BETHEL UNITED METHODIST CHURCH

THE STUDENT MINISTRY
HEALTH FORM

(ALL INFORMATION IS KEPT CONFIDENTIAL AND PROTECTED)

NAME: ____________________________________________________________

MEDICAL INSURANCE INFORMATION

HEALTH INSURANCE CARRIER: ________________________________________________________________ 
ADDRESS OF CARRIER: ________________________________________________________________________
PHONE NUMBER OF CARRIER: ________________________ EFFECTIVE DATE OF COVERAGE: _________________
POLICY NUMBER: ______________________________________ GROUP NUMBER: _______________________________
PRIMARY INSURED’S SOCIAL SECURITY NUMBER: ________________________________________________
IS THIS AN HMO/PPO? _____YES   _____ NO

IF YES, NAME OF PRIMARY PHYSICIAN: __________________________________PHONE: ________________________

              (PLEASE PHOTOCOPY THE FRONT AND BACK OF HEALTH INSURANCE CARD AND ATTACH THE COPY TO THIS FORM.)

HEALTH HISTORY
ANY PRE-EXISTING OR PRESENT MEDICAL CONDITIONS: ____YES ____NO    (IF YES, PLEASE EXPLAIN.)                                                                                 

_____________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________________
ALLERGY & MEDICATION INFORMATION (CHECK ANY THAT APPLY/GIVE NORMAL COURSE OF TREATMENT)
_______INSECT STINGS AND/OR ASTHMA                 ______FOOD ALLERGIES                    ______MEDICATION ALLERGIES

_______________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________
PLEASE LIST ALL MEDICATIONS TAKEN ROUTINELY. (INCLUDING OVER-THE-COUNTER OR NON-PRESCRIPTION DRUGS)
MED# 1: ________________________________ DOSAGE: ______________________SPECIFIC TIMES TAKEN/DAY: ________________________________
REASON FOR TAKING: _______________________________________________________________________________________________________________

MED# 2: ________________________________ DOSAGE: ______________________SPECIFIC TIMES TAKEN/DAY: ________________________________
REASON FOR TAKING: _______________________________________________________________________________________________________________
MED# 3: ________________________________ DOSAGE: ______________________SPECIFIC TIMES TAKEN/DAY: ________________________________
REASON FOR TAKING: _______________________________________________________________________________________________________________

ANY SWIMMING RESTRICTIONS? _____YES _____NO    WHAT? _______________________________________________

ANY ACTIVITY RESTRICTIONS?    _____YES_____NO     WHAT? _______________________________________________

DATE OF LAST TETANUS SHOT: ____________________________

I GRANT PERMISSION TO GIVE THE FOLLOWING OTC MEDICATIONS TO THE ABOVE STUDENT:

TYLENOL/ADVIL____,        ANTACID___,        ADVIL COLD & SINUS___,       THROAT LOZENGE___,                 

DIAMODE (DIARRHEA) ___,              ORAJEL___,            MEDILYTE (DEHYDRATION) ___

DATE: ___________________ SIGNATURE OF PARENT/GUARDIAN: ___________________________________________

