Bone/Joint Pain  Bronchitis Chickenpox Ear Infections    
Hay Fever Hepatitis Hernia   Hives  Infectious Mono Kidney/Bladder Disease 
Malaria Measles  Pneumonia  Rheumatic Fever Scarlet Fever Thyroid Disease   
Tonsillitis Ulcers  Sexually Transmitted Disease  Other _____________________________________ 

 
IMMUNIZATIONS   Date of Vaccination 
Hepatitis B    1st Dose ________________ 2nd Dose ________________ 3rd Dose ________________   
Measles-Mumps-Rubella           1st Dose ________________ 2nd Dose ________________  
Tetanus-Diphtheria (within 10 years)               ________________________________________ 
Meningococcal Vaccination (Recommended)      _________________________________________ 
 

PERMISSION FOR TREATMENT (For Students Under the Age of 18): 
We, the undersigned, Parent/ Legal Guardian of ___________________________________ Date of Birth_________________  
a minor, do hereby consent to any x-ray, examination, anesthetic, medical or surgical diagnosis or treatment, and hospital service 
that may be rendered to said minor under the instructions of La Sierra University Student Health Service health care providers, 
whether such diagnosis or treatment is rendered at Student Health Service, Physician’s Office, or at a Hospital licensed by the 
State of California.  This consent is given in advance to encourage the staff of Student Health Service to exercise their best 
judgment so as to provide prompt medical service to said minor. 
Date: ________________________________    Signature: ______________________________________________________ 
        (Parent/ Legal Guardian) 
Please  MAIL  or  FAX  the  completed  form  to : 
LA  SIERRA  UNIVERSITY,  STUDENT  HEALTH  SERVICE,  4500  Riverwalk Parkway,  Riverside,  CA  92515    
Telephone:  (951) 785-2200             FAX:  (951) 785-2263 



 
HEALTH  SERVICES | STUDENT  HEALTH  RECORD 

 
 
PATIENT’S  NAME:  ____________________________________________________________________ 

     Last    First   Middle 
 

PHYSICAL  EXAMINATION                       
 

PRE-PHYSICAL 
Height: __________ Weight: __________ 
B.P.: ________ T: ________ P: ________ 
Vision:        R __________ L __________ 

   (Corrected)  R __________ L __________ 
 
LABORATORY TESTS 
Hemoglobin:            __________________ 
Urinalysis:  Glucose __________________ 
                   Protein  __________________ 
                   pH        __________________ 
 
TUBERCULIN SKIN TEST (Mantoux) 
Date Given: ________________________ 
Date Read:   ________________________ 
Result:         ____________ mm in duration 
 
CHEST X-RAY (if PPD positive) 
Date:    ____________________________ 
Result:  ____________________________ 
 

COMMENTS  AND  RECOMMENDATIONS: 
 

___________________________________________________ 
 

___________________________________________________ 
 

___________________________________________________ 
 

Date of Examination: __________________________________ 
 

Signature: ___________________________________________ 
   (Physician) 

PRINT  NAME: ______________________________________     Telephone:_______________________ 
   (Physician) 

Address: _______________________________________________________________________________ 
  Street     City  State  Zip Code 

  
   

Normal Abnormal Not 
Examined 

Skin    
      Head      

Eyes    
Ears    
Nose    
Mouth and Throat    
Neck    
Chest    
Breasts    
Lungs    
Heart    
Abdomen    
Back    
Extremities    
Neurological    
Anus (Optional)    
Genitalia (Optional)    


