


Vaccination is available to protect against four of the five most common strains of bacteria that cause meningitis in the United States--types 
A, C, Y and W-135. These types account for nearly two thirds of meningitis cases among college students: The current vaccine does not protect 
against the group B bacteria strain. The meningococcal vaccine (MCV4) that covers A, C, Y and W may not protect against the group B bacteria 
strain. An additional vaccination for meningitis B is available and recommended.

The Centers of Disease Control and Prevention (CDC) Advisory Committee on Immunization Practices (ACIP) recommends that college 
students, particularly freshman living in the residence halls, be educated about meningitis and the benefits of vaccination. The recommenda-
tion is based on recent studies showing that college students living in the residence halls, particularly freshmen, have six-fold increased risk 
of contracting meningitis over other college students. The recommendation further states that information about the disease and vaccination is 
appropriate for other undergraduate students who also wish to reduce their risk for the disease. To learn more about meningitis and the vaccine, 
I encourage you to visit the CDC website at https://www.cdc.gov/meningitis/bacterial.html, consult your health care provider, or you may 
contact our Immunization Office at 336.334.4086.
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Student Medical Form Please print in black ink. To be completed by student. 
Last Name First Name Middle Name Date of Birth Student ID# 

Permanent Address City State Zip Code Phone Number 

Gender: Male Female Marital Status: S M Other 
Email Address 

Class you are entering (circle): Previously Enrolled Here? (circle): Semester Entering (circle): Fall Spring 

Fr. So. Jr. Sr. Grad. N/A Yes No Summer 1 Summer 2 Other Year 20___ 

Name of Person to Contact in Case of Emergency Rela onship 

Address City State Zip Code Phone Number 

The following health history is confiden al, does not affect your admission status, and, except in an emergency situa n or by court order, will not be released without 
your wri en permission. Please a ach addi onal sheets for any items that require further explana on. 

Family & Personal Health History Please print in black ink. To be completed by student. 

Has any person, related by blood, had any of the following? 

Yes No Rela onship Yes No Rela onship Yes No Rela onship 
High blood pressure Cholesterol or blood fat disorder  Cancer 

Stroke Diabetes Type: 

Heart a ack before age 55 Glaucoma Psychiatric illness 

Blood or clo ng disorder Alcohol/Drug Problems Suicide 

Have you ever had or have you now? (Please check the appropriate column to the right of each item and, if yes, indicate the year of first occurrence.) 

Yes No Year Yes No Year Yes No Year Yes No Year 
High blood pressure Hay fever Jaundice or hepa s Kidney stones 

Rheuma c fever Allergy injec on therapy Rectal disease Protein or blood in urine 

Heart trouble Arthri s Severe or recurrent 
abdominal pain Hearing loss 

Pain or pressure in chest Concussion Hernia Sinusi s 

Shortness of breath Frequent or severe 
headache Easy fa ability Severe menstrual cramps 

Asthma Dizziness or fain ng spells Anemia or sickle cell 
anemia Irregular periods 

Pneumonia Severe head injury Eye trouble besides 
correc ve lenses 

Sexually transmi ed 
disease 

Chronic cough Paralysis Bone, joint, or other 
deformity Blood transfusion 

Head or neck radia on 
treatments Disabling depression Knee problems Alcohol use 

Tumor or cancer Excessive worry or anxiety Recurrent back pain Drug use 

Specify: Ulcer Neck injury Anorexia/bulimia 

Malaria Specify: (duodenal or stomach) Back injury Smoke 1+ pack 
cigare e/week 

Thyroid trouble Intes nal trouble Broken bone Regularly exercise 

Diabetes Pilonidal cyst Specify: Wear seat belt 

Serious skin disease Frequent vomi ng Kidney infec on Other (Specify): 

Mononucleosis Gallbladder trouble or 
gallstones 

Bladder infec on Other (Specify): 

Please list any drugs, medicines, birth control pills, vitamins and minerals (prescrip n and nonprescrip on) you use and how o en you use them. 

Name Use Dosage Name Use Dosage 

Name Use Dosage Name Use Dosage 

Name Use Dosage Name Use Dosage 

Name Use Dosage Name Use Dosage 
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Revised 6/2016 

Student Medical Form Please print in black ink. To be completed by student. 

Please list and specify any adnverse reactions to medications ( hypersensitivities, upset stomach, rash, hives, etc.) and/or allergies ( food, insect bites,
chemicals, etc.) youhave ever experienced.

Adverse Reac ons to:   Explana on 

   

   

   

   

   

   

   

   

   

 

 Yes No Explana on 
Do you have any condi ns or disabili es that 
limit your physical ac vi es? (If yes, please 
describe) 

   

Have you ever been a pa nt in any type of 
hospital? (Specify when, where, and why)    

Has your academic career been interrupted due 
to physical or emo onal problems? (Please 
explain) 

   

Is there loss or seriously impaired func n of any 
paired organs? (Please describe)    

Other than for a rou ne checkup, have you seen 
a physician or healthcare professional in the past 
six months? (Please describe) 

   

Have you ever had any serious illness or injuries 
other than those already noted? (Specify when 
and where and give details) 

   

 

Important Information Please read and complete. 

Statement by Student (Or Parent/Guardian, if Student is Under Age 18 or under guardianship)

(A) I have personally supplied (reviewed) the above informa on and a est that it is true and complete to the best of my knowledge. I understand that 
the informa on is strictly confiden al and will not be released to anyone without my wri en consent, unless otherwise permi ed by law. If I should be 
ill or injured or otherwise unable to sign the appropriate forms, I hereby give my permission to the ins tu on to release informa on from my 
(son/daughter’s) medical record to a physician, hospital, or other medical profession involved in providing me (him/her) with emergency treatment 
and/or medical care. 
(B) I hereby authorize any medical treatment for myself (my son/daughter) that may be advised or recommended by the physicians of the Student 
Health Service. 
(C) I am aware that the Student Health Service charges for some services and I may be billed through the University Cashier if the account is not paid at 
the me of visit. I accept personal responsibility for se ling the account with the Cashier and for payment of incurred charges. I am responsible for 
filing outpa ent charges with insurance and acknowledge that my responsibility to the university is unaffected by the existence of insurance coverage. 

Signature of Student  Date 

Signature of Parent/Guardian, if student is under age 18 or under guardianship  Date 

 

Check each item “yes” or “no” and explain all “yes” answers.
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