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               Date of Birth________________

Name ____________________________   Student ID# _________________  Home phone__________________

Home Address (street)_______________________________(city)______________________(state)______(zip)________

Campus Residence Hall (if resident)_____________  Campus ext. (if resident)________ Cell phone __________________

EMERGENCY CONTACT (name) ________________________(phone)_____________(relationship) ______________

Health Insurance ________________________________  Policy # ____________________ Subscriber______________

           IMMUNIZATIONS REQUIRED (MA State Law)

          TUBERCULOSIS (TB) TESTING 
  Photocopies from School or Physician’s Office are acceptable. (Please attach.)
          TB questions below MUST be answered (CIRCLE Y or N)











*Residential Students may not gain access to housing without proof of
    meningitis immunization within the last five years or a signed waiver  
which acknowledges the risk but declines the immunization.  If you          

choose not to be immunized against meningitis, sign the waiver below
after thoroughly reading the attached meningitis fact sheet.



Personal History (to be filled in by student)

LIST any medications that you take__________________________________________________________________________________

LIST  Environmental/food allergies___________________________________________________________________________________

Have you ever…. Please Circle YES or NO (then explain each yes answer in the box below*)

1. Been hospitalized or had surgery?.............................................................................
Yes     No                                                                     

2. Had a head injury resulting in unconsciousness or temporary memory loss?................
Yes     No                             

3. Had migraine headaches?........................................................................................
Yes     No

4. Suspected or been told you might have an eating disorder:

a) Anorexia nervosa?....................................................................................
Yes     No

b) Bulimia?.................................................................................................. 
Yes     No

c) Compulsive overeating?............................................................................
Yes     No

d) Other?.....................................................................................................
Yes     No

5. Had counseling or treatment for an emotional problem? Yes     No

6. Had any of the following conditions:

a) Asthma?..................................................................................................
Yes     No

b) Anemia?..................................................................................................
Yes     No

c) Diabetes?.................................................................................................
Yes     No                        


d) High Blood Pressure?................................................................................
Yes     No

e) Heart Murmur/Arrhythmias?...................................................................... Yes     No

f) Hemophilia/Bleeding Disorder?..................................................................
Yes     No

g) Hepatitis/Jaundice?...................................................................................
Yes     No 

h) Kidney Disease?.......................................................................................
Yes     No

i) Mononucleosis?........................................................................................
Yes     No               


j) Rheumatic Fever?.....................................................................................
Yes     No             


7.
Had a chronic medical condition not otherwise mentioned on this report?...................
Yes     No           


	FAMILY HISTORY
	 Age
	Any Health Problems:

	Father
	
	

	Mother
	
	

	Brother(s)
	
	

	Sister(s)
	
	


Do you have a family history of any of the following conditions?  (parents or siblings)



          Yes        No

1. Anemia

2. Diabetes





3. High Blood Pressure

4. Heart Disease before age 65                    

5. Stroke before age 65

6. Sudden death before age 50

7. Alcohol or Drug problem

8. Emotional /psychiatric illness

Please return this form, proof of immunization and the optional physical exam by mail or FAX to:




Bridgewater State College






Health Services Dept.











45 School Street

Bridgewater, MA  02325
PHONE:
 (508) 531-1252
FAX:
 (508) 531-6193 
It is Massachusetts Law that we must receive this information at least 2 weeks before the beginning of classes.
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 Y       N





Allergies to Medication:  List and be specific:











Have you lived with or spent time with


anyone who definitely or possibly had TB?		





Does anyone living in your household have a	   


positive skin test for TB?





Did you or anyone in your household recently


immigrate to the U.S. from another country?





Are you homeless, living either on the street 


or in a shelter?  Do you spend time with the


 homeless?





Do you, or does anyone in your household 


use intravenous drugs or other street drugs? 





Have you ever lived in a nursing home, 


Mental institution or correctional facility? 





Have you ever received BCG vaccine?





Have you received INH (TB medication)?			

















PPD (Mantoux)


  Date Given ___________	Date Read __________


  Results:  Neg. ___ Pos.____





  Positive PPD (past or present)  X-ray Date________ 


  requires a  chest 		X-ray Results: Neg. ___ Pos.___


  


 Varicella Vaccine________________  


          or


  Varicella Disease_________________ 	








         Immunization	                         Date of Immunization


			                               Month/year





Tetanus/diphtheria (Td)              	1 ________________


Within 10 years      





Measles, Mumps, Rubella (M.M.R.)	  


Documentation of (2) doses of measles; first               1 ________________


dose must be on or after the first birthday and 


after 1967; also (1) dose of mumps and		2 ________________


(1) dose of rubella.   If unable to document  


MMR, laboratory evidence of immune titers 		


must be submitted to Health Services                       





Hepatitis B Series			1 ________________


3 dose series


If unable to document hepatitis B			2 ________________


Immunization, laboratory evidence of	 	


immune titers must be submitted			3 ________________


     	


Meningococcal Vaccine* 		1 ________________


Within 5 years 


(In addition to the above requirements, residential students are required to provide documentation of meningitis immunization or sign a waiver.)





Physician’s  Signature___________________________________





Date of Physician’s Signature ________________	





 Y       N





 Y       N





 Y       N





 Y       N





 Y       N





    


    Y       N    








 Y       N





 *Explain any Yes answers from above: 





Bridgewater State College Health and Counseling  Form





�	





Family History (to be filled in by student)





		                                           Parent or guardian must sign if student is under age 18. 	                                                                                       


STUDENT’S SIGNATURE___________________________________         I , __________________________ give Health Services 


			permission to medically treat my son/daughter as necessary.


  





A Physical Exam is RECOMMENDED BUT NOT REQUIRED.  Athletes must have a physical exam.  If you intend to play a sport, your physical exam form must be provided to Health Services and the Athletic department.  





If you have had a recent physical, please attach a copy of that exam.  









