SAINT MICHAEL’S COLLEGE

Student Health Services

School of International Studies
(BAvF RATIL K G BIE R = ALK H-L'A 7 (= - TFL o)

This health form must be returned prior to arrival at Saint Michael’s College

PLEASE TYPE OR PRINT (917° X(& 5 @1A g A )

Name Date of Birth / /
(A7) (##£A8) (H) @) &)
Home Address

(AEFfr)

Sex: NEBY) O Male (B) O Female i)

Citizenship: (& §) O USA (Px4) O Other (404t2)

B Do you have any handicap or disability? (45]9 544 F#E & /2G5S ) O Yes O No
If yes, explain: (3 ) (T
(e Y 4e]egdsro )

B Do you have or are you under treatment for any medical problems, including O Yes O No
heart disease? (1 VAR & LTSI OTRE AYHH 3\ 21 Y036 & Srondgsy) ($3) (7Iv)

If yes, explain:

(I Y 4e]eghe )

B Do you have any allergies? (f6]4"(= Tviv}'= R s¥$y ) 2 g 5 ) O Yes O No
If yes, explain: ($H3) (I
(e Yz fe]egho )

B Have you ever had surgery? (542\(= 345 % ¥tt= Se>BY)EFHv) O Yes O No
If yes, explain: (3 ) (T
(e Yz fojeghee )

B Have you ever been hospitalized? (/«)\az“(:éxjuz Ho1=CP NBRE LI O Yes O No
If yes, explain: Jelk HY)Fdh ) (3 ) (7T

(P Y 4e]egdnre )

B List all medications currently being taken with dosage, frequency ind condition:
(37 AEALIV3 ENF o —-@ARA 72 8. Jf»a% 2 ;%-‘ayazt FCALTTFE L)

MEDICINE (E¥:Fo%) DOSAGE (-® RER &) FREQUENCY %7) CONDITION (&%)

One Winooski Park, Colchester, Vermont 05439 ¢ 802.654.2234 ¢ fax 802.654.2699 ¢ www.smcvt.edu

(continued...




Immunization Record (Fp543480%24%)
FILL IN DATES OR CHECK APPROPRIATE BOXES.
DATES (84)

A. Measles (Rubeola) - Must have 2nd MMR injection since 1980

(@i 2 B (1980 HurPE 0 2 KB 4848 (< PR A%h)

Completed primary series of MMR immunizations / /

(10X P55 44 ) @ (@ (&)

Most recent booster (-~ % it o4% 4—; ) / /

R’ (@ (&)

If possible please attach a copy of any other immunization received especially tetanus, hepatitis, and tuberculosis.

(% e F B Co% s i a0~ KL, T T Vo)

Consent of parent/guardian for regular medical treatment an emergencies if you are less than 18 years old:
(918 XBE 1< |8 K A0 256 . B H3v K Reod0 5678 - 892 MHL 2 (F5UA o B4
KRG %%l 2 1F5H K F & IAFiz B E3EE EAIN FEECFRELT o)

I , pursuant to the authority vested in me as parent/guardian on

parent/guardian (F#d xz—z{%ﬁ%mfoﬁ‘i) dae (@) (B) (&)
do hereby authorize the Health Service of Saint Michael’s College to exercise for me and on my behalf; all rights and duties
(Ra@22E Ak UPL KE 0 ALA EREHTS, 500 3HAD LBLIRAABG PR E 440D 0L(=
with reference to appropriate medical, psychiatric, and surgical treatment, anesthetics, medicines and hospitalization, including

FiLEd. AARE: BR. (VR 547 ABF e X B g3 4. BERASENI L.

care and treatment by any hospital, staft surgeon, physician, or radiologist which they may deem necessary for the care of
32 Fdse VAPV AETE 1K) TR0 HEAPRGBEA AT AR P R oY
fet2G.

print student’s full name ('Eﬁ}’im %#l] ) parent/guardian’s signature (Elgﬂ. i 4%_;%“%%)

SAINT MICHAEL’S COLLEGE

Student Health Services
One Winooski Park, Box 259
Colchester, Vermont 05439
www.smcvt.edu




