
Indiana State University  
STUDENT Health History 

To be completed by student and parents – PLEASE USE INK AND PRINT ALL INFORMATION 
                
Name:___________________________________________    University ID# _____________________________________ 
               Last                                   First                Middle 
 
Place of Birth: ____________________________________  Date of Birth: _______________________  Gender: M   F 
 
Home Address: _____________________________________________________________________________________ 
                                Street    City    State          Zip code 
University Address: ______________________________________________    Univ. Telephone Number: ________________ 
 
In case of emergency contact: _______________________________________   Telephone number:  _________________ 
 
Family Doctor’s Name: ________________________________ Telephone Number: _______________________________ 
Are your parents, brothers, and sisters all living ?  Yes    No  If not, give age and cause of death: __________________ 
 
What relatives have had: Cancer ____________ Tuberculosis ___________ Ulcer _________ Mental Illness ____________ 
Nervous Breakdown ___________ Kidney Disease ____________ Diabetes ____________ Heart Disease ______________ 
Allergy __________ Asthma ___________ High Blood Pressure ___________ Other serious or chronic illness ___________ 
 

ALLERGIES TO MEDICINES REACTIONS (RASH, ETC.) OTHER ALLERGIES REACTIONS 

1.  1.  

2.  2.  

3.  3.  

 
 

LIST OF MEDICATIONS (CURRENTLY TAKING)  REASON FOR TAKING MEDICATION 

1.  

2.  

3.  

 
Are you receiving allergy vaccine injections   Yes    No      Will these continue at college    Yes    No 
List allergens: _________________________________________________________________________________________ 
 
Did you take physical education (PE) in high school   Yes   No     If there is any reason why you cannot take PE, please 
report to the Student Health Center in person before classes begin and bring with you a signed statement from your physician with 
your diagnosis. 
 
Are you under a physician’s care at present  Yes   No  If yes, for what: ________________________________________ 
 
List your major: ________________________ Date expected to enter college: Month ____ Year ____ Fr So Jr  Sr 
 
Are you a veteran  Yes   No  Year of Discharge _______  Disability  Yes   No If yes, list cause: _________________ 
 
Do you have medical insurance  Yes   No  If yes, list company: ______________________________________________ 
Insurance policy numbers: _______________________________________________________________________________ 
                                                  Account #                         ID #                             Benefit Code               Effective Date 
Do you have the Student Health Insurance   Yes     No 
 
For women: Are your menstrual periods regular  Yes   No     Painful   Yes   No   Age menstruation began _________ 
 
With a signed release of information, health records will be transferred to another facility of your choice. After seven (7) years, 
from the date of last activity, the Student Health Center will destroy all medical records. 
 
Student’s Signature: ____________________________________________________________Date ___________________                                            
The undersigned parent and/or guardian of _______________________________ a minor (under 18 years of age), does hereby 
authorize Indiana State University Student Health Center, its doctors, practitioners, and nurses, to treat and/or prescribe 
medications to the above named minor while enrolled or participating in any activity under the auspices of Indiana State 
University. 
 
Signature of Parent and/or Guardian ______________________________________Witness___________________        060607 

 



PAST MEDICAL PROCEDURES 
(Include colposcopy, tubal ligation, biopsies, colonoscopy, ear tubes, and transplants.  Removal of: tonsils, adenoids, gall bladder, 
appendix, wisdom teeth, etc.) 

Procedure Date Physician/Surgeon Hospital Complications 

     

     

     
 

HOSPITALIZATIONS /EMERGHENCY CARE OR VISITS 

Admit Date Discharge Date Hospital Diagnosis Description 

     

     

     

 
SOCIAL HISTORY/ HEALTH HABITS 

 
1. Occupation:_________________________________  2. Marital Status: ________________ 
 
3. Do you participate in any sports activities  Yes   No    If yes, list sports: _____________________________________ 
 
4. If athlete   recreational     intercollegiate       Years played: _______________________________________________ 
 
5. Do you smoke cigarettes   Yes   No     No, but I did in the past.  How many years have or did you smoke: _______ 
 
6. What is your current or past number of cigarettes smoked per day: 
 
  Less than ½ pack per day   ½ to 1 pack per day   1-2 packs per day   Over 2 packs per day 
 
7. Do you smoke pipes or cigars   Yes    No            8. Do you use snuff or chewing tobacco    Yes    No 
 
9. Do you drink alcohol ( includes: beer, wine, hard liquor)    Yes    No 
 
 If yes:    Less than 1 drink per week   1-7 drinks per week   8-14 drinks per week   Over 14 drinks per week 
 

