Student Health Office Use Only
Form 1 (A) Re:
Return To: By:

. i Ac:
Student Health Services Personal Medical Report

STUDENTS MUST COMPLETE AND SIGN THIS FORM PRIOR TO GOING TO THE PHYSICIAN FOR EXAMINATION.

As part of your application, we are asking that you complete this questionnaire and answer every question as truthfully as possible.
Some questions require a “yes” or “no” answer. “Yes” answers may require an explanation. Do not leave any question blank. The
College requires a physician’s examination in addition to this form for all students taking more than five (5) credits.

These records are kept in professional confidence in the Student Health Office and are used, if necessary, solely as an aid to
providing necessary health care while you are a student at the College.

New students must report to Student Health Services upon entrance to Davis College.

GENERAL INFORMATION Campus Location: 0 Binghamton Q Other

Social Security Number U.S. Citizen: U Yes d No Gender: 0 Male O Female
Last Name First Name MI Date of Birth

Home Address Email

City State Zip Home Phone

Anticipated Date of Enrollment: Fall20 ___ Spring20__ If married, Name of Spouse

Names and Ages of Children

Do you have a documented Learning Disability? O Yes O No If yes, please submit documentation (IEP, 504 plan, etc.) to the
Director of Student Academic Services. Students with documented learning disabilities reserve the right to request special
accommodations and/or testing modifications. Arrangements MUST be made through the Office of Student Advising.

EMERGENCY NOTIFICATION (List primary and secondary person to be notified in an emergency)

Name of Primary Contact Person Relationship
Address

Day Phone Evening Phone Other
Name of Secondary Contact Person Relationship
Address

Day Phone Evening Phone Other
Health Insurance that will be used while in college U Private U School

All Students must complete Student Health Insurance Enrollment/Waiver form. If HMO, specify approved providers in
Binghamton area.

List ALL allergies:

List ALL medications currently taking:

RESTRICTIVE HEALTH DISABILITY (If answer is YES please explain. Use additional paper if necessary.)
Have you ever been refused insurance due to health problems?

Do you now have or have you ever had a permanent restriction in physical activity?

Do you now have or have you ever had a loss of function of a part of the body?

Do you now have or have you ever had a permanent medical disability such as diabetes, blindness, etc.?
Have you ever been admitted to the hospital?

Have you ever had any operations?

Have you ever had any fractures or broken bones?
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Explain all YES answers:
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Student Health
Form 1 (B)
Return To:

Student Health Services

Personal Medical Report

Re:
By:
Ac:

Office Use Only

STUDENTS MUST COMPLETE AND SIGN THIS FORM PRIOR TO GOING TO THE PHYSICIAN FOR EXAMINATION

Name

Social Security Number

Date of Birth

FAMILY HISTORY (Blood relatives include: parents, grandparents, brothers, sisters, etc.)

YES
Alcoholism a
Anemia (Sickle Cell) d
Bleeding Trait a
Cancer a

YES NO
Diabetes a Q Mental Illness
Drug Abuse Q Q Stroke
Heart Disease Q a Suicide
High Blood Pressure Q a Tuberculosis

HEALTH RECORD Have you had any of the problems listed below?

Anemia

Arthritis

Asthma

Bronchitis

Colitis

Constant Fatigue

Cystitis, Bladder Infection
Depression

Emphysema

Eye Problem

Fibrocystic Breasts

Gall Bladder

Hearing Loss

Hernia

High Cholesterol
Hypoglycemia

Kidney Problem

Knee Injury

Leukemia

Migraine Headaches
Obesity (20 Ibs. over)
Peptic Ulcer

Persistent Rash or Pimples
Pneumonia

Skin Lesion That Will Not Heal
Stroke

Stomach or Intestinal Trouble
Tension Headaches
Thyroid Problems
Unexplained Fever/Chills
Unexplained Weight Loss
Do you currently smoke?
Do you use smokeless tobacco?

If you regularly use assistive devices such as hearing aids, glasses, contact lenses, braces (other than dental) please specify.

YES

oy o A Wy Wy

NO

oy o A o o Wy

Do you use alcohol?

Have you abused alcohol?

Have you ever been diagnosed with cancer?
Type Treatment

Have you ever received treatment or counseling for a nervous
condition, personality/character disorder, emotional problem
or depression?

Treatment type
Counselor’s name/facility

Are you currently using any illegal drugs?

Have you ever abused or been dependent on drugs
(prescription or illegal)?

Have you ever had an eating disorder?

