


4. ABDOMEN ¥

N ¥.

A, Ulcer of the stomach

B. Diarrhea, chronic or recurrent _

. Jaundice

. Tumor, growth, cysi, caancer
. Hernia (rupture)

. Frequent or painful urination

. Kidney stones or blood in urine

C
D
E
F. Hemorroids (piles) or recial |bleeding
G
H
I
J

. Sugar or albumin in urine

. Abdominal pain

K. Appendectomy

L. Bladder infection

M. Prostate trouble

N. Other

5. BONE AND JOINT

. Neck (nerve, bones, disc)

. Backache

. Back (nerves, bones, disc)

. Worn neck\back brace or support

. Shoulder dislocation

Elbow sprain, disloc, fx

. Wrist, Hand, Finger injury

. Hip andMor groin

"Trick knece®, loose, locked,...

Knee ligament sprain - loose

. Kne cariilage - click, lock

. Tendonitis of knee

. Kncecap sublux, grinding

. Chronic, repetitive shin splints

onNnw>

. Frequent, severe sprained ankles

Foot, Toe, Arch injurics

Other bonc/joint disability\ckcfurmity
|

. Muscle strain - *pulls”™ (loc,sev,reoccur)

Vericose veins

Paralysis (including poliomyelitis)

. Advised surgery for any of the above

. Surgery completed (type,date,status)

. Have pin, screw, plate (loc, status)

L

s 2 < LR » OVOZINPrR-mIOMMDODOW >

. Wear specialized protective equip - type

K.

6. NERVOUS SYSTEM

. Convulsions or Epilepsy

Difficully in going to slecp

Excessive mood swings

. Psychiatric treatment

Difficulty in couccnlraling

Loss of memory or amnesia

Illness duc in part to nervousness

e Ld LI W

Excessive sleepiness i

A
B
C.
D

CHRONIC DISEASES

Diabetes

Recurrent boils

Recent\sudden gain or loss of weight

Chronic skin disease

Rheumatic fever

SR B o3

Other

E.

A
B. Infeclious mononucleosus
C. Malaria

D.

E. Rubclla

F. Measles

G. Other

9.

. Thyroid
. Dilantin

A

B

C

D.
: E. Digitalis
— F.

G. Liver

H. Iron

I

J

K

L

. Asthma medication -type

. Other

. Had all required “shots” as 'a child
. Have mecasles prolection -current
. Last tclanus booster dale
. Other

. High blood pressure, heart disease
. Nervous brcakdown i
. Kidney troubles [

. Epilepsy |
. Tuberculosis(or other chronic lung

TOoOmMmoOw>»

J. Ulcer (stomach or duodenum)

12.

INFECTIOUS DISEASES y

Infectious hepatitis

Vencrial discasc

DO YOU TAKE ANY MEDICATION
SUCH AS:

Insulin

Phenobarbital

Allergy injections

Penicillin

Tranquilizers

10. PREVENTATIVE IMMUNIZATION

. HAS ANY BLOOD RELAT]VE
HAD THE FOLLOWING

Apoplexy(stroke)

Asthma, Hives, Eczema or Hay fever

Migraine hcadaches |

disease)

Cancer

Other

ADDITIONAL MEDICAL HISTORY

. Had any serious illness or iﬂju.ry

not listed previously |

. Been hospitalized in the past 3 years

|

Allergic to any medication -list

. Allergy to inscct bite, sting, food, substance

L

Require any special medicatinn/procedure

I certify to.the best of my knowledge the

information on this form is complete and
accurate.

X

Signature

Date




Santa Barbara City College  Sport M/F

Verification of Other Insurance

LMy Name: LocalAddress
City, Zip
Social Securiy ~ Phone
Lmployer. Work Phone
Address City. £ip
Insurance Namc Policy 7, Group 7,
Insurance Address Insurance Phoncs,

Yes_ T am covered by my own policy

I, Spouse’s Name Address,
City Zip
Social Securily #
Spouse’s Employer: Work Phoner
Address: City. £ip,
Insurance Name; Policy+ Group#
Insurance Address. Insurance Phone~

Yes__ | am covered by this Policy  No___l am not covered by this Policy

iil. kather's Name: Address:
City. State Zip
Social Security # Home Phones,
Father's Employer: Work Phoner
Address: City. Zip.
Insurance Name: Policyr, Groupr
[nsurance Address: Insurance Phonces

Yes___Iam covered by this Policy  No___I am not covered by this Policy

IV. Mother’s Name: llome Address:
City, State, Zip
Social Security # llome Phone~
Mother’s Lmployer: Work Phone#
Address: City. /ip
Insurance Name: Policy# Group#
Insurance Address: Insurance Phone #

Yes___ Tam covered by this Policy  No___I am not covered by this Policy

V. 1 hereby certify thal the [oregoing answers I have designated W lhe slaled queslions are rue,
complete and correct W the best ol my knowledge.

Signature Date



This sheet will be placed in your team medical kit. Please fill it out
completely
Address needs to be local!

If you have no insurance write SBCC in the insurance blank and
nothing in the policy holders blank.

SANTA BARBARA CITY COLLEGE

EMERGENCY INFORMATION CARD
NAME: SS# SPORTM/W_____
ADDRESS:(LOCAL) CITY. 7IP
BIRTHDATE HOME# ROOMMATES
EMERGENCY NOTIFICATION
NAME: RELATION. PHONE#( )
NAME: RELATION PHONE#( )
MEDICAL INSURANCE COMPANY.
POLICY HOLDER NAME: POLICY #
POLICY HOLDERS SS# GROUP #
INSURANCE COMPANY PHONE#

LIST OF MEDICAITON YOU’RE TAKING CURRENTLY.
LIST ANY SPECIAL MEDICAL NEEDS OR PROBLEMS
LIST OF MEDICATION /ENVIRONMENT ALLERGIES

STUDENT SIGNATURE DATE




