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To: 

Address: 
Assistant Registrar, 
Student Welfare, 
Swami Vipulananda Institute of Aesthetic Studies,  
Eastern University, Sri Lanka 
Kallady, Batticaloa. 
 
 



 
 

 

 

 
 

SWAMI VIPULANANDA INSTUTUTE OF AESTHETIC STUDIES, 
EASTERN UNIVERSITY, SRI LANKA 

STUDENTS HEALTH SERVICE - HEALTH HISTORY FORM 

This information is strictly for the use of University Health Service, and will not be released to anyone without 
your knowledge and consent. 
 
Part - I of the form should be completed by the student and Part - Il should be completed by a Doctor registered 
with the medical council of Sri Lanka and it should be signed and stamped. 
 
Part - I (To be filled by the student) 
 

Full Name :   ……………………………………………………………………………………………………….…… . 

Department :   ……………………………………………………………………………………………………….…….. . 

N.I.C. No. :   ……………………………………………………………………………………………………………… . 

Age  : ……………………      Sex  :  …………………………      Sri Lankan / Foreign : ………………….. 

(Sinhala/ Tamil/ Muslim/ Others) 

Religion : …………………………………………………………..      Civil Status :  (Single/ Married) 

Language Competence: (Sinhala/ Tamil/ English) :  ……………………………………………………………………. 

Occupation of Father :   ………………………………………………………………………………………………………. 

Last School Attended :   ………………………………………………………………………………………………………. 

Home Address  :   ………………………………………………………………………………………………………. 

District   :   ………………………………………………………………………………………………………. 

 

Extra curricular activities during the school day : 

Sports (Yes/ No) if yes indoor games/ outdoor games 
Music (Yes/ No) Dancing (Yes/ No) Arts (Yes/ No) 
Reli1gious Work (Yes/ No) Leadership (Yes/ No) 

 

Person to notify in case of emergency : 

Name  :   …………………………………………………………………………………………………..…………… 

Address :   …………………………………………………………………………………………………..…………… 

Telephone No.   : Land Phone No. :   ……………………………………   Mobile No.  :   ……………………………….. 

Relationship :   ………………………………………………………………………………………………………..……… 

 

Family Medical History 

Relationship 

ALIVE 
Dead/ Age at 

Death 
Cause of Death 

Age 
State of Health if ill, mention 

the illness 

Father     

Mother     

Brother/ Sister     

Brother/ Sister     

Brother/ Sister     

 

Student Registration No. : 

2020/SVIAS/………/……… 