Type Treatment

Have you ever been diagnosed with epilepsy?
Medication taken (specify)

Have you ever been diagnosed with a heart problem?
(Heart attack, heart murmur, enlarged heart, rheumatic
heart, etc.)

Do you have diabetes?

Type Medication

Do you have high blood pressure?
Medication

Have you ever been diagnosed with a mental illness?
Specify Treatment

Have you ever attempted suicide?

Have you ever had a Sexually Transmitted Disease?
Type Treatment
Current medication

Have you consulted or been treated by clinics, physicians
healers or other practitioners NOT mentioned above in
the last five (5) years?

Specify

YES NO
a a
a a
a a
a a

YES NO
a a
a a
a a
a a
a a
a a
a a
a a
a a
a a
a a
a a
a a
a a
a a

Signature of Applicant

Are you currently under the care of a physician, psychiatrist, psychologist or counselor? QYes UONo If yes, specify reason
and give name, address and phone number of professional
Date
Date

Signature of Parent/Guardian

If applicant is under 18 years of age, parent/guardian must sign.

Personal disclosure on this form will not result in disciplinary measures; however, falsification of information on any Davis College document may alter student status or
prevent further registration. Davis College does not discriminate on the basis of race, color, sex, disability or ethnic origin.
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Student Health Office Use Only

Form 2 (A) Re:
Return To: ig

Student Health Services Physician’s Evaluation Form

To the Examining Physician: Please review the student’s history, complete this form and comment on all POSITIVE answers. The
information supplied does not affect the student’s status; it is used, if necessary, as a background for providing health care. This
information is strictly for the use of Student Health Services and is not released without student consent. Please make sure all
information is complete and all laboratory tests performed. Incomplete forms may result in delay of student’s registration.

PART I - PLEASE PRINT Social Security or Student ID Number

Last Name First Name MI Birth Date Gender U M O F
Home Address Email

City State Zip Home Phone

PART II - TO BE COMPLETED AND SIGNED BY YOUR HEALTH CARE PROVIDER. All information must be in English.

A.  M.M.R. (Measles, Mumps, Rubella) (Two doses required by New York State law for students born after January 1, 1957.)

1. Dose 1 given at age 12-15 months or later Mo_ Yr__

2. Dose 2 given at age 4-6 years or later, and at least one month after first dose Mo Yr_
B. Tetanus-Diphtheria (Primary series with DTaP or DTP and booster with Td in the last ten years meets requirement. Refer to ACIP for details.)

1. Primary series of four doses with DTaP or DTP #1 Mo___ Yr__ #2 Mo__ Yr__

#3Mo___ Yr__ #4 Mo___ Yr__

2. Tetanus-Diphteria (Td) booster with the last ten years Mo__ Yr__
C.  Polio (Primary series in childhood meets requirement; three primary series schedules are acceptable. Refer to ACIP for details.)

1. OPV alone (oral Sabin 3 doses) #1 Mo____ Yr__ #2 Mo___ _Yr___ #Mo___ Yr__

2. TPV alone (injected Salk 4 doses) #1Mo___ Yr__ #2 Mo_ _ Yr___ #3Mo__ Yr__ #4 Mo__ Yr__

3. IPV/OPV sequential #1 Mo___ Yr__ #2 Mo___Yr__ #3Mo__ _Yr____ #4 Mo___Yr

D.  Varicella (Either a history of chicken pox, a positive Varicella antibody or two doses of vaccine given at least one month apart if immunized after age 13 years
meets the requirement.)

1. History of Disease Q Yes O No

2. Varicella antibody O Reactive U Non-Reactive Mo__ Yr__

3. Immunization Dose #1 Mo_ Yr_

Dose #2 Given at least one month after first dose if age 13 years or older Mo__ Yr__

E. Hepatitis (Three doses of vaccine or a positive Hepatitis surface antibody meets the requirement.)

1. Immunization #1Mo___ Yr__ #2Mo___ Yr___ #Mo___ Yr____

2. Hepatitis B surface antibody 0 Reactive U Non-Reactive Mo_  Yr__
F. Influenza (Annual immunization recommended to avoid disruption to academic activities)

Highly recommended for individuals with compromised immune systems. Mo Yr

G.  Meningococcal (REQUIRED for all freshmen living in campus housing. Any undergraduate less than 25 years who wishes to reduce their risk of disease
can consider the vaccine. Students with immunodeficiency such as complement deficiency or asplenia should receive vaccine q 3-5 years.)
Quadrivalent polysaccharide vaccine (Menomune ™) Mo____ Yr____  Menactra (Conjugated Vaccine) Mo ____ Yr__
H. Tuberculosis Screening (PPD required regardless of prior BCG inoculation.)
1. PPD (Mantoux) within the past 12 months (tine or monovac not acceptable)
Result: O Negative O Positive mm induration (horizontal diameter) Mo Yr
2. If PPD is positive, chest X-ray required. Result: O Normal 0 Abnormal Mo__ _ Yr
If chest X-ray is abnormal, treatment plan must be attached.

