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Medical / Health and Immunization Form
Personal Contact & Insurance Info:  The student completes this form.  Please print.

Name _________________________________________________  Social Security No. _____________________
	Last			First		Middle

Address _________________________________________________________  Phone (        ) __________________
		Number & Street		City		State	Zip

Birth Date (mm / dd / yyyy) _______________  Age ______  Sex ______  Marital Status ______________
Father’s name ____________________________  Address ____________________________________________
								Number & Street		City	State	Zip

Father’s work phone (        ) ___________________   Mother’s work phone (        ) ___________________
Mother’s Name ____________________________  Address ___________________________________________
								Number & Street		City	State	Zip

MEDICAL INSURANCE:  Company Name _________________________________________________________
Address _________________________________________________________________________________________
			Number & Street				City			State		Zip

Policy Number ___________________________________   Group Number ______________________________
In case of EMERGENCY, contact:  Name ___________________________________________
Address _________________________________________________________________________________________
			Number & Street			City			State		Zip

Relationship _______________  Home Phone (      ) _______________  Work Phone (      ) _______________
Family History:

Is your father living? (   ) yes  (   ) no (If no, cause of death:  _______________)  Occupation:  _____________
Is your mother living? (   ) yes  (   ) no (If no, cause of death:  _______________)  Occupation:  _____________
Has any member of your family suffered from:  (   ) heart disease   (   ) cancer   (   ) diabetes   
   (   ) tuberculosis 	(   ) other chronic illness (please specify) _________________________________
   relationship(s) _________________________________________________________________________________
Personal History

Part 1.  Mark any of the following that you have or have had.  Include details in your autobiography.

(   ) Arthritis/Rheumatism
(   ) Back impairment
(   ) Brain/Spine Diseases
(   ) Cancer/Tumors
(   ) Carpal Tunnel Syndrome
(   ) Deformities/Amputations
(   ) Depression/Anxiety
(   ) Diabetes
(   ) Epilepsy
(   ) Eye/Ear Diseases
(   ) Heart Conditions/Diseases
(   ) Immuno-suppressed Conditions

(   ) Intestine/Stomach Diseases
(   ) Kidney Infection/Diseases
(   ) Liver/Gall Bladder Diseases
(   ) Low/High Blood Pressure
(   ) Lung Diseases (Asthma, etc.)
(   ) Malaria
(   ) Meningitis
(   ) Menstrual Difficulties
(   ) Mononucleosis
(   ) Paralysis
(   ) Pleurisy
(   ) Pneumonia

(   ) Pregnancy
(   ) Rheumatic Fever
(   ) Scarlet Fever
(   ) Skin Diseases
(   ) Speech Impairment
(   ) Sexual Organ Diseases
(   ) Tuberculosis
(   ) Ulcers
(   ) Urinary Tract--
    Infections/Diseases
(   ) Whooping Cough
(   ) Other (please specify)
    __________________

Have you ever been hospitalized?  (   ) Yes   (   ) No   For what? __________________________________
Have you ever had a nervous breakdown?  (   ) Yes   (   ) No   When? _____________________________
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Have you ever been treated by a psychiatrist  for any reason?  (   ) Yes   (   ) No
If so, date of treatment __________________   Name of psychiatrist ______________________________
Address of Psychiatrist ________________________________________________________________________
					Number & Street			City		State		Zip

Do you have any chronic illnesses?  (   ) Yes   (   ) No   Explain ___________________________________
Are you taking any medication(s) (insulin, dilantin, allergy injections, special diet, etc.)?
    (   ) Yes   (   ) No   If yes, give complete details __________________________________________________
    _________________________________________________________________________________________________
Are you allergic to any foods, drugs, medicines, serum, etc.?  (   ) Yes   (   ) No   Explain _______
___________________________________________________________________________________________________
Describe any exercise, mobility, or other physical limitation __________________________________
___________________________________________________________________________________________________
I certify that the information supplied on this form is correct, to the best of my knowledge.  I understand that falsification may result in my dismissal from the college.
date ________________________ Signature of Student _____________________________________________
Immunization Requirements—for all applicants born after 1956:

Name of Student _________________________________ Date of Birth (MM / DD / YYYY) _____________
Applicant must show documentation of vaccination for Measles, Mumps, and Rubella (German measles).  Acceptable forms of documentation are Pediatric Physician Shot Record, Health Department Shot Record, School Health Record, laboratory evidence of immune titer, or your doctor’s signature indicating that you have 
been properly vaccinated against Measles, Mumps, and Rubella.  Choose one option below:
(   ) Pediatric Physician Shot Record (attached)	(   ) Laboratory evidence of immune
(   ) Health Department Shot Record (attached)	       titer attached (copy of lab result)
(   ) School Health Record (attached)			(   ) Doctor’s Signature ________________
									phone (        ) _____________________
Do not forget to attach documentation of vaccination.
Tuberculin Skin Test

REQUIRED for all foreign-born applicants and US and Canadian citizens residing outside North America.
Tuberculin Skin Test (TST) or the QuantiFeron-TB Gold (QFT-G) must be done no more than 12 months prior to admission/arrival on campus.  TST results should be recorded as actual millimeters (mm) of induration, transverse diameter.  If no induration, write “0.”  QFT-G should be documented as negative or positive.  Those individuals whose most recent screening resulted in a “positive” must have a negative chest x-ray and medical clearance.

TST Read: ____/____/______  Results: ____/____/______			QFT-G Read: ____/____/______
	       mm          dd             yyyy		    mm           dd            yyyy				              mm         dd             yyyy
		Results: ____ mm				Interpretation: (   ) Negative   (   ) Positive X-Ray Required
Interpretation:  (   ) Negative   (   ) Positive—X-Ray Required	
 ________________________________________________	______________________________________________
	                 Name and title of person reading TST				       Name and title of person reading QFT-G


Date of Chest X-Ray: ____/____/______			A six to nine month treatment of INH is recommended for any
(   ) Medically cleared.  No evidence of active TB.			positive TST or QFT-G.
________________________________________________	Treatment Date: ____/____/______ to ____/____/______
		Signature of physician ordering X-Ray
							________________________________________
									Treating Physician’s Signature
image1.jpeg
=\ FAITH
BIBLE





