MOUNT ST. MARY’S UNIVERSITY
REPORT OF HEALTH HISTORY

LAST NAME (Please Print) FIRST NAME MIDDLE NICKNAME
(

MAILING ADDRESS (Number & Street) CITY/TOWN ST. ZIP HOME TELEPHONE NO.

Social Security #: D.O.B.: oMale o©Female

lama: o Freshman o Seminarian o Transfer o Graduate

ARE YOU PLANNING TO RESIDE IN CAMPUS HOUSING? o Yes o No (
YOUR CELL PHONE NUMBER

You must answer each question:

1. Have you ever had an allergic reaction to, or been told NOT to take certain medications? o Yes o No
If you answered “yes”, please list all medications you are allergic to:

2. Do you have allergies to environment (i.e., hay fever), foods, insect stings, etc.? oYes o No
If you answered “yes”, please list all allergies:

3. Please list any medical condition for which you are presently being treated:

Condition Treatment (including medication & dosages)

4. Please list any surgeries or hospitalizations you have had:

Reason Date

5. Please list any medications you are now taking that have not been listed in Question #3 (including over the counter drugs, medications for
depression, anxiety, bipolar disorder, birth control pills, allergy serum, etc.

Name of Medication Dosage How Often?

6. Have you received treatment or counseling for depression, anxiety, bipolar disorder, eating disorders, ADD or ADHD?
oYes o No o Inthepast o |am currently receiving treatment (please provide contact name & phone on line below):

7. Have you received treatment or counseling for alcohol or drug abuse? o Yes o No



. FAMILY HISTORY

Family Member

Age

Occupation

Living

State of Health

Deceased

Cause of Death

Father:

Mother:

B/S:

B/S:

B/S:

. Have any of your immediate family (i.e., parents, grandparents, aunts, uncles, cousins) ever had any of the following?

Yes Relationship Yes Relationship
Alcohol/drug addition Bleeding disorder
Anemia Cancer
Asthma Diabetes

Heart attack < age 50

Seizure disorders

Heart disease

Stomach disease

High blood pressure

Stroke

Kidney disease

Suicide (or attempt)

Heart attack < age 50

Thyroid disease

Mental illness/depression

Tuberculosis

Other

10. Do YOU have a present or past history of the following? (Explain ALL “yes” answers)

Yes No Yes No Yes No
Alcoholism Do you smoke? Low blood pressure
Anemia Ear trouble/hearing loss Marfan’s syndrome
Anxiety Epilepsy Mitral valve prolapse
Avrthritis Gallbladder trouble Pacemaker
Asthma Glasses/Contacts Pneumonia
Bleeding (abnormal) Hay Fever Rheumatic Fever
Cancer & Impaired Immunity Head injury/unconsciousness Scarlet Fever
Chicken Pox Headache, often severe Sexually transmitted diseases
Cholestrol problems Heart disease/heart murmurs Shortness of breath
Colitis Hepatitis/Jaundice Sickle Cell disease/trait
Concussions HIV Skin trouble
Convulsions/seizures Hernia/rupture Suicide attempt
Cyst (type) High blood pressure Thyroid disorder
Cystic Fibrosis Intestinal problems Ulcer, stomach or other
Cancer & Impaired Immunity Irritable bowel Urine, albumin in
Depression Joint disease/injury/pain Urine, sugar in
Diabetes Kidney disease/trouble Weakness/paralysis
Leukemia
Yes No Yes No
FEMALES ONLY: MALES ONLY:
Irregular periods (missed) Testicular lump
Severe cramps Scrotal lump

Do you do breast self-exams?

Breast changes

Abnormal Pap Smear

Regular testicular self-exams?

Yearly OB/GYN exams?

Cystic breast/breast changes

Explain “yes” answers here:




