
 

 
HEALTH INFORMATION FORM  

 
 
Name:______________________________________________________ 
 
Date of  Birth: ______________________  
 
 
Name of  Mother or Legal Guardian:  
 

__________________________________________________________ 
 
Home Phone: (          )_____________________ 
 
Work Phone: (           )_____________________  
                                    
Cell Phone: (          )______________________  
                                   
 
Name of  Father or Legal Guardian:  
 

__________________________________________________________ 
 
Home Phone: (          )______________________    
 
Work Phone: (          )_______________________  
                              
Cell Phone:  (          )________________________  
                                   
 
In case of  emergency— 

If  parent or guardian cannot be contacted—contact the following:  
 
1. Name: _______________________________________________ 
     
   Relation: _______________________________ 
  
   Home Phone: (          )______________    Work Phone: (          )______________ 

 
2. Name: _______________________________________________  
 
    Relation: _______________________________ 

 
         Home Phone: (          )______________    Work Phone: (          )______________ 
 
 
 
 
 
 
 
 
 

O L D  D O M I N I O N  U N I V E R S I T Y  R E C R E A T I O N A L  S P O R T S  
1 0 1 5  W .  4 7 T H  S T R E E T  

N O R F O L K ,  V I R G I N I A  2 3 5 2 9  



 – 2 – August 30, 2006  

 

Assessment of  Health  
To the best of  your knowledge, have you had or currently have problems with any of  the following? 

Please check yes or no.  If  "yes" please explain. 
      Condition                                                                                            Explain 
Allergies (seasonal, food, 
insects, drugs, latex)         

Yes   No  

Asthma or  
    Breathing Problems                 

Yes   No  

Dental Problems                          Yes   No  
 

Diabetes                                      Yes   No  
 

Head or Spinal Injury                   Yes   No  
 

Hearing Problems                        Yes   No  
 

Heart Problems                           Yes   No  
 

Hospitalizations  
(when, why)                      

Yes   No  

Muscular Problems                      Yes   No  
 

Surgery    Yes   No  
 

Vision Problems (Do you 
wear glasses/contact lenses?)  

Yes   No  
 

Cardiovascular Problems Yes   No  
 

Other:  
 

Yes   No  

 
List all prescription and over-the-counter medications you take regularly: 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 
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