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Kauai Bible College
Health Form (Kauai Bible College on-campus and off-campus credit students or interns only)
All students attending classes at Kauai Bible College are required to have valid medical insurance. Please send in a copy of your insurance card.

HEALTH INSURANCE INFORMATION:

________________________________________________________________________

COMPANY NAME                                                         NAME OF INSURED/PRIMARY SUBSCRIBER

______________________________________________________________________________________

POLICY NUMBER                                    CONTACT PHONE #                                    DATES VALID
PHYSICIAN INFORMATION:

______________________________________________________________________________________

PRIMARY PHYSICIAN                                                            PHONE #

GENERAL:

	HAVE YOU HAD ANY MAJOR ILLNESSES (I.E. ANYTHING REQUIRING SURGERY OR HOSPITALIZATION)?   
	□ YES
	□ NO

	ARE YOU CURRENTLY TAKING MEDICATION/UNDER A PHYSICIANS CARE FOR  PHYSICAL ISSUES?            
	□ YES
	□ NO

	HAVE YOU BEEN OR ARE YOU PRESENTLY UNDER  PSYCHIATRIC OR PSYCHOLOGICAL CARE?
	□ YES
	□ NO

	ARE YOU CURRENTLY TAKING ANY PSYCHIATRIC MEDICATION?


	□ YES
	□ NO

	DO YOU HAVE ANY BEHAVIORAL DISORDERS (ADD, ADHD, ASPERGER’S, AUTISM, ETC.)?
	□ YES
	□ NO

	HAVE YOU BEEN HOSPITALIZED OR ADMITTED TO A TREATMENT FACILITYOR
	□ YES
	□ NO

	REHAB CENTER FOR ANY REASON?

	□ YES
	□ NO

	
HAVE YOU EVER DEALT WITH OR ARE YOU PRESENTLY DEALING WITH AN EATING DISORDER,

OR ANY OTHER SELF DESTRUCTIVE BEHAVIOR?




	□ YES
	□ NO

	DO YOU REQUIRE A SPECIAL DIET (E.G. VEGETARIAN, GLUTEN-FREE, ETC.)?

	□ YES
	□ NO


IF YOU ANSWERED “YES” TO ANY OF THE ABOVE QUESTIONS, PLEASE EXPLAIN AND INCLUDE DATES, TREATMENT,MEDICATION, PRESCRIBING PHYSICIAN AND HIS/HER PHONE NUMBER, AND ANY OTHER PERTINENT INFORMATION:

_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
	PLEASE INDICATE ANY KNOWN MEDICAL CONDITIONS AND EXPLAIN ON THE LINES PROVIDED BELOW:
□ ALLERGY-BEE STING             
	□  CANCER/LEUKEMIA                        
	□  EPILEPSY/SEIZURES             
	□ PARTIALLY SIGHTED

	□ ALLERGY-FOOD                 
	□ CEREBRAL PALSY                            
	□ GLASSES/CONTACTS                 
	□ PHYSICAL HANDICAP                          

	□ ALLERGY-MEDICATIONS
	□ COLOR BLINDNESS                          
	□ HEARING AID USED            
	□ SPEECH PROBLEMS

	□ ASTHMA                               
	□ COMMUNICABLE DISEASE             
	□ HEARING LOSS                   
	□ LEARNING DISORDER

	□ BLOOD DISORDER            
	□  DIABETES                                           
	□  HEART PROBLEMS                    
	□ OTHER                                  


⁯
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
HAVE YOU ATTACHED A COPY OF YOUR MEDICAL INSURANCE CARD?
 ⁯  □ YES   ⁯ □ NO

ALL INFORMATION IS TRUE AND COMPLETE TO THE BEST OF MY KNOWLEDGE


SIGNATURE: ____________________________________________       DATE: _____________________
Page 2 of 2

