
 
 

Student Health History 
 

All information recorded will be held in the strictest confidence.  Only authorized personnel will have access to this information.  Please be sure to include a 

copy of your health  insurance card (front and back; no handwritten copies please) or a signed Health  Insurance Waiver Form with  this  form.    Include  the 

student’s name and ID number on all documents. Please be advised that by signing this form you understand the University is not financially responsible for 

any injury, accident, or illness the student incurs.  All co‐pays, deductibles, charges, and expenses are the sole responsibility of the student, including but not 

limited  to,  all  charges  not  covered  by  the  student’s  insurance.  Athletes  are  required  to  have  current  health  insurance  in  order  to  participate  in  athletic 

practices and events. 

 

Emergency Authorization: We give permission  to authorized personnel selected by SVU, on our behalf,  to secure  treatment  for and/or  to hospitalize  the 

student  (“emergency  medical  treatment”)  in  the  event  of  an  emergency.    This  includes,  on  the  recommendation  of  a  physician,  any  injections  and/or 

anesthesia, and/or surgery.  We give permission for the emergency contacts listed to be notified regarding the emergency, as well as the treatment arranged.  

We agree to be responsible for all costs associated with any such medical treatment, and authorize SVU personnel to approve such medical treatment on our 

behalf.  This form may be duplicated and given to authorized personnel.  Your signature below indicates that the information that you have given is accurate 

and complete. 
 
Full Name (Print) _________________________________________________________________________________________________________________________________________________________________ 
  First  Middle  Last 

Student ID # ___________________________  Cell Phone ____________________________________________  Date of Birth _________________________________________________________ 

E‐mail _________________________________________________________________________________________________  Gender:   male   female 

Do you intend to participate in athletics?   Yes   No  If yes, what sport(s)? ______________________________________________________________________________ 

____________________________________________________________________________________________  ___________________________________ 
Student Signature    Date 
 
____________________________________________________________________________________________  ___________________________________ 
Parent/Guardian/Spouse Signature (If student is unable to sign)  Date 
 

 

Emergency Contact (Required): 

Name ______________________________________________________________________________________________________________  Relationship _____________________________________________ 

Home Phone _________________________________________   Work Phone __________________________________________    Cell Phone  _______________________________________________ 

Address ____________________________________________________________________________________________________________________________________________________________________________ 

E‐mail ______________________________________________________________________________________________________________________________________________________________________________ 

 

Current Health Information: 

Height __________________________  Weight __________________________  Date of last tetanus immunization _______________________________________________ 

Do you: 

wear contact lenses?..............................   Yes   No 

smoke? .........................................................   Yes   No 

consume alcoholic beverages? ..........   Yes   No 

 



Student ID # __________________ 
 

Updated Oct. 2008 

List all medications that you are currently taking, along with dosage and purpose.  If necessary, continue on the back of this form. 

______________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________ 

 

List and thoroughly explain any physical limitations 

______________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________ 

 

List and explain any medical conditions that exist among your family members 

______________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________ 

 

If you have had any of the following medical conditions, please indicate and include a detailed explanation.  If necessary, continue on the back of this form. 

  Allergic Reactions?  Asthma?  Cancer? 

  Serious Injury?  Diabetes ?  Hearing Problem? 

  Eating Disorder?  Epilepsy?  Hormonal Problem? 

  Mental Health Problem?  Heart Problem?  Eye Problems? 

  Learning disability?  Liver Disease?  Menstrual Disorders? 

  Stomach or Bowel problem?  Kidney Disease?  Surgical Procedures? 

  Bleeding Disorder?  Thyroid Disease?  Other? 

 

______________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________ 

 

Please list any other information that may be pertinent to the student’s health while attending SVU 

______________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________ 

 
 

Please note that Southern Virginia University requires a copy of your complete immunization records. Please include the student name and ID # on all records. 
The immunization records can be returned with this form. 

 
Please return forms to: 

Southern Virginia University 
Office of Admissions 

One University Hill Drive 
Buena Vista, VA 24416 

Fax: 540.261.8559 


