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Student Health Disclosure Form 

 
 

Students, please provide information and background on your health so we can support you during the 

semester. Omissions, incorrect or inadequate information may affect your enrollment status. Attach 

additional pages, if necessary. 

 

Student Name:__________________________________ 

 

1. What is your swimming ability? 

฀ Non-swimmer 

฀ Recreational 

฀ Competitive 

฀ Hold current life-saving certificate 

2. Will you have any dental appliances on the semester? 

฀ No 

฀ Yes; what type of appliance:   

3. Will you have any corrective eyewear on the semester? 

฀ No 

฀ Yes; what type:    

     *Note glasses are required back-up for contact lenses 

4. Do you drink alcohol? 

฀ No 

฀ Yes; how many drinks per week?   

5. Do you smoke? 

฀ No 

฀ Yes; What do you smoke? How often?     

 

6. Describe your current fitness level giving examples of your weekly activity level in detail:  

               

                

 

7. Are you able to lift 50 lbs. regularly?  

฀ No 

฀ Yes 

 

8. Do you have any physical limitations we should be aware of? 

฀ No  

฀ Yes; Describe:           

 

9. Do you have exercise induced asthma/ athletic injuries/ or any other reasons we should be aware 

of to regulate your athletic activity? 

฀ No 

฀ Yes; Describe:           
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10. Issues or anxiety surrounding eating and/ or mealtimes? 

฀ No 

฀ Yes; Describe:           

             

 

11. Do you have a history of psychological disorder (e.g. depression, anxiety, eating disorders, etc.)? 

฀ No  

฀ Yes; Describe:           

 

12. Do you eat … (mark all that apply) 
฀ Chicken 

฀ Beef 

฀ Pork 

฀ Fish 

฀ Meat with bones (i.e. stews, soups) 

฀ No meat; I prefer:-

______________________ 

 

13. Describe your daily eating habits (3 main meals during the day, multiple small meals, lots of 

snacks, etc).             

              

               

 

14. Do you regularly take any medications including NSAIDs (Advil, Ibuprofen, Aleve, aspirin), Tylenol 

or homeopathic? 

฀ No 

฀ Yes; Describe:            

15. Do you have trouble sleeping? 

฀ No 

฀ Yes; what helps you fall asleep:         

             

16. Do you panic when you’re stressed? 

฀ No 

฀ Yes; what helps you deal with stress:        

             

17. Have you ever thought about hurting yourself?  

฀ No 

฀ Yes; Describe when/ why you feel this way:        

             

 


