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BHS Medical Department - Confidential Staff Health Form
To be returned to the Sick Bay
	Name (spelling as on passport):                                               
	Maiden name:
	 Gender: (M)  (F)

	Date of birth: 
	Nationality/ies: 
	Social security no:

	Father’s first name:  
	Father's last name: 

	Mother’s first name: 
	Mother's maiden name: 

	Your address: 

	Phone numbers:  

	Phone Private (not for publication): 
	BHS Phone Work:  
	BHS Phone Home: 

	1st Emergency contact (name & phone no.):                

	2nd Emergency contact (name & phone no):

	Private physician (name & phone no.): 

	Additional insurance (company name): 



1. Please give details of significant past sickness including COVID with dates:
______________________________________________________________________________________________
2. Please give details of significant past operations: ______________________________________________________________________________________________
3. Please provide your COVID vaccination dates: ____________________________________________________________________________________________
4. Is there any condition requiring regular treatment or check-ups with a doctor?  	 Yes [     ]	No [     ]
If yes, please clearly state the condition, any medication taken, and how this is to be given: ______________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________
5. Allergies (including drug allergies) - if any, please state: _______________________________________________
6.  Do you have any physical restrictions to quick movement, in case of evacuation?
______________________________________________________________________________________________
______________________________________________________________________________________________
7. Do you have any known or suspected hearing weakness? 	Yes [    ]		No [    ]
8. Do you have any problems with vision?                              	Yes [    ]                          No [    ] 
If yes, please state the weakness or problem: _________________________________________________________
9. I understand, that in an emergency, the school will take any medical action considered necessary. This form is sent directly to the school doctor and kept in the Sick Bay in full confidentiality.
Please inform the Medical Department as soon as any changes to the above information are known.
Any additional comments:_________________________________________________________________________ ______________________________________________________________________________________________



SIGNATURE: __________________________________________ DATE: _________________________________
BHS Medical Department
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