Student Health Center, SUNY Oneonta
Ravine Parkway, Oneonta, NY 13820-1362 (607) 436-3573 Fax: (607) 436-2074
Immunization and Physical Health Form

Due Date: June 30th for the Fall Semester and December 30th for the Spring Semester

1. According to NYS Health Law, all students registered for 6 or more credits must provide proof of immunity to
measles, mumps & rubella and either receive or decline the meningitis vaccine. Failure to do so will result in
withdrawal from class.

2. Immunization information can be obtained from the following sources: your private medical practitioner, high
school health office, previous college health services (transfer students), or infant records held by parents
that are signed by a physician.

3. Information on this form is confidential. It is for use at the Student Health Center only and will not be
released without the student’s written consent, or a court order.

Student Identification Emergen n

Student ID#/SS# Name
Name

Last First MI

Last First MI Address
Home Address

Home Phone

Home Phone Cell Phone
Cell Phone Business Phone
Birth Date ___ - - Relationship
Gender
College Related Information Athletics - Will you be a student athlete? O Yes [ No
Please check box below if participating in either/both
Entering term Fall / Spring Year [0 NCAA O Intramural/Club
Year expected to graduate Sport
Residence [0 On campus [ Off campus Health Insurance - Will student have health insurance
International student O Yes O No coverage upon entrance? [lYes [l No

(you may attach copy of insurance card)

Part I - REQUIRED IMMUNIZATION INFORMATION - Please have your physician complete & sign below.

MMR (measles, mumps, rubella) - List TWO dates of vaccination: 1. 2.
Two doses of live vaccine administered on or after the first birthday and after 1/68
OR attach a copy of an immunization record signed by a practitioner.

Measles (rubeola) - complete one of the following:

1. Two dates 30 days apart of Measles vaccination: 1. 2.
2. Date of Measles disease
3. Date and results of blood test for Measles immunity: Date: Results:

Mumps - complete one of the following:
1. One date of Mumps vaccination: 1.

2. Date of Mumps disease
3. Date and results of blood test for Mumps immunity: Date: Results:

Rubella (German Measles) - complete one of the following:
1. One date of rubella vaccination (live vaccine): 1.
2. Date and results of blood test for Rubella immunity: Date: Results:

MENINGOCOCCAL MENINGITIS VACCINE — RESPONSE REQUIRED
To be COMPLETED and SIGNED by student or parent/guardian for student under the age of 18
(One dose within 10 years is recommended by NYS PHL 2167)
O I have received the menomune vaccine within the past 10 years. Date:
O I have received the menactra vaccine within the past 10 years. Date:
O I have read, or have had explained to me, the information regarding meningococcal meningitis disease. I under-
stand the risks of not receiving the vaccine. I have decided that I (my child) will NOT obtain immunization against
meningococcal meningitis disease.

Sighed: Date:
(Student signature-Parent if under 18)

ALL IMMUNIZATION RECORDS MUST BE SIGNED BY A HEALTH CARE PROVIDER
I certify that the above immunization record is accurate.

Provider Signature Date:




Consent for Medical Care:
All registered students AND parent/guardian of students under 18 years of age MUST sign. I hereby give permission to the SUNY
Oneonta medical/nursing staff to examine and treat (Student’s name) for all
medical problems/injuries while he/she is at SUNY Oneonta. In the event of time restraints, or that I cannot be reached, I hereby
give permission for the Health & Wellness Center staff to secure consultative care that may include hospitalization, anesthesia,
surgery and/or other medical treatment. I understand that I have the right to revoke this consent at any time.
AND
Student signature/Date Parent/guardian signature of a student under 18 years of age/Date

NCAA Athletes: I hereby give permission to both the SUNY Oneonta Health Services and Athletics to share pertinent health
information between each other for participation in intercollegiate sports.
Student signature: Date:

Part II - Health History (to be filled out by student)

Last Name: First Name: ID#
Please indicate if you have ever had/have the following:

Iliness Yes No | Iliness Yes | No
Cancer Seizures/Convulsions

Stomach/Intestinal Problems Chronic Cough

Thyroid Problem Alcohol/Drug Abuse/Smoke

Chicken Pox Heart Murmur/Disease/Clotting Disorder
Anemia Joint Disease/Injury

Eye Trouble Jaundice/Hepatitis

Asthma/Hayfever Tuberculosis

Diagnosed Depression/Anxiety/Mood Disorder/Counseling Eating Disorder

High/Low Blood Pressure Recent Weight Loss/Gain

Sexually Transmitted Infection Dizziness/Fainting

Diabetes Weakness/Paralysis

Recurrent Headaches Kidney Problems/Urinary Problems

Head Injury/Unconsciousness

List any surgeries:

List current medications:

Allergies to: Food Medication Other If circled, please explain:

Part III - Physical Examination - Mandatory for NCAA athletes and international students/Optional for non-NCAA athletes
Athletes - physical must be done within 6 months of practice start date

Date of Exam:

1. Height ___ 2. Weight __ 5. Vision Right 20/ Corr. 20/ . o
3. Blood Pressure ____/ ___ 4.Pulse Left 20/ Corr. 20/ Clearance for physical activity:
Describe any abnormalities in the space below: NCAA Athletics O Yes O No
Normal Abnormal Normal Abnormal

1 ENT 6 Musculoskeletal Intramural/ 0 Yes 0 No

2 Respiratory 7 Metabolic/Endocrine Club Sports

3 Cardiovascular 8 Neuropsychiatric

4 Gastrointestinal 9 Skin

> Genito-urinary 10 Other Mandatory Provider Signature

Recommended Vaccines Dates

HPV Vaccine 1. 2. 3.

Hepatitis A 1. 2. 3. Signature of Examining Practitioner

Hepatitis B 1. 2. 3.

Varicella Vaccine 1. 2. Name

Chicken Pox Disease O Yes O No

Tetanus (within 10 years) Address

Tetanus Diphtheria Acellular Pertussis (TDAP)

(date series completed and last booster) 1. 2.

Polio - date series completed Telephone No. (including area code)

PPD Mantoux (if test is positive, chest x-ray Date given

is required) - see below for international Date read ( )

students Result mm Practitioner stamp:

BCG Date NA

Chest X-Ray (if positive PPD, attach report) Date

Result

International students MUST have their Tuberculosis screening done at the Student Health Center
when they arrive at SUNY Oneonta.





