Medical Form B - Medical History

                           BLAIR ACADEMY
BLAIRSTOWN YPRIVATE 
, NJ  07825

To be completed by NEW STUDENTS and PARENTS and reviewed by your physician.  Must be returned to the Blair Academy Health Center by July 15th.

Full Name _______________________________________________  AGE _______  DOB  _______________  SEX  _______

PERSONAL HISTORY - Please complete in full.  Comment on all positive answers in the space provided.

	HAVE YOU EVER HAD:
	YES
	NO
	HAVE YOU EVER HAD:
	YES
	NO

	1. Mumps
	
	
	24. Eye, Ear, Nose, Throat problems
	
	

	2. Measles
	
	
	25. Attention Deficit Disorder
	
	

	3. Chicken Pox
	
	
	26. Thyroid/ Hormone Problems
	
	

	4. German Measles (Rubella_
	
	
	27. Anorexia/ Bulimia- recent weight change
	
	

	5. Malaria
	
	
	28. cancer/ tumor
	
	

	6. Tuberculosis
	
	
	29. Intestinal/ Digestive problems- GERD?
	
	

	7. Sinusitis
	
	
	30. Jaundice/Hepatitis
	
	

	8. Bronchitis/ Pneumonia
	
	
	31. Kidney Disease/ Bladder infections
	
	

	9. Asthma/ Wheezing/ Persistent Cough
	
	
	32. Fractures/Sprains/Arthritis
	
	

	10. Heart Disease/ Rheumatic Fever
	
	
	33. Disorders of Muscles, Bones or Joints
	
	

	11. Chest pain/ shortness of breath
	
	
	34. Depression or other Emotional/ Behavioral Disorders
	
	

	12. Heart murmur
	
	
	35. Severe headaches or migraines
	
	

	13. High or low blood pressure
	
	
	36. Seizures
	
	

	14. Elevated cholesterol level
	
	
	37. Allergic reactions to medication
	
	

	15. Racing or skipped heart beats
	
	
	38. Diabetes
	
	

	16. Dental Problems/ orthodontics
	
	
	39. Insomnia
	
	

	17. Sexual Activity
	
	
	40. Tonsillectomy
	
	

	18. Birth control method
	
	
	41.  Appendectomy
	
	

	19. Tobacco use
	
	
	42.  Anemia/ blood disorders
	
	

	20. Alcohol or other drug use
	
	
	43. Sickle Cell Anemia
	
	

	21. Skin problems/ Severe Acne or Eczema
	
	
	44. Nose Bleeds
	
	

	22. Cold sores/ herpes/ impetigo, MRSA, ringworm
	
	
	45. Lyme Disease
	
	

	23. Any family member (under age 50) with a heart condition? 
a)   With Marfan Syndrome?  
b)   Died before age 50 because of  a heart condition?
	
	
	46.Concussion or Head injury (including “bell rung”)
a)  Memory loss?

b)  Knocked out?

c)  A seizure?

d)  Severe or frequent headaches?

e)  Blurred vision?  Sensitivity to light or noise?

*Explain all “yes” answers below & include dates*
	
	

	 24..  **Serious Reactions to Insect Bites or Food**
a)  Check type of reaction:   
 □ Rash
  □    Difficulty breathing/ other anaphylactic reactions

b) Take any medications/ Epi Pen for allergy symptoms?  List below:


	
	
	47. Received counseling for psychological reasons

a)  If yes, please provide a brief explanation with name and phone numbers of counselor/ therapist.

If a student has received counseling for emotional or psychological reasons, this information may be shared on a “need to know” basis, with certain members of the faculty and our consulting psychologist.  This will enable the school to better serve and help safeguard the welfare of your child.
	
	


	*(#46)  If yes, please exlain  and provide dates of each concussion.

	

	


Additional Comments:
	

	

	

	

	

	

	

	


	PRIVATE 
MEDICATIONS & DOSAGE _____________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

Allergies to Medication: _________________________________________

_____________________________________________________________

Other Allergies:_________________________________________________
	Hospitalizations ________________________________________________

(date & reason) ________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

Significant Illness ______________________________________________

(date & diagnosis) ______________________________________________

_____________________________________________________________                                         


Family History - To be completed by parent or guardian.

Are Parents Separated?  Yes ___  No ___


Father's first name  ________________________________________

                    Divorced?   Yes ___  No ___








Mother's first name  _______________________________________








(and last if remarried)

Who has custody:  ________________________________________

	PRIVATE 

	AGE
	STATE OF HEALTH
	OCCUPATION
	

	Father
	
	
	
	

	Mother
	
	
	
	

	Brothers:
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Sisters:
	
	
	
	

	
	
	
	
	

	
	
	
	
	


If students become ill at school, they are to report to the Health Center. When illnesses keep them away from school, students (boarders or day) are expected to report to the Health Center upon returning to campus. Doctor's instructions regarding medication and limits on activities must be in writing.
DENTAL AND EYE EXAMINATION are left to the discretion of parents or guardian. If your son/daughter expects to participate in a contact sport (such as hockey, lacrosse, football, etc.) he/she should have a mouth guard. NOTE: Please schedule routine dental care before school or during vacations.  If the student wears glasses, they should be shatterproof and he/she should have a second pair. If the student wears contact lenses, they need a pair of glasses as a back up. Attach eyeglass prescription to form.

The Health Center will make every reasonable effort to ensure that students take prescribed medications according to doctor's orders. However, if a student proves to be unwilling or unable to meet the school's and/or doctor's expectations in this regard, the school cannot be responsible for the student's well-being and reserves the right to require the student to withdraw from school for medical reasons.

The Blair Academy Health Center believes in the promotion of good health and well-being. Please relay any information you believe is significant to your child's health. Please feel free to contact us at anytime at (908) 362-6121, ext. 5625.

I agree to notify Blair Academy Health Center of any conditions arising while my child is not in school. 
We certify that the information provided on this form is accurate and up-to-date.








   _________________________________________                                 _______________________________






Signature of Student   
                        
                                           Date

                                               __________________________________________                                _______________________________

                                                                Signature of Parent/Guardian
                        
                              
      Date




Students are not allowed to keep medications in their rooms.  They MUST be kept at the Health Center and dispensed according to written and signed order of physician








