
SHORTWOOD TEACHERS' COLLEGE 

MEDICAL REPORT FORM 

STRICTLY CONFIDENTIAL 

(For students entering college, year 1) 

PERSONAL DATA 

STUDEN TS' NAME: ______________________________ _ 

DATE OF BIRTH: _____________ AGE:----------���----

ADDRESS: ----------------------'---'---,----------

TELEPHONE NUMBER: _____________________________ _ 

NAME OF PARENT/ GUARDIAN /NEXT OF KIN: _____________________ _ 

TELEPHONE NUMBER: _____________________________ _

TO THE PRINCIPAL 

This is to certify that on the 
- - - - - - -� - I examined. 

Miss/Mrs./Mr. 
------------------------------

Non -disclosure of health conditions could result in your being asked to withdraw from a 

program of study. 

MEDICAL 

Are you on any prescription drugs? _____ If yes, list them 1. ______ 2. 
_____ 3. ----,----:----4. ________ Do you smoke? _____ _

Past History: Measles: ____ Mumps: ____ Pneumonia: ___ Tonsillitis: __ _ 

Asthma: ___ Food/Medication allergies: ____________ Fever: __ _ 
Bronchitis: ___ Chicken Pox: __ Dengue ____ Sickle Cell Disease: ___ _ 

Rh fever: ____ Congenital defects: ____ Heart Disease: _____ _ 

Indigestion: ____ Ulcer: ___ Appendicitis: ____ G.E.R.D: ___ _ 

Polio: ___ Anxiety Attacks: Nervousness: ____ Nervous breakdown: __ _ 

Migraine Headache ____ Mental illness: ___ Epilepsy: ___ Others: ____ _ 

Family History: ___________________________ _ 

Skeletal: 

Deformity: 
----

Fractures: 
----

Joint Diseases: ____ Others: _____ _ 
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