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Dalat International School Residence Life Program
Annual Boarding Student Health Form
STUDENT NAME:       
DATE OF BIRTH:  FORMDROPDOWN 
  Day  Year GRADE:  FORMDROPDOWN 

1. Is your child presently under a physician’s care for any reason?  FORMDROPDOWN 

    If yes, explain:      
2. Has your child had any INJURY or SURGERY? Please check appropriate boxes and explain:

 FORMCHECKBOX 
 Head (concussion)  FORMCHECKBOX 
 Wrist  FORMCHECKBOX 
 Foot  FORMCHECKBOX 
 Lungs  FORMCHECKBOX 
 Eyes  FORMCHECKBOX 
 Hands  FORMCHECKBOX 
 Toes  FORMCHECKBOX 
 Shoulders  FORMCHECKBOX 
 Ears  FORMCHECKBOX 
 Fingers  FORMCHECKBOX 
 Spine  FORMCHECKBOX 
 Dislocations  FORMCHECKBOX 
 Nose  FORMCHECKBOX 
 Leg  FORMCHECKBOX 
 Neck  FORMCHECKBOX 
 Muscle strains  FORMCHECKBOX 
 Throat  FORMCHECKBOX 
  Hip  FORMCHECKBOX 
 Back 
 FORMCHECKBOX 
 Ligament strains  FORMCHECKBOX 
 Teeth  FORMCHECKBOX 
 Knee  FORMCHECKBOX 
 Arms  FORMCHECKBOX 
 Hernia  FORMCHECKBOX 
 Jaw  FORMCHECKBOX 
 Ankle  FORMCHECKBOX 
 Chest  FORMCHECKBOX 
 Ostomyeletis
Explain
3. Does your child have any history of the following CONDITIONS (check appropriate boxes).

 FORMCHECKBOX 
 Diabetes  FORMCHECKBOX 
 Blood in Urine  FORMCHECKBOX 
 Nervousness  FORMCHECKBOX 
 Rheumatic Fever  FORMCHECKBOX 
 Bladder Problems  FORMCHECKBOX 
 Kidney Problems 
 FORMCHECKBOX 
 Asthma  FORMCHECKBOX 
 Genitalia Problems  FORMCHECKBOX 
 High Blood Pressure  FORMCHECKBOX 
 Hay fever  FORMCHECKBOX 
 Tuberculosis 
 FORMCHECKBOX 
 Persistent Nose Bleeds  FORMCHECKBOX 
 Epilepsy (seizures)  FORMCHECKBOX 
 Fainting Spells  FORMCHECKBOX 
 Heart Problems  FORMCHECKBOX 
 Arthritis 
 FORMCHECKBOX 
 Persistent Cough  FORMCHECKBOX 
  Stomach (ulcer, etc.)  FORMCHECKBOX 
 Anemia  FORMCHECKBOX 
 Dizziness  FORMCHECKBOX 
 Consistent Cramping  FORMCHECKBOX 
 Hepatitis 
 FORMCHECKBOX 
 Ringing in Ears  FORMCHECKBOX 
 Migraine Headaches
4. Is your child currently taking any kind of medication?  FORMDROPDOWN 
 

   If yes, please explain
    Instructions for medication
5. Has your child taken any medication for emotional/behavioral problems such as Ritalin for ADD/ADHD, Prozac for depression, Xanax for anxiety, etc.?  FORMDROPDOWN 
  
    If yes, explain circumstances
6. Does your child have a history of emotional/behavioral problems?  FORMDROPDOWN 

    If yes, please explain
7. List childhood diseases (e.g. chicken pox)      
8. Is your child allergic to any food or medication?  FORMDROPDOWN 

    If yes, name food/medication and explain reaction
9. Is your child allergic to bee stings?  FORMDROPDOWN 
 

   If yes, explain reaction
10. Does your child have any problem that limits his/her participation in athletics?  FORMDROPDOWN 

      If yes, explain
11. Does your child have a hearing problem?  FORMDROPDOWN 
 If yes, does he/she wear a hearing aid?  FORMDROPDOWN 

12. Does your child have trouble seeing?  FORMDROPDOWN 
 If yes, does your child wear glasses or contacts?  FORMDROPDOWN 

13. Blood type (if known)      