An official record must be attached OR your medical provider must sign this form.

Healthcare Provider Name

Signature

Address

Phone




; ; Office Use Only
Student Health \ ? \ ﬁ 3 Re.
Form 2 (B) L L E By:
Return To: Z ' Ac:
Student Health Services

Physician’s Evaluation Form

Name Social Security Number Date of Birth

PART III - PHYSICAL EXAMINATION

Date of Physical Exam: (Month/Day/Year) / /

Blood Pressure: Gender: Height: Weight:

Vision Corrected: Uncorrected: Right: 20/ Left: 20/

LABORATORY TESTING

Hemoglobin and/or Hematocrit (numerical values): Urine Dipstick:

Sugar: Albumin:

SYSTEM REVIEW

Normal Abnormal Explanation

Head, Ears, Nose, Throat

Respiratory

Cardiovascular

Gastrointestinal

Hernia

Eyes

Genitourinary

Musculoskeletal

Metabolic / Endocrine

Neuropsychiatric

Skin

Yes
Yes
Yes

1. Is there loss or seriously impaired function of any paired organ?

2. Is the patient now under treatment for any medical or emotional condition?

3. Are there any restrictions on physical activity related to physical education classes, intercollegiate or
intramural sports?

4. Do you have any other comments and / or recommendations? O Yes d No

5. Please comment on any “yes” answers.

ooo

ooo
Z
o

I have examined the above named student AND reviewed their Personal Medical Report. It is my professional opinion that the
student is physically and psychologically able, except as noted above, to undertake college studies.

Examiner’s signature: (If exam is performed by NP/PA, see ** below).
[Immunization record (Part II) must also be signed by a healthcare provider.]

PRINT name and title: Registration # and state:
Address:
Telephone: Date

** Name and active state license registration of collaborating MD must be identified below:

PRINT collaborating MD’s name: Registration # and state:

Personal disclosure on this form will not result in disciplinary measures; however, falsification of information on any Davis College document may alter student status or
prevent further registration. Davis College does not discriminate on the basis of race, color, sex, disability or ethnic origin.
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Meningococcal
Meningitis

Don't Wait.

Vaccinate.

-l:l“ Is & rare but sometimes
deadly disease, called
maningococcal meningitis,
that strikes adolescents and
young adults.

The disease spreads quickly and
within hours of the first symptoms
can causs organ fallure, braln
damage, amputations of Embs,

or death.

Parants and their adolescent and
college-bound children shoukd
learn more about meningococcal
meningitis and prevention.
Vaccination can pravent most
cases of the disease.

Talk to Your Doctor About
Meningitis Vaccination

Parents and thair childran ars
encouraged 1o learn more about
maningococcal maningitis and 1o talk
to a physician about immunization and
other pravention approachas.

Nationall Meningitis Association

The National Meningltls Association
(MMA) ks a nonprofit organization
establizhed in July 2002,

Its misslon is to educete famiies,
medical profezsionals, and others
about bacterial maningitiz and
prevention approaches to the diseass.

For mans Information about NMA and
its motivities, or bo contact a member
of NMA, please call 1-868-FONE-NMA,
(1-BBE-368-3662) or visil
WWW.IMALE L

©ONMA

Magiorsl Maringftis Association
22810 Chestnut Road
Leeington Park, MD 20653
1-BEE-FONE-NMA
WILTIFTELE

-

L

Meninagitis:
Possible to Prevent.
Dangerous to Ignore.

