Medical Record

HOFSTRA UNIVERSITY

275 Hofstra University Phone: (516) 463-6745
Hempstead, NY 11549-2750 Fax: (516) 463-5161

TO THE STUDENT: THIS INFORMATION WILL BECOME PART OF YOUR CONFIDENTIAL HEALTH RECORD.

1.

10.

11.
12.

Print Name O w~vm QrF
Last First Middle
Address
Street/Apt. # City State Zip Code
Date of Birth Country of Birth Hofstra ID #
Person to notify in case of emergency O parent O Guardian O Spouse
Address Phone ( )
Street/Apt. # City State Zip Code
Home Phone ( ) Cell Phone ( )
Name of Health Insurance Carrier 1.D. No.
Address of Insurance Company Group No.
Subscriber/Cardholder Name O pParent O Guardian O self 1 Spouse
Indicate Student Status: O uUndergraduate (A Graduate O Law
O Full time O Part time

Are you a member of an athletic team? If yes, indicate sport.

Consent for Treatment:

REQUIRED OF ALL STUDENTS OR PARENT/GUARDIAN FOR STUDENTS UNDER THE AGE OF 18:

I, , hereby consent to the following:

Hofstra’s Health and Wellness Center may hospitalize me (my child) or may perform any medical or surgical procedures or tests deemed necessary in my (my child’s)
care and treatment. Hofstra’s Health and Wellness Center may present information concerning my (my child’s) medical condition to other responsible University offi-
cials when deemed necessary. Hofstra's Health and Wellness Center may forward any and all of my (my child’s) medical records to physicians and/or hospitals when
deemed necessary for my (my child’s) proper care and treatment.

Signature of Student or Parent/Guardian Date

REQUIRED BY NEW YORK STATE LAW:
TO BE COMPLETED AND SIGNED BY STUDENT OR PARENT/GUARDIAN FOR STUDENT UNDER THE AGE OF 18.
CHECK ONE ONLY.

I (my child) had the meningococcal meningitis immunization within the past 10 years. Month | Year

I have read, or have had explained to me, the information regarding meningococcal meningitis disease. | (my child) will obtain
immunization against meningitis within 30 days of the beginning of the semester.

I have read, or have had explained to me, the information regarding meningococcal meningitis disease. | (my child) understand the
risks of not receiving the vaccine. | have decided that | (my child) will not obtain immunization against meningococcal disease.

Signature of Student or Parent/Guardian Date

SIGNATURE OF HEALTH CARE PROVIDER IS REQUIRED ON PAGES 3 AND 4.

Mail completed form in envelope provided to: HOFSTRA UNIVERSITY HEALTH AND WELLNESS CENTER, 275 HOFSTRA UNIVERSITY,
HEMPSTEAD, NY 11549-2750. FOR OFEICE USE ONLY




MEDICAL HISTORY TO BE COMPLETED BY STUDENT

Confidential

Name of Student Date of Birth Hofstra ID #
FAMILY MEDICAL HISTORY
Check each item: Yes No Relationship Check each item: Yes No Relationship
Tuberculosis (If yes, give details Nervous or mental disorder
on additional sheet.)
Diabetes Thyroid disease
High blood pressure Cancer
Heart disease Mother living?
Father living?
STUDENT'S MEDICAL HISTORY
Yes |No Yes |No Yes | No
Anemia (including sickle cell anemia) Glaucoma Kidney or bladder infection or stone
Anorexia or bulimia Hearing loss (complete or partial) Migraine headache
Asthma, wheezing Heart enlargement Polyps of colon
Bleeding disorder Heart murmur Rheumatic fever
Blindness (comp'ete or partia') Heart valve problem TherId disorder
Cancer (incl. leukemia, Hodgkin’s disease) Hepatitis or jaundice Tuberculosis
L_Il_| Chickenpox ] High blood pressure Stomach ulcer
Cystic fibrosis [ ] Immunodeficiency disorder Ll Urinary tract infection
Diabetes [ ] Infectious mononucleosis Other
1] Inflammatory bowel disease or Crohn’s disease Surgery
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w

Yes

Yes

Epilepsy or other seizure disorder

1

No

Drug

O

Medication (e.g., penicillin, sulfa drugs) (specify):

Environment (specify):

Dose

MEDICATIONS: Check box to indicate whether you take any medications (including birth control pills, acne drugs, etc.). List medications, doses, and
reason for taking them. (Attach additional sheet if necessary.)

