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SALEM ACADEMY STUDENT HEALTH SERVICES
Salem Academy and College Health Center

Telephone:  (336) 721-2713   Fax: (336) 917-5763

Student Health Services Information Summary
Health Services are available when residence halls are open, and every effort is made to provide excellent health care.  In order that this may be carried out properly, we ask that this form be completed.  The office will undertake to maintain the confidentiality of records.  Information will not be revealed without permission of the student, except as appropriate to other physicians, or by court order.  All students must sign the authorization and consent below.  If the student is under the age of 18, the parents or guardians must also sign.

IMMUNIZATIONS ARE REQUIRED PRIOR TO REGISTRATION.

2010-2011 Salem Academy Returning Student Health Information Update

Name of Student:  ________________________________________Date________________

Health Care Insurance Information

Salem Academy does not provide accident or health insurance.

( ATTACH COPY OF BOTH SIDES OF HEALTH INSURANCE ID CARD (
Name of Insurance Company  ____________________________________________________

Address of Insurance Company  __________________________________________________

Name of Policy Holder  _________________________________________________________

Policy (Certificate) Number  ______________________________________________________

Group Number _______________________________________________________________

Name and Address of person to be billed for special procedures and medications:

Name _____________________________________________________________________

Address  ___________________________________________________________________

Authorization and Consent


I hereby agree that the attending physician, or whosoever the physician may designate, may undertake treatment including surgery and/or the administration of the necessary anesthesia in serious or major illness or injuries if the undersigned parent or guardian cannot be contacted.  I further hereby agree that the attending physician, or whosoever the physician may designate, may treat all minor injuries or illnesses without contacting me.  I also agree that the needed immunizations may be administered.  It is further understood and agreed that if I cannot be contacted, Salem Academy and College may authorize necessary treatments and that the Student Health Service of Salem Academy and College may release any medical information necessary to other physicians, insurance companies, and governmental agencies that may need such information.

Signature of Student __________________________________________________________

Signature of minor’s* parent or guardian  ___________________________________________

· In North Carolina a minor is a person under 18 years of age.  (
Returning Student Health Information Update 

Current Medical Information
Has there been any change in your health status in the last year? ________  If so, what? ________

Name and address of physician caring for this condition _________________________________

What illness(es) or operations have you had in the last 12 months? _________________________

Are you sensitive to medications or injections? ____________ What types? _________________

Are you presently under treatment by a physician or taking medication?   _____________________

Describe ___________________________________________________________________

_________________________________________________________________________________

Have you seen a physician or psychiatrist for emotional or nervous difficulties in the past 12 months?  

___________

If there has been a serious illness in your family during the last 12 months, describe _____________

Immunizations since last physical examination:
Tetanus Toxoid _________________  Polio __________________  Other __________________

                                           Date                                            Date                                                Date

            (These dates are very important in filling out your records.)

In what type of physical education can you participate?  Regular _________  Restricted _________

If there is any restriction, please explain _________________________________________________

_________________________________________________________________________________

__________________________________________________________________________

Note:  If your physical activity is restricted, you must attach a note from your physician which contains special instructions for supervision while you are at the Academy.  

Are you under any ongoing medical treatment? ___________________________________

If so, please enclose instructions for supervision while you are at the Academy.

Are you on any kind of diet? _________  If so, explain type and reason  _____________________

Parent Signature                                 Date                           Student Signature
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