HAVE YOU HAD OR DO YOU NOW HAVE ANY OF THE  FOLLOWING? PLEASE CHECK YES OR NO 

 YES NO  YES NO  YES NO  YES NO 

Allergy, hay 
fever, other 

  Eye diseases   Liver Disease 
Jaundice 

  Skin Problems   

Asthma 
 

  Fainting spells   Malaria   Tuberculosis   

Anemia   Foot Problems   Meningitis   Tumor, growth, 
cyst, cancers 

  

Appendicitis   Gall Bladder 
Problems 

  Measles/ 
Mumps 

  Ulcers   

Bone or Joint 
Disease 

  Headaches/ 
Migraines 

  Mononucleosis   Upper 
Respiratory 

  

Chronic cough   Heart Disease   Nervous 
Disease 

  Whooping 
Cough 

  

Constipation   Hemorrhoids 
 

  Rheumatic 
Fever 

     

Diabetes   High Blood 
Pressure 

  Scarlet Fever      

Dislocations   Indigestion/ 
GERD 

  Sickle Cell 
Disease 

     

Drug 
Reactions 

  Kidney Disease   Sinus Problems      

Any serious injuries: _________________________________________ If any of the above are answered “YES” please give 
approximate date and description ________________________________________________________________________ 
060607 

 
Return completed form to Indiana State University, Student Health Center, 567 N 5

th
 Street, Terre Haute, IN 47809 



Indiana State University 

Student Health Center - Immunization Record 

 

Name: _______________________________________________   __________________________________________________   ____________________ 

                                     Last                        First                                   Middle 

 

Date of Birth:   _________/_________/________                                    ISU  ID #______________________________ 

                              Mo         Day         Yr 

 

PART A: WE PREFER THIS FORM BE COMPLETED AND SIGNED BY YOUR HEALTH CARE PROVIDER.    IF NOT COMPLETED BY 

YOUR HEALTH CARE PROVIDER YOU MUST PROVIDE (a) a physician’s certificate, if available; (b) immunization records forwarded from another 

school or postsecondary institution; (c) a certifiable record maintained by the student or parent of the student showing the month, day, and year during which 

each dose of vaccine was administered; (d) a form developed by the department which may be used by postsecondary institutions to meet the requirements of 

this chapter; (e) evidence of having met alternative criteria.   AAAAll information ll information ll information ll information must be must be must be must be in Englishin Englishin Englishin English. 

 

I.  REQUIRED FOR ALL STUDENTS (*starred items required only if born in 1957 or later, first dose must be after first birthday and after 

1967)  If born in or before 1957, you must provide proof of Tetanus-Diphtheria and sign the Meningococcal Meningitis Vaccine information below.  

Registration for next semester will be blocked if all required immunizations are not up to date 

 A.  *TETANUS-DIPHTHERIA 

       Tetanus-Diphtheria booster must be within the last 10 years..............................................................._______/_______/______   

                    Mo          Day      Yr 

 B.  *MMR (MEASLES, MUMPS, RUBELLA) 

       Two doses required, at least one month apart........................Dose #1 _______/_______/_____     Dose #2  _______/______/______ 

                 Mo        Day       Yr                             Mo       Day       Yr 

OR ALL 3 OF THE FOLLOWING CRITERIA MUST BE MET: 

 

*MEASLES (RUBEOLA)                     

two doses of individual rubeola vaccine                      Dose #1                                                   Dose #2   

                       _______/________/________                ________/_______/________ 

                                       Mo         Day         Yr                               Mo        Day             Yr 

*MUMPS            

one dose of mumps vaccine      Dose #1 _______/_______/_______                  

                                     Mo       Day          Yr 

                                                    

*RUBELLA (GERMAN MEASLES)                            

one dose of rubella vaccine      Dose #1 _______/________/_______          

                                              Mo       Day          Yr                   

 

 

 

Tuberculosis Screening must be done in the United States for all international students via QuantiFERON®-TB Gold, 

which is a blood test.  This blood test is available at Indiana State University Student Health Center for a fee.  Testing is to be 

done within the first two weeks of the start of your first semester attending Indiana State University.   
 