®©




Facls About Meningoooocall Mendngitls

o Apolescents and yeung adults have an norpased
Inelgsnen of meringocesed dishase, aceeunting
far repacly 30 panenl af 2 UG, cwips, Ol ouf of
faut ¢aver among sdolescents Wil reeull i dealk,

o Lig %o 83 peicent of meningacoceal dassse
cased amang adelasedris and youryg adas ane
poleidly vactine—peyenisile,

o Collego students fvrg in dormilories ane at an
Inermased rik ol getting This cortagious disssse
conpaed 1o lhe generd college papatian,

o Each year, meningococcal daesse abrices noardky
3N Arnericars, andg 10 1o 12 pecert of tose
Infeetnd will die,

o Lip to 20 pencent of survevers have long=term
dsablftios, such & brar damage, Roarng boss,
er limb s palatians,

o The oisease can ke one of two forms: swolling
of membranes tnat srmound the bran and
spiral cond imeringocecs dl meningTa), or tne

rrrare dwacly 1 g cornin, an infection af
v e,

o Meningococez] daesso is cavsed by barteris
callpg Nalssena raningitiods,

Adodesconts, Young Adulits at Special Risk

Litestyle tactors common among adolescents s
yalrg adiks spem ta be bried ta the disea s, Thine
ircode crowodd |iving vitualions seh as gamitores
bosrding =chools and tleep-wway campoe, going 1o
bars, wmowrg, and rregular sheeg hakfe,

Eonzlder Vaoclnallon

|renurization can prevent up 1n 83 prcent of
NG | & eahids |n adalestants and
i) addufis: p—
o The Food and Drug
Agdpedrisirallomn Ras
sapeosed 4
meringacoceal
San ugate vaceing far .
wee amang 11- o S5—ear-olds, wncn s

cEpected to provide konger muration of mimnity
=0 decrease camiage of menngococcal pactena

among adolpsconts, prevering tho sproan of
thiy disedne,

o Vaccknation o inst four of the frve vpes

ol tnp mmmpm:ﬂlmmm:d
disease in the U5, ard for the majonty of cases
Ir: adelescerts and young aguks,

o Asowitk ol vaccines, tiene miay b minor
reactoms {pain and redress &t the imection sie
ar 4 mild feer),

Ee Alert: Early FiusLlice Symypitanms
Keningocaccal dizeaze altern & rmusd sgrosed

because its cady signs aro much live those af e A

or migraines. Symptoms may inckude kigh tover,
readache. st neck canfusion, nauses, waribrg,
ard pxhaaatan,

Lator, aftor the disease has takon hald, & rash may
apoear, F any of thewe symptoms ane pooseTt ana

an imiaually suddon ard severe, ool 8 ohysichan,
Caan't walt,

How Meninglts Bs Sprear

The giseaze iv spread Frodgh ar oroplets and dinect
corttact with soroane wha |s irdocted. That includes

codghing, kissing. and sharing cgareties, wensd,
cups, or lp bl = anyibing an infesied persan
touekes with RS a7 e mouth.

Aoolescents ard young adubs can recuce ter isk
by oeing wacc/reted, They can do teioe spocisl
precaLtians by not sharing cortain things: ulensils,
bbrviagis. Egansties, e,

Maost cases orour n laie winter to cardy spring.

Immunization Information

The Genters for Diaesse Cartref asd Prevestion s

st Ky radical giocgs’ meammend raut re

rmetingocedsal diviais immurizatien jore sFal; fon

a ‘foung ado) ts at the proagolescent doctor's
vaalt {11=12 years)

o If rot previowsly vaccinated, mmunization is

recammensed for ign school ertry or ot sge 4%
fwnichover comes firsi]

College frestmen Bving in domiftories

Vacgiration should be made avallzile 1o thawe
WG ask 1o be nmeinited,

* Armecan Avssorny #F Farly Mynors Areta dosfery off
Pasvicn, ATwcoat Cobeps Mt Ancc it Ameyoe e
N Tt T -

Find Dui More

Faor mae infarmalicn ssoul metingocectal divease
mnd Iremurialion ihaf can Felo prevent &, yvizil the
following Ve slies:
6 Mational Meningilis Axidcialion

W T B G
o American Academy of Family Plersicans

wisaag aafp,ong
6 American Academy of Pegiatics

W AamDg
o American College Heskn Association

Wtk achaamg
o Coniers for Disease Cantrol and Prevention

W GO0
For rradial ssivicn aboul meringocesstad
Immurization, cormul yvour piiaician, college heallh
seryviee, or local puols heallh department,



Student Health R(e):fflce Use Only
Form 3 Sent:
Return To: Rec. By:
Student Health
Services Meningitis Information Response Form

New York State Public Health Law requires that all college and university students enrolled for at least six (6) semester
hours or the equivalent per semester, or at least four (4) semester hours per quarter, complete and return this form to:

Student Health Services
Davis College

400 Riverside Drive
Johnson City, NY 13790

As of January 1, 2006, Davis College requires that ALL Freshmen living in the college campus housing be vaccinated
against meningococcal meningitis. This is in keeping with the recommendations of the Centers for Disease Control
(CDC), the Advisory Committee on Immunization Practices (ACIP) and the American College Health Association (ACHA).

