
School Address____________________________________________________________________ 
 
 _________________________________________________________________________________ 
  City     State    Zip 

 
 Bill me at this address ____  -or-  Bill my parents at my home address above____ 
 
Parents Name______________________________________________________________________ 

 

 

 

 

 

 

STUDENT INFORMATION 

 
     If your address, telephone number or email address should change, be sure to supply us with this  
 Information. 

Thank You 

 

 Home 

 Cell Phone_______________________ 



Vitals: 

Height ______ft ______in 

Weight________lbs 

Blood Pressure: Rt ___ Lt___ 

_____/_____   Pulse:______ 

Do you have any medication allergies? 

   No known medication allergies 

   Yes. What? _____________________________________________ 

 

Are you current taking any medications?                

   Not currently prescribed any medications     

   Yes.   What? ___________________  Dose:_______  Form:_______  How Often:___________ 

               What? ___________________  Dose:_______  Form:_______  How Often:___________ 

               What? ___________________  Dose:_______  Form:_______  How Often:___________ 

               What? ___________________  Dose:_______  Form:_______  How Often:___________ 

                    What? ___________________  Dose:_______  Form:_______  How Often:___________ 

Smoking Status? 

     Current every day smoker  

     Current some day smoker 

     Former smoker 

     Never smoker 

 

 

 

Office Use Only: 

Rapid 

Rcopia 
Additional Patient Information               