 

C. I have received and read the Meningococcal Meningitis Vaccine information sheet. I understand that the 

    Meningococcal Meningitis Vaccine offers protection against certain strains of Neiserria Meningitis. This vaccine is available at ISU Student Health 

    Center for a fee. The vaccine may also be available through family physician offices or clinics. If vaccine has been given enter the date it was given 

                                                                                                                                                                                                     ______/_____/_____. 

                                                                                                                                                                                                         Mo     Day       Yr 

 

 

Student Signature                                                     Date 

 

 

Parent/Guardian Signature (If student is less than 18 years of age)    Date  

    

HEALTH CARE PROVIDER:  (signature and credentials are required as validation of correct information for immunizations) 

 

Name:  _______________________________________________  Address:  ________________________________________ 

Signature:  ____________________________________________  Phone:  __________________       Date:  ______________ 

Please circle one:  LPN, RN,  PA-C,  NP,  MD,  DO                                                                        022608 

TURN PAGE OVER 

 

If a blood titer is submitted rather than providing the 

measles, mumps, rubella injection documentation,  

the titer must be performed in the United States and a 

copy of the results attached to this form. 



 
II.  RECOMMENDED VACCINATIONS 

Based on American College Health Association (ACHA) and the CDC guidelines, the following immunizations are recommended, 

not required, and offered by the Student Health Center.  Consult your personal physician or Student Health Center if you have 

questions about these immunizations. 

 HEPATITIS B:   
1.  Hepatitis B Vaccination............  Dose #1____/_____/____     Dose #2 ____/_____/____  Dose #3 _____/_____/____       

                  Mo   Day   Yr                       Mo    Day    Yr                     Mo    Day    Yr 

      Or  

 
2.  Twinrix (HEPATITIS A/B ) ... ............  Dose #1____/_____/____     Dose #2 ____/_____/____  Dose #3 _____/_____/____       

                               Mo    Day   Yr                         Mo    Day    Yr                   Mo    Day    Yr 

 

HEPATITIS A: ………………… Dose #1____/_____/____    Dose #2 ____/_____/____ 

                Mo   Day   Yr                        Mo   Day   Yr  

VARICELLA: (chicken pox):  Two doses one month apart recommended for adults with no history of disease: 

              Dose #1____/_____/____     Dose #2 ____/_____/____                                   

                    Mo    Day    Yr                       Mo    Day    Yr 

POLIO : Has report of positive immune titer.  Specify date:  ____/_____/_____   Or Primary Series:            Yes             No         

      Last Booster Date:  _____/_____/_____ 

                  Mo    Day    Yr 

MEDICAL CONTRAINDICATION STATEMENT 

The individual identified on this form has been diagnosed with a medical condition which precludes receiving the following 

vaccines: 

VACCINE MEDICAL 

CONTRAINDICATION* 

DURATION OF 

CONTRAINDICATION 
   

   

It is understood in the event the disease (except Tetanus) for which this exemption requested occurs on campus, the individual 

will be excluded from ALL campus activities until Public Health Authorities declare the threat of disease has ended.  This action 

is taken to prevent the spread of disease to the individual who cannot medically receive the vaccine. 

NOTE: Name, address telephone number and SIGNATURE of the physician are required to validate the medical exemption. 

STAMP SIGNATURES ARE NOT ACCEPTED.  Below signature is for Medical Contraindications only. 
 
Physician Name_________________________________________________________ 

Address _______________________________________________________________ 

Telephone Number______________________________________________________ 

Signature  _____________________________________________________________ 

 

Medical Contraindication to Vaccine must be in accordance with recommendations of Advisory Committee on Immunization 

Practices listed below: 

General Contraindications 

• Anaphylactic reaction to a vaccine contraindicates future doses of vaccine. 

• Anaphylactic reaction to a vaccine substance contraindicates the use of vaccine containing that substance. 

 

Contraindications to MMR 

• Anaphylactic reaction to eggs or Neomycin 

• Pregnancy 

• Known altered immunodeficiency (hematologic & solid tumors, congenital immunodeficiency or long term 

immunosuppresssive therapy 

 

Contraindication to TB (Mantoux) skin test 

• Recent live virus vaccines (MMR). Apply TB Mantoux (PPD) skin test 4-6 weeks after administration of live virus 

vaccine. 

• Documentation of Positive Mantoux (PPD). (Must be reviewed by Student Health Center Staff)  

 

Distance Education – PLEASE COMPLETE NAME AND ID NUMBER ON FRONT SIDE OF THIS FORM. 
 

 I may be exempt from the above immunizations as I am totally enrolled in distance education. I will never be on campus.  PLEASE NOTE:    

Please check with the department of your major to see if providing immunization records is a requirement.  Some areas within ISU require every 

enrolled student to provide this documentation. 

 

Name (Print):_______________________________________________________   ISU ID # ____________________________ 

 

Signature: _________________________________________________________          Date: ________________________ 
06/25/07 



New Indiana Law Makes College Students 

Aware of Meningococcal Disease Risk and 

Promotes Vaccination  

 
Thomas Kerr, B.S., R.N.  

