
 
Health History and Treatment Consent 

 
Date    Student I.D. #      Date of Birth    
 
Last Name _____________________________ First Name _______________________ Middle Initial _____ Sex:  M_____ F _____ 
 
Marital Status: S___M___ Other ___________  Class currently entering:  FR___SOPH____JR____SR____GRAD____CRED____ 
 
Local Address               
  Street     City   State  Zip 
 
Telephone   Home _________________ Cell ___________________ Business __________________ Best Contact Choice_________ 
 
Home Address               
  Street     City   State  Zip 
 
Emergency Contact     Telephone    Relationship   
                
Medical History Summary 

1. Do you have any current or chronic medical problems for which you see or have seen a physician on a regular basis?  
Specify, including name and phone number of physician:          
                

2. Have you ever been admitted overnight in a hospital?  Did you have an operation?  If so, specify reason for admission, date 
and type of surgeries, if any, performed:            
                

3. Are there any other medical problems the physician should know?        

4. Have you had any problems for which you required the services of a mental health provider? Yes  No  
5. Have you ever been a victim of emotional or sexual abuse?     Yes  No  
6. Have you ever been a victim of rape or sexual assault?     Yes  No  

                
Medications 

1. Are you currently using any medications, including oral contraceptives, vitamins, supplements, or herbs?  If so please list:  
                

2. Please list any medications you have used in the past on a long-term basis:       

3. Do you have any allergies/reactions to medications/drugs?         
                

Family Health History:  Please list any significant health problems, such as allergies, asthma, attention deficit disorder, bleeding 
disorder, cancer (type), diabetes, heart attack, high blood pressure, high cholesterol, seizures, sickle cell, stroke, thyroid, tuberculosis, 
anxiety, bipolar disorder, depression, eating disorder, suicide, drug or alcohol problems, or other health problems. 
 
Relationship    Health Problems (please print)   Age and/or Cause of Death 
Mother                
Father                
Sister(s)                
Brother(s)               
Maternal Grandparents              
Paternal Grandparents              
                
Health Habits: 
  Current   Past  Never  
Tobacco        
Alcohol        
How often do you exercise? >5 days/wk  2-4 days/wk  <2 days/wk   
                
 
                
Name of Person Completing Form   Relationship to Student   Signature of Person Completing Form 



Have you ever had or been treated for any of the following? 
Please write “Y” for yes and leave “blank” for no. 
                

MEDICAL HEALTH HISTORY 
Scarlet Fever 
 

 Sinusitis  Tumor, growth, cyst, cancer  Females Only:  

Measles (rubeola)  Eye Trouble  Hemorrhoids  Been treated for a female 
disorder 

 

German Measles 
(rubella) 

 Ear, nose, throat trouble  Kidney stone or blood in urine  Had severe cramps  

Mumps  Frequent or severe headaches  Diagnosis of albumin or sugar 
in urine 

 Other menstrual problems  

Chicken Pox 
 

 Dizziness or fainting spells  STI-Syphilis, gonorrhea, etc.  Date of last period  

Malaria  Retinal detachment  Arthritis, rheumatism or 
bursitis 

 Date of last Pap Smear  

Tuberculosis  Hearing loss  Bone, joint or other deformity  If sexually active, type of birth 
control 

 

Mononucleosis 
 

 Chronic or frequent colds  Recurrent back pain  Pill  

Surgery:  
 

 Severe tooth or gum trouble  “Trick” or locked knee?  IUD  

     Appendectomy 
 

 Hay fever  Neuritis  Barrier  

     Tonsillectomy 
 

 Skin disease  Paralysis (including partial)  Other  

     Hernia Repair 
 

 Thyroid trouble  Epilepsy or seizures  Are you pregnant now?  

     Other: 
 

 Asthma  High cholesterol  # of pregnancies  

Allergy to:   
 

 Shortness of breath  Jaundice or hepatitis  # of miscarriages  

     Drugs 
 

 Pain or pressure in chest  Frequent indigestion  # of abortions  

     Pollens/Foods 
 

 Chronic cough  Depression  # of live births  

     Insect bites 
 

 Heart trouble  Excessive worry or panic 
attacks 

 Briefly describe any items you 
answered YES. 
 
 
 
 
 
 
 
 
 
 
 
 

Do you use regularly: 
 

 Rapid or irregular heartbeat  Excessive dieting and/or 
excessive exercise 

 

     Prescription Rx? 
 

 Ankle swelling  Frequent trouble sleeping  

     Over the Counter  
      Rx? 

 Varicose veins  Other psychological or 
emotional disorders 

 

     Other drugs  High or low blood pressure 
 

 Emotional, verbal or physical 
abuse 

 

Periods of 
unconsciousness 

 Gall bladder trouble or stones  Sexual abuse  

Loss of memory or 
amnesia 

 Recurrent constipation or 
diarrhea 

 Drug, tobacco or alcohol abuse  

 
In the event of an emergency 911 will be called and we will notify your emergency contact. 

 
In case of illness and/or injury, permission is granted to treat the above named student at Student Health & 
Counseling Services, Cal State San Marcos and to make the necessary referrals to outside Physicians and 
Facilities if necessary. 
 
 
              
Student’s Signature           Date 
 
              
Parent’s Signature (if student is a minor)         Date   04/08 