ALLERGIES: Check box to indicate whether you have allergies. If so, specify type:

Reason

Food (specify):

s
w

O O ood
O O dddz

s
w

I o
0000000z

s
w

N OO0
aOooz

Broken bone(s), fracture(s)

INJURIES: Check box to indicate whether you have had any serious accidents or injuries. If so, specify type (include details and dates):

Concussion or other head injury

Back, hip, knee, or ankle injury
Other:

MENTAL HEALTH: Check boxes to indicate whether:

Your academic and/or work activities have ever been interrupted because of mental or emotional problems.
You have ever been under the care of a psychiatrist or mental health professional.
You have ever been treated with any medication for psychiatric reasons. If so, provide details (medication, reason for taking it, dates, duration of treatment).

You have ever been hospitalized for mental or emotional problems. If so, provide details (date, place, diagnosis, length of stay).

You have ever had drug or alcohol dependency or addiction.

WOMEN'S HEALTH: Check boxes to indicate whether you have (or have had) any of these conditions. Provide details at right.

Removal of breast lump or cyst/breast cancer
Evaluation for hormone problem
Missed periods more than four months
Excessive or extra periods

Pregnancy

Most recent Pap smear: Date

If abnormal, please provide details.
Mother received DES (diethylstilbestrol) while pregnant with you.

Details:

MEN'’S HEALTH: Check boxes to indicate whether you have (or have had) any of these conditions. Provide details at right.

Lump or mass in testicle
Prostate infection

Mother received DES (diethylstilbestrol) while pregnant with you.

Details:




Print Name Hofstra ID #

Confidential

Last First Middle

PHYSICIAN'S EXAMINATION

To the examining health care provider: Please correlate the student’s medical history with your findings, and record below. All entries must be completed.

1. Sex Height Blood Pressure
Age Weight Pulse
Right 20/ Right 20/ Right /15
2. Vision: With Correction: Hearing:
Left 20/ Left 20/ Left /15
Check each item in proper column. Enter “N.E.” Normal Abnormal Note: Give details of each abnormality. Enter corresponding

if not evaluated.

item number before each comment.

3. Head, Neck, Face, and Scalp

4. Nose and Sinuses

5. Mouth, Teeth, Gingiva, and Throat

6. Ears — General (Canals, Drums, etc.)

7. Eyes — General (Lids, Pupils, Motions, etc.)

8. Lungs, Chest, and Breasts

9. Heart (include estimate of cardiac function)

10. Vascular System (include varicosities)

11. Abdomen and Viscera (include hernia)

12. Anorectal and Pilonidal

13. Endocrine System

14. Genito-Urinary System

15. Upper Extremities

16. Lower Extremities (include feet)

17. Spine, other Musculoskeletal

18. Skin and Lymphatic (include acne)

19. Neurological System

20. Psychiatric

21. If female, give menstrual history — specify if on medication.

22. Urinalysis: Albumin Sugar Special tests used in clinical evaluation (blood, EKG, X-ray, etc.):

23. Does examinee need dental or eye care?

24, Any medication allergies?

25. Is this individual capable of normal physical activity (athletics, military training, physical education)?
If not, give reasons and limitations.

Comments:

Signature of health care provider is also required on

Immunization Record on back page. Signature

Please print, stamp or type name. Phone
Date of examination Address

City State Zip Code



HOFSTRA UNIVERSITY.

Name of Student: Date of Birth: Hofstra ID #

IMMUNIZATION RECORD
To be completed and signed by health care provider.

New York state law mandates this immunization record be on file prior to registration.

All information must be provided in English.

MO/DAY/YR MO/DAY/YR

MO/DAY/YR

*MMR (Measles, Mumps, Rubella) (Two doses with live vaccine
required of all persons born after 12/31/56.)

History of having measles or

documentation of positive measles, mumps, rubella antibody titers

OR *MEASLES (RUBEOLA)
History of having measles, or
TWO immunizations with live measles vaccine after

first birthday, or
documentation of measles antibody titer

*MUMPS

History of having mumps, or

immunization with live mumps vaccine after first
birthday, or documentation of mumps antibody titer

*RUBELLA (German Measles)

History of having had rubella disease is NOT acceptable!
Immunization with rubella vaccine, or

documentation of rubella antibody titer

HEPATITIS B

DPT

DT (WITHIN 10 YEARS)

POLIO (T.0.PV)

MENINGOCOCCAL (one dose)

VARICELLA

PPD TUBERCULIN SKIN TEST (REQUIRED REGARDLESS OF PRIOR BCG INOCULATION)
Date (within six months):
Negative Positive

Size of Induration
If skin test was positive, the following information is required:
Chest X-ray Date Result

Treatment given: Date(s) Medication(s)

*required by New York State Department of Health (OTHERS STRONGLY RECOMMENDED).

I certify that the above-named student has received the immunizations listed above on the dates indicated.

Health Care Provider: Phone No.

(PLEASE PRINT.)

Health Care Provider Signature: Date:

Health Care Provider Stamp/Office Stamp for Address and Telephone Number:
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