International Student

Preliminary Health Report

0 ESL Full-Year Program (3 Non-ESL Student 0 ESL Spring Program & ESL Summer Program

Solebury School, 5832 Phillips Mii Road, New Hops, PA 18838-8682 USA 215-862-5261 Fax: 215-862-3366 £-mail: admissions@soleburv.org

Name of Candidale

Addrass

Gity State Zin Country

Age Height Waight Prasent Grade

1. Are you presently under medical treatment? 0 Yes U No

If yes, please give reasons, and names, addresses, and phone numbers of doctors.

2. Ara there medications that you are taking, and/or will be taking during the school year? QYes O No
If yes, please fist and inciude dosages.

3. Has your school attendance ever bean intarrupted for a period of a weak or more dug to medical problems? QYes L No
if yes, please give reasons and approximate datas.

4. Are your physical activities restricted in any way? C1Yes (O No
If yes, please axplain.

5. *Have you recaived professional counseling from a psyehiatrist, psychologist or family doctor? dYes QNo
If ves, piease indicate inclusive dates of treatment, reason for treatment and give names, addressas, and phone numbers of doetors.

Reason for Treatment; Dates of Treatment:

MName of Doctor:

Address of Doctor:

pisass completa reversa side of form

[




8. *itis Solebury's intention o guard the health of our campus, and we therefore gsk if you have ever tried or used alcohol,
marijuana, or other Hlegal drugs? QOYes U No
if yes, give details.

* A histary of counseling or experfmentation with drugs may nol disgualify an applicant, but it will be made a part of the evaluation process. A frank answer fo thase
quastions will igip us in our undersianding of the applicant sheuld hefshe be admitied.

7. Mame, address, and phone number of your prasent doctor.

Hame

Addrass Ty Skatz 2ig Telephons

Telephona

8. Is thers any other pertinent information which would aid us in our svaluation process or in working with you?

Sate Signature of Sandivate

{ have read the above and certify that no information concerning the health of this siudent has been withheld or misrepresented. | authorize the Sehicol
to ebiain fusther medical history and reports or records from doctors or counselors fisted above should it be necessary. | acknowledge that inclusion of
falsa information on this form will reguire re-gvaluation of the student, and couid become grounds for dismissal vathout iuition refund.

Date Signature of Parent/Guardian

Thank you for your heip. Please return directly is:
Director of Admission, Solebury Sehool, 5832 Phitlips Mill Road, New Hope, PA 18538-9682 USA 215-862-5261 FAX: 215-862-3366




