NORFOLK STATE UNIVERSITY
Health History and Physical Form (Sections | — 1V)

Virginia State Law (Code 23-7.5) requires all students to submit a completed Health History
and Immunization record. Sections I, 11 and IV of this form are required by law;
however, section 111 is optional (highly recommended).

CONFIDENTIAL
Section | - Required

Name Sex Age

Last First Middle
Classification Major U On-Campus(] Off-
Campus

Home Address

Street City State Zip
Local Address
Street City State Zip
Birthdate Soc Sec# Local telephone #( )
Emergency Contact )
Name Relationship
Family Physician ( )
Name
Insurance Information
Name of Insured Insurance Company Policy #

I certify that the above information is correct. | give permission to Norfolk State University or its representative(s) to: 1) Secure
healthcare services which may include transportation to a health care provider and/or to a hospital in case of a serious or emergent illness
or injury, physical examination, injection(s) treatment(s) and diagnostics; and 2) To release health information to persons who have
legitimate need to know as defined by state and federal regulations.

Student Signature Date

Date

Signature of Parent/Legal Guardian for Student under age 18

Allergies
Listall Type of reaction

Food(s)
Medications
Other

Current Medications

Name Dosage Frequency (include over-the-counter & Herbal)

Hospitalization/Surgery

Year Reason




Section Il - Required
Personal History

Have you had or are you now experiencing any of the following? If yes, not date of occurrence if known:

Yes No Date
Head/neurological
Frequent headaches/migraines N
Dizziness or fainting O O Gastrointestinal Yes No Date
Loss of consciousness o astrointestina
Head Iniuries 00 Abdominal pain 0 O
: Ulcer 0O 0
Eyes Bowel movement problems g 0O
Vision or eye problems o Blood in stool 0 d
Glasses or contact lenses 0 0 Hepatitis 0 O
Hernia 0 0
Ear/nose/throat
Allergies or hay fever O 0O Musculoskeletal
Ear of hearing problems 0O O Swollen or painful joints
Frequent sinusitis O O or extr_emltles H
Dental problems or TMJ 0 0 Chronic or severe back problems  []  []
Skin Chronic diseases
Di Il 0 O
Severe acne or skin disorder 0 o labetes mellitus
New or changing moles 0 o Asthma 0 O
Jing High blood pressure 0 o
Blood disorder Arthrltls _ O O
Anemia 0 0 Sickle cell disease g 0
Bleeding disorder O O Seizure or epilepsy o o
Enlargement of glands Thyroid disease 0 O
or lymph nodes 0 0 Elevated cholesterol O 0O
Heart/circulation/chest Ge_nitourina}ry
Severe chest pain or pressure O 0O Urinary or kidney problems 0 0
Heart disease or murmur o N _ _
Rapid or irregular pulse 0 0 Additional medical history
Blood clots or vein problems O O Cancer _ 0 0
Unusual fatigue (over 1 month) 0 0O
Respiratory Recent gain or loss of
Chronic cough (over 1month) 0O O We_lght (_over 10 pounds) Hipp
Pneumonia 0 0 Eating disorder g 0
Tuberculosis or positive PPD 0o
Shortness of breath o

Other:




Section 111 — Optional (Recommended)

Measurements

Height

Vital Signs

Pulse

Vision

Right 20/

Laboratory (if indicated)

Results

CBC

Serology

SYSTEMS

**ALL OF THE FOLLOWING INFORMATION**

IS TO BE COMPLETED BY APHYSICIAN

Blood pressure /

Corrected to 20/ Left 20/

Results

Urinalysis Other

Sickle Cell Other

PHYSICAL EXAMINATION

FINDINGS

Corrected to 20/

Results

General appearance

HEENT

Cardiovascular

Lungs

Breast

Abdomen

Genitalia

Musculoskeletal

Spine

Skin and lymphatic

Neurological

SUMMARY OR ASSESSMENT AND DIAGNOSIS:

RECOMMENDATIONS:

Typed/printed name of physician Signature

Date




Section IV — (Part I, Required)

IMMUNIZATION RECORD

To be completed and signed by a health care provider

| - VIRGINIA STATE LAW (23-7.7) REQUIRES THE FOLLOWING VACCINATIONS: (Please check the appropriate boxes)
A. Combined immunization: MEASLES, MUMPS AND RUBELLA (must have two doses documented)

R

A

Health Care Provider

1. 7 Individuals born before 1957 are considered immune Date
2. [1 Dose 1 / /
3. [1 Dose 2 / /
4. [ Titer indicating immunity (please submit copy) proceed to C. / /
B. Individual immunizations: IF given instead of combined MMR (must have two doses documented)
MEASLES
1. [ Individuals born before 1957 are considered immune
2. [ Dose 1 / /
3. [1 Dose 2 / /
4. [ Titer indicating immunity (please submit copy) / /
MUMPS
1. 7 Individuals born before 1957 are considered immune
2. [1 Immunization with vaccine / /
RUBELLA
1. 7 Individuals born before 1957 are considered immune
2. [1 Immunization with vaccine / /
3. [ Titer indicating immunity (please submit copy) / /
TETANUS-DIPHTHERIA
1. [ Completion of primary series of Diphtheria, Tetanus and Pertussis Yes No
2. [ Tetanus-Diphtheria Booster (within the last 10 years) / /
POLIO
1. [0 Completion of primary series in childhood Yes No
2. [ Last Booster / /
Il - (RECOMMENDED) VACCINATIONS:
PPD SCREEN (must be done yearly)
1. [J Negative / /
2. [1 Positive  CXR results / /
Treatment
HEPATITIS B
1. 71 Dose 1 / /
2. [1 Dose 2 / /
3. [1 Dose 3 / /
MENINGOCOCCAL VACCINE
Required as of 04/01 Vaccine or Waiver / /
VARICELLA VACCINE
1. ] Has had disease / /
2. [1 Dose 1 / /
3. [1 Dose 2 / /
4. [ Titer indicating immunity / /
Name Signature Title
phone number ( )

Address

Please mail completed form to:
Spartan Health Center
Norfolk State University
700 Park Avenue
Norfolk, Virginia 23504

Revised 01/11



