
 

Word of Life Bible Institute 
 

Dear Parent/Guardian/Student: 
 
We look forward to having you attend Word of Life Bible Institute in Florida or New York this year. 
Please take a moment and review the instructions. 
 

Instructions for Completing the Health Report and Physicians Certificate 
 

Page 1: -The Statement of Authorization allows staff at Word of Life health center to provide medical  
    treatment when you visit the health center. If you are not 18 years of age at the time you sign this  
    statement, your parent or legal guardian must sign the form for you to receive treatment. 
 

-Fill in your personal Information and alternate contact in case of emergency. 
 

-Fill in your student or family health insurance information. 
 
Page 2: -This Immunization section is to be completed by your physician or other health care  
    personnel, or you may attach copies of immunization records. 

Required for admission: Public Health Law requires students to show protection against measles, 
mumps and rubella. Students born prior to January 1, 1957 are exempt from vaccination. 
Exemptions regarding Measles, Mumps, and Rubella immunity. 
1. Medical contraindication: please attach a signed and dated statement from your physician that 

the vaccine(s) is contraindicated. 
2. Religious conviction: please attach a signed statement regarding your religious conviction about 

immunizations. 
Required for Admission: 
*Mantoux TB skin test to be completed within six months of registration 
*If test is positive a chest x-ray is required within six months, please include report. 
*Response form for the Meningitis and Hepatitis vaccination. 
(Highly recommend Meningococcal vaccine and current Tetanus/diphtheria.) 
 

Page 3: -Confidential Personal Health History Report. 
 

Sports physical examination by your physician IF you plan to try out and participate in any of   
     the organized sport teams (ie. men and women’s basketball; men and women’s soccer; 
     women’s volleyball). 

(Highly recommend all students to receive physical examination by their physician.) 
**Note: Health Center Nurses retain authority to require a Physical Examination of the student upon 
the nurse’s judgment of the student’s health status. 
 
If you have any questions concerning the above, please contact the Health Center at 727-856-7575 
for Florida, and 518-494-1423 for New York or contact by e-mail at: healthcenter@wol.org 
 
Thank you for your cooperation in this matter. 
 
Sincerely, 

 
Tom Goodrow, RN 
Director of Health Services. 



 1

Name (please print) ______________________________ 

To Parents and Guardians of Applicants under 18 and to Applicants 18 and over: 

In order to procure quickly any care including emergency care that may be necessary for students, it is 
requested that you sign the consent for treatment below. 

Be assured that we make every effort to notify parents at once in case of serious accidents or illnesses when 
these come to our attention, but since students often come from great distances, this may be slow or 
impossible even by phone. Your cooperation in this matter, therefore, is much appreciated.     

I, _______________________ (parent/guardian name, or applicant 18 years and older) do hereby 
authorize the Health Care Staff at Word of Life Fellowship, Inc., under the medical auspices and direction of 
a local physician, upon consultation with a practicing physician or surgeon to exercise for me and on my 
behalf, all rights and duties with reference to consenting to appropriate medical, psychiatric, dental and 
surgical treatment, anesthetics, medicines, and hospitalization, including care and treatment by any hospital, 
staff surgeon, physician, radiologist or dentist which they may deem necessary for the care of  
_________________________  student’s full name printed neatly) and to release any medical information 
deemed necessary to promote the welfare and health status of the aforementioned to the Health Center Staff. 

 
Signed ___________________________________________________   Date ___________________ 
 
 
                 HEALTH REPORT 
                                                                       Please print neatly or type all information 
 
 

        Date of birth ___/___/___ 
Name _______________________________________ Social Security ___/___/___ 
  last                               first                                                    middle 

Parent/Guardian/Spouse _________________________                            phone (home)  (__)____________ 
                                                                                                                      phone (home)  (__)____________ 
Address________________________________________________________________________________ 
                                                         street    city                 state                                                                          zip code 

Alternate contact in case of emergency 
 
Name ________________________________________________ phone ___________________________ 
 
Health Insurance Information – Please attach a copy of the front and back of the insurance card. 
 