High School students taking six (6) credits or more on campus must also show proof of having had this vaccine prior to
registration.

Other college students under age 25 may choose to receive the meningococcal vaccine to reduce their risk of disease.

Please Note: According to Public Health Law, noi  nstitutions shall permit any student to attend the institution in
excess of 30 days without having this form on file.

Qa I have had the meningococcal meningitis vaccine within the last 10 years. Date Received:

Check one box and sign below:
| am (for students under age 18: My child is):

Qa A Freshman student residing in campus housing. (Vaccine required by Davis College )

A High School student taking six (6) credits or more on campus . (Vaccine required by Davis College )

An upperclassman student (non-Freshman) and have read or have had explained to me, the information regarding
meningococcal meningitis disease. | understand the risks of not receiving the vaccine . I have decided that |
will not obtain immunization against meningococcal meningitis disease.

Q
a A Freshman living off-campus OR a High School student taking five (5) credits or less.
Q

Student Signature (Parent/Guardian if student under age 18) Date
Print Student’s Name Social Security Number Date of Birth
Address City State Zip
Student Email Day Phone Evening Phone

Please Note: This vaccine is NOT available through our campus Health Services. Check with your perso  nal physician or local
County Health Department for availability of the va  ccine and immunization clinics. You need to know t hat this vaccine is
expensive and may not be covered by all insurance ¢ arriers.



Student Health F?fﬁce Use Only
e:
Form 4 Sont
Return To: Rec. By:
Student Health Services

MEDICAL CONSENT FORM

FOR STUDENTS UNDER EIGHTEEN (18) YEARS OF AGE ONLY
TO: Parents and Guardians of students under 18 years of age

Students attending college are generally considered independent adults and parental consents for medical care for those
under 18 years of age are not routinely required. However, there are occasional situations in which a parental signature is
desirable for treatment. Vaccinations and minor surgical procedures are two examples of such situations.

To avoid delay in such treatment interventions, you are encouraged to sign the authorization below for medical or
emergency treatment. Please return the form to the college Student Health Service. Should the student seek or be
referred for care at an off-campus facility, the policies and procedures of that facility will be followed.

Parents and guardians are reminded that the college Health Service only provides First Aid,

care for general sickness, advice on health issues & ordinary over the counter medicines. When deemed advisable,
referrals are made to local clinics and physicians. Davis College students have two excellent hospitals within two miles of
the campus for emergencies.

It is the policy of the college Student Health Service that ALL student medical records are confidential. No information is
released without written authorization of the student except in certain emergencies or public health situations or under a
court-ordered subpoena.

CONSENT OF PARENT OR GUARDIAN FOR MEDICAL OR EMERG ENCY TREATMENT

l, pursuant to the authority vested in me as
(Printed Name of Parent/Guardian)

Parent Guardian of ,
(Circle One) (Name of Student)

do hereby authorize Student Health Services of Davis College to give treatment or refer my

my for appropriate medical treatment. This does not include the
(Son or Daughter)

right to perform surgical procedures without my further consent, except in the case of emergency
and when after all effort has been made to locate me, | am found available.

Student’s Date of Birth: Social Security Number:
Daytime Phone: Evening Phone:
Other:

(Parent/Guardian Signature) (Date)



Student Health Insurance
Enrollment / Waiver Form # 5
ALL students must return this form to Student Health no later than Registration Day.

Last Name: First Name: MI:

Date of Birth: Email:

Home Address:

City: State: Zip:

Location:
Johnson City Albany Syracuse

Davis College requires that ALL students taking 6 credits or more (per semester) have
health insurance coverage.

| wish to enroll in the Davis College Insurance Plan currently $650 for 12 months
of coverage. Claim forms are available online at www.maskin.com or at the
Student Health Office.

| have private insurance coverage. Attached is a copy of my insurance card. If
you fail to return this form with a copy of your in surance card by
Registration Day, you will be enrolled in the colle  ge plan and be billed the
non-refundable charge for insurance.

| am currently taking less than 6 credits and recognize it is my responsibility to
notify Student Health of my health insurance covera  ge at the time | increase
to 6 credits per semester.

**] acknowledge that | am legally responsible for any and all medical expenses not covered
by insurance incurred by myself/son/daughter. | acknowledge that the above information
is true. | recognize that falsification of information on any Davis College d ocument
may alter my student status or prevent further regi stration.

Signature (Parent/Guardian if student under 18 years of age) Date