ISDH Communicable Disease Program  

 

Current Indiana Legislation  
 
As an effect of the control of Haemophilus influenzae type b infections, Neisseria meningitidis has 

become the principal cause of bacterial meningitis in children and young adults in the United States, 

causing both sporadic disease and outbreaks. Outbreaks of meningococcal disease were rare in the 

United States in the 1980s; however, since 1991, the rate of occurrence of localized outbreaks has 

increased. From July 1994 through July 1997, 42 meningococcal outbreaks were reported nationwide, 

four of which occurred at colleges. In spite of this, outbreaks continue to represent less than 3% of the 

total cases in the United States.  

 

On September 30, 1997, the American College Health Association (ACHA), which represents about half 

of the colleges with student health services, released a statement recommending that “college health 

services take a more proactive role in alerting students and their parents about the dangers of 

meningococcal disease”, that “college students consider vaccination against potentially dangers of 

meningococcal disease”, and that “colleges and universities ensure all students have access to a 

vaccination program for those who want to be vaccinated” (Dr. MarJeanne Collins, Chairman, ACHA 

Vaccine Preventable Diseases Task Force, personal communication). In a joint study by ACHA and the 

Centers for Disease Control and Prevention (CDC), surveys were sent to 1,200 ACHA-member schools. 

Of 691 responding schools, 57 (8%) reported that pre-exposure meningococcal vaccination campaigns 

had been conducted on their campuses since September 1997. 

  

On October 20, 1999, the CDC Advisory Committee on Immunization Practices (ACIP) voted to 

recommend that college students, particularly freshmen living in dormitories, be educated about 

meningococcal disease and the potential benefits of vaccination. ACIP further recommends that 

immunization should be provided or made easily available to those freshmen who wish to reduce their 

risk for meningococcal disease. Other undergraduate students wishing to reduce their risk for 

meningococcal disease can also choose to be vaccinated.  

 

Recently passed Indiana legislation that addresses what post-secondary institutions in Indiana are to 

provide students that intend to enroll is outlined below: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
SECTION 4. IC 20-12-71-13.5 IS ADDED TO THE INDIANA CODE AS A NEW SECTION TO READ 

AS FOLLOWS [EFFECTIVE October 1, 2002]: Sec. 13.5. (a) A postsecondary institution in which an 

individual intends to enroll shall provide detailed information on the risks associated with 

meningococcal disease and the availability and effectiveness of vaccination to:  

(1) the individual, if the individual is at least eighteen (18) years of age; or  

(2) the individual’s parent or guardian, if the individual is less than eighteen (18) years of age.  

(b) A postsecondary institution described in subsection (a) must receive a certificate of immunity:  

(1) that is signed by:  

(A) the individual, if the individual is at least eighteen (18) years of age; or  

(B) the individual’s parent or guardian, if the individual is less than eighteen (18) years  of age; and  

(2) that states that the information provided under subsection (a) has been reviewed by:  

(A) the individual, if the individual is at least eighteen (18) years of age; or  

(B) the individual’s parent or guardian, if the individual is less than eighteen (18) years of age. 

 

 

What Is Meningococcal Disease?  
Meningococcal disease is a rare but potentially fatal bacterial infection. Invasive meningococcal 

infections are caused by the bacterium Neisseria meningitidis, (also known as meningococcus), a gram 

negative diplococcus. There are 13 serogroups of N. meningitidis (A, B, C, D, 29E, H, I, K, L, W-135, 

X, Y, and Z). Strains belonging to groups A, B, C, Y, and W-135 are implicated most frequently in 

systemic disease. The disease is expressed as either meningococcal meningitis, an inflammation of the 

membranes surrounding the brain and spinal cord, or meningococcemia, the presence of the bacteria in 

the blood. Meningococcal disease can lead to death within 48-72 hours after onset. Of those who 

survive, an additional 10% have severe after effects of the disease, including mental retardation, hearing 

loss, and loss of limbs.  

Meningococcal disease strikes about 3,000 Americans each year and is responsible for approximately 

300 deaths annually. It is estimated that 100 to 125 cases of meningococcal disease occur annually on 

college campuses and 5 to 15 students die as a result.  

