PAA Student Medical Record




Parkview Adventist Academy









5505 College Avenue, Lacombe, AB  T4L 2E7

Name  _____________________________________________

Gender    ____ Male
____ Female

Home Address  ____________________________________________________________________________________




(Please give complete address)

_________________________________________________________________________________________________

Birthdate  _______________________

Grade     10
11      12      Upgrade



YY/MM/DD

Health Care #  _________________________
Province  _______________________

Dental Insurance  __________________________________
Dental Insurance #  ____________________________




        (Name of Company)

Extra Health Insurance ____________________________________
Policy # _______________________________




                       (Name of Company)

Out of Country Insurance __________________________________
Policy # _______________________________




                    (Name of Company)

Family Doctor  ___________________________________
Office Phone #  ________________________________

Family Dentist  ___________________________________
Office Phone #  ________________________________

In case of an emergency, whom should we contact?  

1) Name _________________________________________
Relationship to Student  _________________________

Home phone #  ____________________________________
Work phone # _________________________________

2) Name _________________________________________
Relationship to student  __________________________

Home phone # ____________________________________
Work phone #__________________________________

3) Name  ________________________________________
Relationship to student   _________________________

Home phone # ____________________________________
Work phone #_________________________________
Dorm students must have a physical examination.  Please have your physician complete the following:

I find _________________________________ to be in good physical health.  


            (Student name)
Date ______________________________
Physician’s Signature ________________________________________
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1.)   Do you have/or did you have any medical problems in the past year?  Please explain.  ________________________________________________________________________________________________
_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

2.)  List any medications you are on or have taken in the past year.  

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

3.)  Do you have any allergies? (medications, animals, foods, etc)  Please explain.
_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

4.)  Please attach a copy of your Immunization Records…….
A supplementary accident insurance policy is carried by the college that covers all of the students during their enrollment at PAA.  Please read the following paragraph and sign on the line.
“I/We, the undersigned, parent(s) of the above-named student, do hereby authorize any officer or member of the faculty of Parkview Adventist Academy as my/our agents in the case of sudden illness and/or stroke or injury to consent to any 

x-ray examination, anesthetic, medical or surgical diagnosis or treatment and hospital service which is deemed advisable by, and is to be rendered under the general or special supervision of a licensed physician, M.D., whether such diagnosis or treatment is rendered at the office of said physician or at the Academy.”

“Consent is hereby granted by the undersigned to the Parkview Adventist Academy to release all pertinent medical histories and physical findings to the aforementioned physician.”

Dated  ________________________________________
Student ______________________________________

Father/Guardian ________________________________
Witness ______________________________________

Mother/Guardian ________________________________
Witness ______________________________________
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