
    physical Examination 		  To be completed by physician

Height:		  Weight:		  BP:				P    ulse:

Medications:

Eyes			   ❏ WNL		  Remarks:

ENT			   ❏ WNL		  Remarks:

Neck			   ❏ WNL		  Remarks:

Lungs			  ❏ WNL		  Remarks:

Heart			   ❏WNL		  Remarks:

Abdomen	 ❏ WNL		  Remarks:

Psychiatric	 ❏ WNL		  Remarks:

G.U.			   ❏ WNL		  Remarks:

Skin			   ❏ WNL		  Remarks:

Neuro			  ❏ WNL		  Remarks:

Musculoskeletal	 ❏ WNL		  Remarks:

Additional Remarks:

IMMUNIZATION

Polio			   ❏ Completed primary series of Polio immunizations		  Date of last booster:

Diphtheria	 ❏ Completed primary series of Diphtheria			   Date of last booster:

Tetanus		  ❏ Completed primary series of Tetanus			   Date of last booster:

MMR			   ❏ Two immuizations after 12 months of age

				    Date of dose 1:			   Date of dose 2:			   or Titer:

Mantoux	Test	 Date:		  required within 1 year	       ❏ reactive	 ❏ non-reactive   (if reactive, chest x-ray required.)

Hepatitis B Vaccine	 Date 1:			   Date 2:			   Date 3:

Meningococcal Vaccine	 Date:			   1 dose covers 3-5 years

Varicella	       ❏ Vaccinated 	 Date 1:		  Date 2:        	O R       		  ❏ was diagnosed with disease	 Date: 

Other

Is there a history of any psychological concerns that may affect the students performance in class and/or living situation? If so, how may the 
university help?

Is this student medically qualified to participate in our vigorous dance and musical theater programs? 	 ❏ Yes	 ❏ No	 ❏ N/A

After considering the history and physical examination, in your professional opinion, is this student able to meet the physical and emotional 
demands of college?

Physician's Signature:						T      elephone Number:

Address				  

Print Last Name:

Date Examination was completed:					     Fax Number:

PHYSICIAN'S STAMP:

    personal history  	 To be completed by student or guardian

EYE									         URINARY PROBLEMS

Corrective Lenses or Contacts	 ❏ Yes	 ❏ No			   Kidney Stones			   ❏ Yes	 ❏ No 	

Other Problems			   ❏ Yes	 ❏ No			   Urinary Tract Infections		  ❏ Yes	 ❏ No 

Remarks:								O       ther				    ❏ Yes	 ❏ No 

ent									         Remarks:

Ear Problem	 		  ❏ Yes	 ❏ No 			M   USCULOSKELETAL		  ❏ Yes	 ❏ No	

Nose					     ❏ Yes	 ❏ No 			   Back Problems			   ❏ Yes	 ❏ No	

Throat				    ❏ Yes	 ❏ No			   Disease or Injury of Joints		  ❏ Yes	 ❏ No	  

Remarks:								       Remarks:

HEART DISEASE							H       EMATOLOGICAL/ONCOLOGICAL	 ❏ Yes	 ❏ No 

High Blood Pressure		  ❏ Yes	 ❏ No 			   Remarks:

Palpitations			   ❏ Yes	 ❏ No 			N   EUROLOGICAL/PSYCHOLOGICAL	 ❏ Yes	 ❏ No

Heart Murmur			   ❏ Yes	 ❏ No 			   Remarks:

Remarks:								       GYNECOLOGICAL PROBLEMS	  

RESPIRATORY SYSTEMS						      Remarks:

Shortness of Breath		  ❏ Yes	 ❏ No			A   BDOMINAL PROBLEMS

Asthma				    ❏ Yes	 ❏ No 			   Remarks:				 

Bronchitis			   ❏ Yes	 ❏ No 

Other					    ❏ Yes	 ❏ No 			    

Remarks:								     

Please comment on all positive answers in the space provided (or on an additional sheet).

