
YELLOWSTONE BAPTIST COLLEGE 
 

STUDENT HEALTH RECORD 
            
 

 Both sides of this form must be completely filled out and returned to the Admission Office. 
 

TRANSFER STUDENTS: A transcript of your health record from your former college will be accepted. 
 

 
Social Security #__________________ Date of Birth_____/_____/_____ Sex: ____  Male          ____  Female 
 
Date of Planned Enrollment at YBC:     Fall 20____      January Term 20____         Spring 20____       Summer 20____  
 
Name____________________________________________________________________________________________ 
         Last     First     Middle 
Home 
Address__________________________________________________________________________________________ 
         Street                        City      State   Zip 
MEDICAL HISTORY 
History of Diseases (please check and give approximate age) 
(  ) Rheumatic Fever (  ) Scarlet Fever (  ) Mononucleosis (  ) Measles  (  ) Typhoid 
(  ) Epilepsy  (  ) German Measles (  ) Malaria  (  ) Hepatitis  (  ) Mumps 
(  ) Smallpox  (  ) Gastric Ulcer (  ) Chicken Pox  (  ) Asthma  (  ) Arthritis 
(  ) Whooping Cough (  ) Diabetes  (  ) Tonsillitis  (  ) Tuberculosis  (  ) Sinusitis 
(  ) Pneumonia  (  ) Diphtheria  (  ) Bronchitis  (  ) Poliomyelitis 
 
HISTORY OF OPERATIONS AND INJURIES 
Specify operations, giving nature and dates:______________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
PERSONAL HISTORY 
Do you have a physical restriction?    Yes   No 
If yes, explain:___________________________________________________________ 
 
Have you ever been under treatment for a mental or emotional illness or depression?    Yes        No 
If yes, explain:  ______________________________________________________________________________ 
 
Have you ever been treated for drug or alcohol abuse?    Yes    No 
 
Type of treatment for above condition(s):________________________________________________________________ 
 
List of medication that you are presently taking:___________________________________________________________ 
 
List of any known drug allergies:_______________________________________________________________________ 
 
Has any blood relative had the following diseases?  State relationship to you. 
(  ) Tuberculosis      (  ) Asthma        (  ) Heart Disease      (  ) Diabetes          (  ) Hemophilia   
 
Have you ever had the following? 
(  ) Fainting or dizziness  (  ) Persistent cough (  ) Convulsions 
(  ) Frequent/severe headaches (  ) Back trouble  (  ) Hay fever  
(  ) Swollen or painful joints (  ) Stomach/intestinal trouble 
 
I certify that the above history is complete to the best of my knowledge. 
 
Signature of Applicant:____________________________________________________ Date: _______________  

(over) 



 
 
IMMUNIZATIONS (Please provide ALL of the following information AND attach a copy of your immunization 
record.) 
 
(1). Tetanus-Diphtheria (Td required within 10 years): 
 
 Date of initial series____________  Booster date____________ 
 
(2). Polio: Date of initial series__________  Booster date____________ 
 
(3). Tuberculin skin test (required within past year): 
 Date____________ Results:    ____ positive    ____ negative 
 
According to Montana State law, all students entering postsecondary schools who were born 
after December 31, 1956, need proof of immunity from Measles and Rubella.  Only a copy of a 
signed official record (such as a school immunization record) or a statement signed by your 
physician will be accepted.  Yellowstone Baptist College requires students to present proof of 2 
MMR shots in the form of a statement from a medical doctor, health clinic, or school immunization 
record. Please indicate the date of each MMR below and attach official proof.  
 
EXEMPTIONS: 1) Born before December 31, 1956       -or-    2) Non-degree seeking students taking 6 or 
fewer credits   3) Medical exemption (doctor signed)   -or-    4) Religious exemption (written objection) 
 
 MMR 1 _____________________   MMR 2______________________ 
 
AUTHORIZATION FOR MEDICAL TREATMENT 
Permission is hereby granted to any duly licensed physician to perform emergency treatment and to refer the student to 
another duly licensed physician, surgeon or dentist for necessary treatment when indicated. 
 
X_______________________________________________________________________________________________ 
Signature of Parent or Guardian if applicant is a minor  Date  Signature of Applicant 
 
EMERGENCY NOTIFICATION DATA: Parent, Guardian or next of kin  
  
Name____________________________________________________________________________________________ 
 
Address______________________________________________________Telephone(    )________________________ 
 
Note: YBC does not carry health and accident insurance on YBC students. You are urged to carry health and 
accident insurance. 
Insurance 
Plan_______________________________________________________________________________________ 
 
Agreement Number________________________________________    Group Number___________________________ 
 
Insurance company phone number to confirm coverage in case of emergency admission:__________________________ 
 
APPLICANT, PRIOR TO REGISTRATION, PLEASE RETURN COMPLETED FORM TO:  
 
    Office of Admission   406-656-9950   Fax:  406-656-3737 
    Yellowstone Baptist College 800-487-9950 
    1515 S. Shiloh Road   E-mail: ybc@yellowstonebaptist.edu 
    Billings, MT 59106   Website:  www.yellowstonebaptist.edu 
          
          

“Christian Leadership Excellence” 


