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LON MORRIS
COLLEGE





HEALTH APPLICATION (To be completed by applicant)
LMC requires a complete medical history on all students.  This information is confidential and will be used only as an aid in providing necessary health care for you

Name ____________________________________________________________  SS # ________________

Sex _________________________Date of Birth__________________________Age__________________

Home Address __________________________________________Telephone_______________________

Name of Father/Guardian__________________________________________________________________

Address _______________________________________________________________________________

Home phone ____________________________________Work phone______________________________

Name of Mother/Guardian_________________________________________________________________

Home phone________________________________Work Phone__________________________________

Name of Insurance Company with whom you have Medical Insurance:___________________________
Policy # ________________________________________Group #________________________________

In case of emergency, contact:____________________________________Relationship________________

Home phone___________________________Work phone___________________________ext__________

Dr. Name _____________________________Address__________________________________________

Dr. Phone number________________________________________________________________________

Personal Medical History:

	Have you had?
	yes
	no
	Have you had?
	yes
	no
	Have you had?
	yes
	no

	Scarlet Fever
	
	
	Dizziness/Fainting
	
	
	Insomnia
	
	

	Measles
	
	
	Weakness/Paralysis
	
	
	Headaches
	
	

	German Measles
	
	
	Hay Fever/Asthma
	
	
	Seizures
	
	

	Mumps
	
	
	Allergies:
	
	
	Back Problems
	
	

	Chicken Pox
	
	
	Penicillin
	
	
	Stomach Prob.
	
	

	Malaria
	
	
	Sulfonamides
	
	
	Hernia
	
	

	Tuberculosis
	
	
	Serum
	
	
	Eating Disorder
	
	

	Hepatitis
	
	
	Foods (explain)
	
	
	Physical Handicap
	
	

	Speech Impairment
	
	
	Inhalants
	
	
	Under Dr. Care
	
	

	Visual Impairment
	
	
	Other
	
	
	Surgery (explain)
	
	

	Hearing Impairment
	
	
	Disease/Injury Joints
	
	
	Diabetes
	
	

	
	
	
	
	
	
	
	
	


Comments: (Please use comment section for any "yes" response.)

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I hereby certify that the above history is complete to the best of my knowledge and I give Lon Morris permission to contact my doctor for a summary of my medical history.

Applicant Signature:______________________________________________Date____________________

Please Print Your Name Here:______________________________________________________________

SIGNATURE OF INSURANCE POLICY HOLDER:______________________________________________

**Each student enrolled at Lon Morris College must provide proof of Health Insurance.   If you do not have health insurance Lon Morris can recommend a company offering student medical insurance.  
**Proof or purchase of insurance coverage must be done prior to the beginning of classes.**

Complete and return this document to: THE OFFICE OF ADMISSIONS, 800 College Ave., Jacksonville, TX 75766
800 College Avenue ∙ Jacksonville, TX 75766

903.589.4005 ∙ Fax: 903.589.4006

www.BeABearcat.com
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