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OPERATION REBIRTH CHRISTIAN ACADEMY 
Medical History and Vital Information Sheet

Student’s Name ____________________________________ Birthday _______________

Parents’ Names ____________________________________ Phone _________________

Address ________________________________________________________________

Family Physician __________________________________________ Phone __________

Family Dentist ____________________________________________ Phone __________

Health Insurance __________________________________________________________

Weight _______________Height ______________ Date of Last Physical _____________

Date of Last Tetanus Booster ______________________

Does student have any known or family history of the following:

Birth defects _____ Allergies _____ Kidney Disease _____ High Blood Pressure _____ 

Diabetes _____ Heart Disease _____ Hernia _____ Bed Wetting _____ Asthma _____

Fainting Spells _____ Eye Problems _____ Wears Glasses _____ Hearing Problems ____

Psychological Disorders _____ Epilepsy or Seizures _____ Other __________________

Explain in detail any of the above that are checked _______________________________

______________________________________________________________________________

Is student currently taking any medication?  _____ If so, explain: 
______________________________________________________________________________
______________________________________________________________________________

Is there any other medical information that you think we should know? ______________________________________________________________________________
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