REPORT OF MEDICAL HISTORY
Dickinson State University

LAST NAME (Print) FIRST NAME MIDDLE SEX: M F (circle one)
HOME ADDRESS (Number and Street) CITY ZIP CODE DATE OF BIRTH
ARE YOU A VETERAN? IF SO, BRANCH AND LENGTH OF SERVICE SOCIAL SECURITY NUMBER

MARITAL STATUS: S M OTHER (circle one)

NAME, RELATIONSHIP, AND ADDRESS OF NEXT OF KIN

NEXT OF KIN’S TELEPHONE NUMBER

NEXT OF KIN’S BUSINESS ADDRESS (If Applicable)

NEXT OF KIN’S BUSINESS TELEPHONE NUMBER

FAMILY HISTORY
Age State of | Occupation | Ageof | Cause of Have any of your relatives had any of the following?
Health Death Death Yes |No Relationship
Father Tuberculosis
Mother Diabetes
Kidney Disease
Brothers Heart Disease
Arthritis
Stomach Disease
Sisters Asthma, Hay Fever
Epilepsy, Convulsions
PERSONAL HISTORY, PLEASE ANSWER ALL QUESTIONS. Comment on all positive answers in space below
Have you had? |Yes |No Yes |[No Yes |No Yes |No
Scarlet Fever Insomnia Pain - Pressure in Chest Rupture, Hernia
Measles Frequent Anxiety Chronic Cough Recent Gain or
German Measles Frequent Depression Palpitations (Heart) Loss of Weight
Mumps Worry or Nervousness High or Low Blood Pressure Dizziness, Fainting
Diabetes Recurrent Headache Rheumatic Fever Weakness, Paralysis
Epilepsy Recurrent Colds Heart Murmur Venereal Disease
Gum or Tooth Head Injury with Disease or Injury of Albumin - Sugar
Trouble Unconsciousness Joints in the Urine
Malaria Hay Fever, Asthma "Trick" Knee, Shoulder, etc. Frequent Urination
Eye Trouble Tuberculosis Back Problems
Ear, Nose, Shortness of Breath Tumor, Cancer, Cyst
Throat Trouble Allergy Jaundice
Surgery Penicillin Stomach Trouble
Appendectomy Sulfonamides Intestinal Trouble FEMALES ONLY
Tonsillectomy Serum Gallbladder Trouble Irregular Periods
Hernia Repair Foods (which?) Gallstones Severe Cramps
Other Other Recurrent Diarrhea Excessive Flow
Yes No
A. Has your physical activity been restricted during the past five
years?
B. Have you had difficulty with schools, studies, or teachers? (give
details)
C. Have you received treatment or counseling for a nervous condition, STUDENT:

personality or character disorder, or emotional problem? (give details)

D. Have you had any illness or injury or been hospitalized other than
already noted? (give details)

E. Have you consulted or been treated by clinics, physicians, healers,
or other practitioners within the past five years? (Other than routine
checkups)

F. Have you been rejected for or discharged from military service
because of physical, emotional, or other reasons? (If so, give reasons.)

Information you provide will not be used to
influence your situation at the university. It will be
used, if necessary, solely as an aid to provide
necessary health care while you are a student.

I hereby state that the above information is true and
give permission for the Student Health Services to
release information to health care providers and
facilities who are included in my medical treatment.

G. Do you have any questions in regard to your health, family history,
or other matters, such as pre-marital counseling, which you would like
to discuss with a member of the staff of the Student Health Services?

Signature of Student




I. MEASLES/RUBELLA INFORMATION

All Dickinson State University students and prospective students must complete this form and submit it to the Office
of Admissions and Academic Records of Dickinson State University.

Name of Student (please print) Social Security Number Date of Birth
NOTE: Any statements checked “YES” MUST be accompanied by documentation such as:

1. College Health Record;
2. Record of Clinic Hospital or Other Health Services; or
3. Statement From a Physician

YES NO A. I’ve had the required MMR immunizations:
NOTE: One shot required for previously enrolled NDUS students born After 1957.
IMMUNIZATION DATE:

Two shots (no less than one month apart) required for NEW STUDENTS who were born after
1957 and who will be enrolling Fall semester, 1993, or later.

FIRST IMMUNIZATION DATE:
SECOND IMMUNIZATION DATE:

B. I have a physician’s diagnosed history of having had:
(CHECK ONE OR BOTH) Rubeola: /Rubella:

C. I have received immunization of protective titre for Rubella (GERMAN) on
(DATE).

II. MEDICAL EXEMPTION TO IMMUNIZATION REQUIREMENT
Student will fill out this section only if he/she claims a Medical Exemption.

A. Female in first three months of pregnancy.

=

Female planning to become pregnant within three months.

. Student allergic to eggs or Neomycin.

[~

. Acute illness at the time or examination.

=

Student with cancer, leukemia, or lymphoma.
F. Student taking cortisone, prednisone, or anticancer drugs.
G. Student who has received gamma globulin within the preceding three months.

NOTE: Any statement checked, must be accompanied by a statement from a physician.

III. RELIGIOUS OR PHILOSOPHICAL EXEMPTION TO IMMUNIZATION REQUIREMENT
Student will fill out this section if he/she claims a religious exemption.

A. T adhere to a religious or philosophical doctrine whose teachings are opposed to such tests and
immunization. It is understood that if a Measles or Rubella outbreak should occur on campus. I
may not be allowed to remain on campus or attend classes.

Signature of Student
(Needed only if claiming a Religious or Philosophical Exemption)