Have you ever been treated for:

Frequent or severe headaches	 ❏ Yes	 ❏ No			   Remarks:

Seizure or seizure disorder		  ❏ Yes	 ❏ No			   Remarks:

Skin disorder			   ❏ Yes	 ❏ No			   Remarks:

Tuberculosis			   ❏ Yes	 ❏ No			   Remarks:

Frequent respiratory infection	 ❏ Yes	 ❏ No			   Remarks:		

Stomach/intestinal problems	 ❏ Yes	 ❏ No			   Remarks:

Hepatitis				   ❏ Yes	 ❏ No			   Remarks:

Infectious Mononucleosis		  ❏ Yes	 ❏ No			   Remarks:

Anemia or blood disorders		  ❏ Yes	 ❏ No			   Remarks:	

Diabetes				   ❏ Yes	 ❏ No			   Remarks:

Anxiety or depression		  ❏ Yes	 ❏ No			   Remarks:

Are you taking any herbal, vitamin, or dietary supplements on a regular basis? (list)

Medications:

		

  FAMILY HISTORY

			A   ge 	S tate of Health			O   ccupation 			A   ge of Death	C ause of Death

Father

Mother

Number of Brothers:	  Number of Sisters:

Have either of your parents ever had: (check all that apply)

❏ Tuberculosis		  ❏ Kidney disease			   ❏ Diabetes

❏ Cancer (what types?)					     ❏ Heart disease/High blood pressure		 ❏ Other

	

❏ yes ❏ no

❏ yes ❏ no



Name (last) 		  (first) 			   (middle) 	

Social Security #			     	 ❏ Male 	      ❏ Female

Home Address

City	C ounty		S  tate	 Zip Code

Country (if other than U.S.)	T elephone (                ) 					   

Date of Birth 				  

Student cell phone:	S tudent e-mail address:

In an emergency notify:			   Relationship:

City 			S   tate 	 Zip Code

Home Telephone (                ) 	     	Business Telephone (               )	  

Allergy INFORMATION       Do you have any allergies? 	 ❏ Yes 	 ❏ No 	
If yes, please indicate below.

Medication ALLERGIES:

Food ALLERGIES:  

HEALTH INSURANCE INFORMATION

Name of Insurance Company:

Insurance Company Phone Number:							     

Subscriber's name: 								S        ubscribers Date of Birth:	

Subscribers Social Security #

ID #							       Group #				    Relationship to Subscriber:

   Failure to complete this form with complete and accurate information is considered a violation of the University's student code of conduct.

You have been accepted.
Information will not be used to influence your situation at the University. It will 
be used, if necessary, solely as an aid to provide necessary health care while you 
are a student. This information is strictly for the use of the Health Services Office 
and will not be released to anyone without your knowledge or consent.

	 Please print clearly

	Au thorization for the release of medical information

HF4/07

Please return to:
Health Services Office
The University of the Arts
320 South Broad Street
Philadelphia, PA  19102-9762

Telephone: 215-717-6230
Fax: 215-717-6237
www.uarts.edu 

Pennsylvania state law (specifically 35 p.S. Section 10101) requires any minor who is eighteen years of age or older, or has graduated from high 

school, or has married, or has been pregnant, may give effective consent to medical, dental and health services for himself or herself, and the 

consent of no other person shall be necessary.

I hereby consent to and authorize the health office to release information about my medical condition to my parents/legal guardians.

Purpose of the Disclosure:

The information may be released in order to keep my parents/legal guardians informed about my general health and medical attention.

I authorize disclosure to my parents/guardians of all information contained in my medical records. My authorization may be revoked at  

any time.

		  Signature:

		P  rinted Name:

		S  ocial Security Number:

		  Date:

320 South Broad Street
Philadelphia, PA 19102

215-717-6000
www.uarts.edu

320 South Broad Street, Philadelphia, PA 19102  •  215-717-6000  •  www.uarts.edu

Office of Health Services • 215-717-6230 					                         CONFIDENTIAL

Health Information Form 

Entrance Date:	

❏ Fall Semester 20 _____    ❏ Spring Semester 20 _____ 


