                          CONFIDENTIAL
Bellarmine University

2013 - Health History Form

This form must be completed prior to moving into the residence halls.

Although not required for non-resident students you are encouraged to complete and submit this form. For confidentiality, place in a sealed envelope marked: Director of Health Services and mail to: Bellarmine University, 2001 Newburg Rd. Louisville, KY 40205

To be completed by all incoming students:
Housing status: ____ On-Campus    ____ Off-Campus
IMPORTANT-  Attach a copy of your immunization records with this form


[image: image1] Please print
             Citizenship: ___ U.S. ___ Other ____________________    Sex:  ___ M ___ F        Age: ___

Social Security No.:  _____________________________           Date of Birth: ___________

Full Name: _______________________________________________________________________
Home Address: ____________________________________________________________________
City _______________________       State _________________ Zip Code ______________
Home Phone: (___) _______________________

Whom to notify in an emergency: _____________________________________________________
Mother’s or Spouse’s Name ________________________ Work Phone (___) __________________
Father’s Name ___________________________________ Work Phone (___) __________________
Family Physician’s Name __________________________ Phone (___) ________________________
To be signed by a parent or legal guardian if the student is a minor, or by the student, if over 18 years of age.

I hereby authorize the nurse to examine and/or treat the above student for minor injury or illness and, when considered necessary, to make a referral to a physician.

Signature __________________________________ Date ________________________

This is the signature of the:   ____ student   ___ parent/ guardian


[image: image2] If you have had any of the following conditions, please check the appropriate box and provide details. Use additional paper if necessary. If none applies, please check here: ____

___ Allergies


    ___ Heart Disease                                   ___ Cancer, Tumor, Cyst    

___  Asthma-list medications          ___ High blood pressure-list meds.         ___ Skin problems  

___ Infectious Mononucleosis       ___ Anemia



    ___ Surgery-list

___ Rheumatic Fever

    ___ Stomach, gastrointestinal
                 ___ Serious accident

___ Diabetes- list insulin                               Disorders-list meds.
                  ___ Eating disorder

___ Eye problems

     ___ Jaundice

                  ___ Substance abuse

___ Ear, nose, throat problems        ___ Recent weight change

     ___ Severe depression

___ Endocrine, thyroid, etc.
      ___ Kidney or bladder problems   
     ___ Panic attacks

___ Personality disorders
        ___ Menstrual problems

___ Physical disability

___ Head injury with  
                     ___ Sexually transmitted diseases
___ Other serious illness

        unconsciousness

        ___ Seizures, epilepsy- list meds.
___ Back or joint problems

Explain _____________________________________________________________________
____________________________________________________________________________

Are you allergic to Medications? __________________________ Food ? _________________

Hay Fever _________________ Bee sting __________  Other __________________________

Have you taken or are you now taking allergy vaccine? ___ Yes   ___ No.

If you would like to receive allergy antigen injections on campus, contact the Director of Health Services for instructions.


 If you cannot send a copy of your immunization records, this section must be completed by physician, nurse practitioner, or Health Dept.
Please read the following requirements carefully! (If childhood records are lost, try your local Health Dept. or high school, if still not found, state that below and discuss with your physician the need for updates.) All information below must be completed and verified by a physician, nurse practitioner or public health department official. Information must be legible, including the numerals, and it MUST be in English. (Not valid if not signed by medical professional) 
A. Tetanus Diphtheria

Primary series tetanus-diphtheria or DPT completed _____ (mo/day/yr) ____ (mo/day/yr- last booster-within 10- yrs.)
B. Polio

Completed primary series of polio immunizations _____ (mo/day/yr) ____ (mo/day/yr- last booster)
C. M. M. R. (Measles, Mumps, Rubella) – Two (2) measles vaccines required

Dose 1 --- Immunized at 12 months or later _________ (mo/day/yr)

If given separately: Measles 

Dose 1 _____ (mo/day/yr)  Mumps (mo/day/yr)  Rubella ____ (mo/day/yr)



Dose 2 _____ (mo/day/yr)  
D. Tuberculosis – Check appropriate line NOTE: TIME SENSITIVE

                            (TB test is available in BU health services for $8.00)

__ TB, or PPD MUST BE DONE ON OR AFTER APRIL 1, 2013 (Prefer Mantoux test)_____ (mo/day/yr) 


   Results:  ___ Positive ___ Negative

__ Positive PPD – Chest X-ray required. Give date of chest X-ray ______ (mo/day/yr)





                Results:  ___ Positive ___ Negative

__ Had BCG vaccine ____ (mo/day/yr)        Chest X-ray required if PPD not done ____ (mo/day/yr)




     Results:  ___ Positive ___ Negative

E. Hepatitis B Vaccine – Not required but strongly recommended

Recombinant ___Dose 1 ____(mo/day/yr) Dose 2 ___(mo/day/yr)Dose 3 __(mo/day/yr)

If tested for Hepatitis antibody: results ___________ date ___________ (Include copy of report).      Booster ________(mo/day/yr)

F. Meningococcal Vaccine – Not required but strongly recommended

Verification:  Date _________________

Physician Signature _________________________ Date ___________________

Please print physician’s name, address, and phone number                 ____________________________________________________________________________    

Note- TB,Tetanus, HPV, Hep B, MMR, & Meningococcal available in the BU Health Services office. Call for prices.
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