
HEALTH HISTORY QUESTIONNAIRE  
Name: Last                       First  MI                                
 

Pre-college program attending: 
 

Address:  Street                                          City                   State          Zip Date of Birth                               Sex                  Height            Weight  
       /        /                              F    M          ______          ______ 

 
Parent/Guardian:__________________________________Relationship:________________ 
 
Home Phone:  (_____) ______-_________  Work Phone:  (_____)  _______-___________ 
 
Address (if different from above):_______________________________________________ 
 
Cell Phone: (_____) ________ - _____________ 

 
 

YES           NO 
 

          
          
          
          

Does participant have allergic reactions to: 
 

IDENTIFY 
Penicillin 
Other Antibiotics____________________ 
Other Medicines (type)_________________ 
Insect Bites/Stings_____________________ 

In case of emergency (injury or illness), if you are unable to be contacted: 
Name: ________________________  Relationship:_____________ Phone: _____________ 
 
Name of  Physician: ______________________________________ Phone:______________ 
 
Name of Insurance Co: ____________________________Policy # ____________________ 
Name of person on insurance card: _____________________________________________ 

 
Are you taking any medication regularly?     YES     NO 
If yes, identify 

 
Has participant had or presently experiencing: 
 
YES     NO                                             YES    NO 

         Allergies                                  High Blood Pressure 
 

         Asthma                                   Joint Injury/Surgery 
 

         Bleeding Disorder                       Kidney Disease      
 

         Cancer                                    Menstrual Difficulties 
 

         Colitis                                      Mental/Emotional  
 

         Diabetes                                  Neck/Back Pain/Injury 
 

         Epilepsy/Seizures                        Rheumatic Fever     
 

         Heart Disease                            Tuberculosis        
 

         Hernia                                     Ulcer                
 
Other: ________________________________________________________ 

Immunization Record: 
*MMR (measles, mumps, rubella) 
     Dose 1 – Immunization at 12 months             _____/____/_____ 
     Dose 2                                                        _____/____/_____ 
*Tetanus-Diphtheria 
     Year of initial series                                      _____/____/_____ 
     Year of last tetanus booster                          _____/____/_____ 
 
Have you ever had major surgery or been hospitalized?     YES     NO 
Please explain any significant operations, accidents or illnesses, and last medical 
attention and reason: 
_________________________________________________________________ 
 
_________________________________________________________________ 
 
Does the participant have any physical condition(s) requiring special 
considerations?     YES     NO 
Explain:___________________________________________________________ 
__________________________________________________________________ 
__________________________________________________________________ 

EMERGENCY CONSENT: In case of medical emergency, I understand that every effort will be made to contact me. If I can’t be reached, I authorize the  
Office of Multicultural Affairs staff at UW-Eau Claire to obtain whatever emergency treatment and/or care necessary for the health and well-being of the student.  
__________________________________________            _____________________________________            _________________________________  
Signature of parent/guardian                                                   Relationship                                                                   Date 



 
PARENTAL CONSENT and PHOTOGRAPH RELEASE 

Office of Multicultural Affairs Pre-college Programs 
 
 
PARENTAL CONSENT 
I agree that the University of Wisconsin-Eau Claire and/or the UW-Eau Claire staff and/or employees shall not be held responsible for any personal injury, loss of, or 
damage to, property, however caused, and agree to release UW-Eau Claire, UW-Eau Claire staff and/or employees from all claims of damages which may arise as a 
result of any such personal injury or loss suffered during the course of the students participation in the pre-college program. All risks attendant to observing and/or 
participation in the pre-college program are assumed by the student and parent(s) and/or guardian(s). This assumption and release are acknowledged by the 
signatures below.   
 
The University of Wisconsin-Eau Claire and/or the Office of Multicultural Affairs staff reserves the right to terminate the stay of any student, without refund and without 
formal hearing, when it is deemed by the University and program staff and employees. The University and the Office of Multicultural Affairs staff reserve the right to 
establish and determine the standards of conduct of participants engaged in the program and to require compliance with these standards as a condition of continued 
participation. 
 
 
              
     Signature of parent/guardian    Relationship   Date 
 
 
PHOTOGRAPH RELEASE 
I understand that the University may take photographs of pre-college participants and activities. I agree that the University of Wisconsin-Eau Claire shall be the owner 
of and may use such photographs relating to the promotion of future pre-college programs. I relinquish all rights that I may claim in relation to use of these photographs. 

 
Page 2 of 2 

 
              
     Signature of parent/guardian     Relationship   Date 
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