Instructions:  Complete this medical form with your information for your teacher.

Good Care Medical Clinic
MEDICAL REGISTRATION FORM

Today’s Date: ___/__  / ____   
Last Name: _____________________First Name: ________________Middle Initial: ___


Home Phone: (_____) _____-______    
Address: ___________________________________________________________  
City: ______________________   State: _______   Zip: __________________

Occupation:      
   Social Security No.: 555-44-5555
Date of Birth: ___/__  / ____         Sex:  FORMCHECKBOX 
M  FORMCHECKBOX 
F  Status:  FORMCHECKBOX 
Single  FORMCHECKBOX 
Married 
Height:       feet      inches     Weight:      lbs.  
Emergency Contact: Name _________________________Phone: (_____) _____-______    
Date of last physical examination: ___/__  / ____   
Reason for visit: ___________________________________________________________
How long have you had the problem? _________________________________________          
Circle yes or no. Your answers are for our records and are confidential. 

1. Are you in good health? ...............................  FORMCHECKBOX 
YES  FORMCHECKBOX 
NO
2. Do you exercise? ......................................  FORMCHECKBOX 
YES  FORMCHECKBOX 
NO
3. Do you smoke? .........................................  FORMCHECKBOX 
YES  FORMCHECKBOX 
NO
4. Are you taking any medicine? ..........................  FORMCHECKBOX 
YES  FORMCHECKBOX 
NO
5. Do you have allergies to any medicine? ................  FORMCHECKBOX 
YES  FORMCHECKBOX 
NO
     If yes, which medicine(s)?          
I certify that I have read and understand the above. I am responsible for 

any errors or omissions that I may have made while completing this form.
_________________________________

         Signature












