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GRACE CHRISTIAN UNIVERSITY HEALTH SERVICES

HEALTH HISTORY

1011 Aldon SW, Grand Rapids, MI  49509     PHONE (616) 538-2330     FAX (616) 538-0599

INSTRUCTIONS: Please complete this questionnaire completely and accurately.  A physician’s physical and dental exam is not required, but recommended. As with all medical information, the confidentiality of your records will be maintained. These forms will only be available to Grace Christian University officials in the event medical care is needed.  





Sex:   M     F   




LAST NAME (print)

FIRST NAME
MIDDLE

Circle
DATE OF BIRTH





S  M  D  W  




HOME ADDRESS


Circle marital status  



CITY

STATE/ZIP

SOCIAL SECURITY #

EMERGENCY CONTACT

NAME

RELATIONSHIP

HOME PHONE

ADDRESS



WORK PHONE

CITY

STATE/ZIP

Please complete Insurance Information

Name of Insurance Company: 



Policy Number: 



If HMO, list primary care physician: 



Phone Number: 



Please sign Statement of Authorization

I authorize any official at Grace Christian University to obtain emergency medical services, immunizations and referrals for me as deemed necessary by licensed medical personnel.

Signature of student 
  Date 



Signature of parent or guardian
  Date 



 (if student is under age 18)


HEALTH HISTORY: This section is to be completed by student. Please be accurate and complete.
Mark below those health concerns you have or have ever had.


    Anxiety

 Arthritis

   Asthma

 Bee Sting Allergy

 Blackouts

 Blind

 Cancer

 Cerebral Palsy

 Depression

 Diabetes

 Eating disorder

 Emotional/Mental Illness

 Wear Contact Lenses

 Wear Glasses

 Hearing Loss

 Heart Murmur

 Heart Disease

 Heart Problem


 Hepatitis

 Hypertension (high blood Pressure)

 Kidney Stones

 Migraine Headaches

 Headaches (recurrent)

 Multiple Sclerosis

 Phlebitis

 Rheumatic Fever

 Seizure Disorders (epilepsy)

 Sudden Death in Family

 Suicide Attempt

 Teeth (wear braces/splints)

 Thyroid Disorder

 Tuberculosis

Height 


Weight 


Please check if you regularly:

 Exercise

 Eat three meals a day

 Sleep 6-8 hours a night

Allergies to Medications?

Other Allergies?

Hospitalizations for illness?

Surgeries?

Medications taken regularly?

Other health problems?

Please sign Activity Statement 

I hereby state that I AM CAPABLE of safely participating in vigorous physical activity offered through physical education, intramural, and intercollegiate athletics, unless otherwise noted in this health history.

Signature of student 
 Date 


Signature of parent or guardian
 Date 


 (if student is under age 18)
yearly signature 

I have reviewed the above information and testify that the above information is accurate on date of signature. 

YEAR 1 -- Signature of student 
 Date 


YEAR 2 -- Signature of student 
 Date 


YEAR 3 -- Signature of student 
 Date 


YEAR 4 -- Signature of student 
 Date 


YEAR 5 -- Signature of student 
 Date 
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