Name of Company ______________________________________ Policy #  ___________________ 
         Group # ____________________ 
Address __________________________________________________________________________ 
 
Prescription Insurance Information – Please attach a copy at the front and back of your insurance card 
 
Name of Company ______________________________________ Policy # _____________________ 
         Group # _____________________ 

          Address ___________________________________________________________________________ 
 
Family History (list all familiar diseases, including diabetes, tuberculosis, mental illness, other) _________ 
______________________________________________________________________________________ 
 

Contact the Health 
Center at 518-494-1423 
with questions related to 

this Health Form 
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Please check the following that apply according to your health history.  Indicate at  what 
age this occurred and if it is a current problem. 
     Current 
Cardiopulmonary Yes Age Problem 
Asthma     � ____     �                       
Heart Disease   � ____     �              
Heart murmur      � ____     �            
High blood pressure  � ____     �      
Pneumonia   � ____     �                    
Other____________  � ____     � 
 

     Current 
Metabolic  Yes Age Problem 
Diabetes     � ____     �                
    Insulin dependent   � ____     �  
Thyroid problems  � ____     �  
Other___________    � ____     �  
 

      Current 
Musculoskeletal Yes Age Problem 
Arthritis     � ____     �                    
Back problems     � ____     �             
Fractures     � ____     �                   
Hernia      � ____     �                   
Polio     � ____     � 
Other__________  � ____     � 
 

     Current 
Gastrointestinal Yes Age Problem 
Irritable bowel   � ____     �            
Ulcer    � ____     �             
Appendicitis    � ____     �             
Other__________  � ____     � 

     Current 
Infectious disease Yes Age Problem 
Chicken pox   � ____     �                 
Measles    � ____     �                  
Rubella (German measles)  � ____     � 
Mumps    � ____     �                         
Meningitis   � ____     �                  
Mono    � ____     �                        
Malaria     � ____     �                   
Rheumatic fever   � ____     �     
Scarlet fever    � ____     �             
Tuberculosis   � ____     �      
Hepatitis   � ____     �                     
Whooping cough  � ____     �         
HIV  positive    � ____     �  
Other__________    � ____     � 
 

     Current 
Neuropsychiatric Yes Age Problem 
Depression   � ____     � 
Epilepsy   � ____     �   
Head injury   � ____     � 
Severe headache  � ____     � 
Mental disorder   � ____     � 
      Drug overdose  � ____     � 
      Suicidal acts  � ____     � 
Other____________  � ____     � 
 
Current Physical Limitations:  
                      

NAME: 

Confidential Personal  Health  History  Report 
Height___________________    Weight___________________ 
Explain any significant weight change in past 2 years 
 

Allergies-please specify to what and treatment as needed   
                 Medication 
                 Food/environmental     
 

Medications-please list any current medications and reason for each 
 
 
 

Recent serious injuries, illness, surgical procedures-please explain what and when 
 
                    
 

Psychiatric history-please explain any therapies by a counselor, psychiatrist, psychologist 
 
 
 

Illegal drug use-please explain when and what you used 
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Sports Physical Examination 

NAME: 

This portion is to be completed by a Medical Professional ~  not more than six months prior to entering school. 

                                                                                 
Age _____   Height________   Weight________   PULSE:  Resting________    
        Exercise________    

 

BP____/____   Resp.________    Vision:  L  20 / ______   R 20 / ______    
 
  N Abn      N Abn. 
Skin      Dental 
Eyes       
Mouth      Ortho 
Nose      Spine 
Neck      Upper Extrem. 
      Lower Extrem. 
Chest 
Breast      Strength & ROM 
Heart 
Pulses      Neurologic 
Lungs 
      Psychiatric: 
Abdomen 
Liver 
Spleen        Tanner Stage:   Notes:_________________ 
Genitalia       _____________________________ 
             Scoliosis:   _____________________________ 

ACTIVITY LEVEL SUMMARY 

1. Full Participation    Type of Sport _____________________ 
2. Limited Participation 
3. Needs Further Evaluation   Type of Sport _____________________ 
4. No Participation 

Classification of Sports 

  Strenuous    Moderately              Nonstrenuous 
Contact Limited Contact No contact Strenuous 
 
Football Basketball  Crew  Badminton  Archery 
Ice Hockey Field Hockey  Cross  Baseball (limited Bowling 
Lacrosse (boys) Lacrosse (girls)  Country     contact)  Riflery 
Rugby  Soccer   Fencing  Golf 
Wrestling Volleyball  Swimming Table Tennis 
  Gymnastics  Tennis  Curling 
  Skiing   Track and 
       Field 
     Water Polo 

 

Medical Professional Signature and Date: 
 
 

School Nurse Review: 
-Request for further evaluation sent 
-Results of further evaluation received 

Word of Life Bible Institute   Schroon Lake, NY 