How Is Meningococcal Disease Transmitted?  
Meningococcal bacteria are transmitted through the air via droplets of respiratory secretions and by 

direct contact with an infected person’s nasal or throat secretions. Although anyone can be a carrier of 

the bacteria, data indicate that certain social behaviors, such as exposure to passive and active smoking, 

bar patronage and excessive alcohol consumption, may put college students at increased risk for invasive 

disease. Patients with respiratory infections, compromised immunity, those in close contact with a 

known case and travelers to endemic areas of the world are also at increased risk. Direct contact is 

defined as oral contact with shared items, such as cigarettes or drinking glasses, or through intimate 

contact, such as kissing. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

What Are the Symptoms?  
 
The early symptoms usually associated with meningococcal disease may include high fever, severe headache, 

stiff neck, rash, nausea, vomiting and lethargy, and may resemble influenza. Because the disease progresses 

rapidly, often in as little as 12 hours, prompt diagnosis and treatment are important to assure recovery.  

 

Why College Students?  
 

Recent evidence indicates that college students residing on campus in dormitories or residence halls appear to 

be at higher risk for contracting meningococcal meningitis. Research released by the CDC shows that 

freshmen living in dormitories have a six-fold increased risk for meningococcal meningitis than college 

students overall. 

 

Table 1. Rates of Meningococcal disease, by risk group – United States, September 1998-August 1999* 

Risk group Number of cases  Population  Rate per 100,000  

Children aged 1-5 years 255 14,886,569
†

 1.7 

Persons aged 18-23 years 304 22,070,535
†

 1.4 

Non-college students aged 

18-23 years 
216 14,579,322

†#

 1.5 

College students 90 14,897,268
#

 0.6 

Undergraduates 87 12,771,228
#

 0.7 

Freshmen 40 2,285,001
#

 1.8 

Dormitory residents 
45 2,085,618

#

** 2.2 

Freshmen living in 

dormitories 
27 591,587

#

** 4.6 

* Bruce M, Rosenstein NE, Capparella J, Perkins BA, Collins MJ. meningococcal disease in college students. In: Abstracts of 

the 39
th 

Annual Meeting  

of the Infectious Diseases Society of America, Philadelphia, PA, November 18-21, 1999:63.  
† 

1998 census data.  
# 

NCES, U.S. Dept. of Education, 1996-1997.  
¶ 

Students enrolled in any postsecondary education for the first time.  

** National College Health Risk Behavior Survey (NCHRBS) – United States, 1995. 

 

Cases and outbreaks usually occur in the late winter and early spring when school is in session. From 

1980 to 1993, there were 21 outbreaks in the U.S., three of which occurred in colleges. From 1994 to 

1996, there were 26 outbreaks, four of which occurred in colleges. Between 1986 and 1993, an outbreak 

was defined as five cases of the same serotype per 100,000 people with at least three cases occurring 

within three months. Recent evidence shows the epidemiology of meningococcal disease is changing, 

with a majority of cases (65%) in the college-age group caused by either serotype C, Y, or W-135, which 

are all vaccine preventable. Rates of mortality and complications are higher for these serogroups 

compared to serogroup B, which is not included in the vaccine.  

 



How Can You Prevent and Control Meningococcal Disease?  
 
Data from the CDC demonstrate that college freshmen, particularly those who live in dormitories, are at 

modestly increased risk for meningococcal disease relative to other persons their age. Vaccination with 

the currently available quadrivalent meningococcal polysaccharide vaccine, Menomune, will decrease 

the risk for meningococcal disease among such persons. The quadravalent A, C, Y, W-135 vaccine 

enhances immunity to four strains of meningococcus that cause 65%-70% of invasive disease and, 

therefore, reduces a student’s risk for disease.  

 

Vaccination does not eliminate risk because:  

 

 the vaccine confers no protection against serogroup B disease, and  

 although the vaccine is highly effective against serogroups A, C, Y, and W-135, efficacy is <100%.  

The vaccine is safe and adverse reactions are mild and infrequent, consisting primarily of redness and 

pain at the site of injection lasting up to two days. The duration of the meningococcal vaccine’s efficacy 

is approximately three to five years. As with any vaccine, vaccination against meningitis may not protect 

100% of all susceptible individuals. Development of immunity after vaccination requires 7 to 10 days. 

The vaccine is effective against specific serogroups of meningococcal meningitis, including types A, C, Y, 

and W-135, with an estimated efficacy of 85%-90% against those groups. It does not protect against 

serogroup B, which accounts for approximately 46% of meningococcal cases in the U.S.  

 

Other preventive measures that would help protect individuals are:  

 

 good hand washing  

 avoid sharing beverage containers, cigarettes, lipstick, or eating utensils  

 avoid smoking and smoky environments  

 get plenty of sleep, exercise regularly  

 eat a balanced diet and avoid excessive alcohol consumption  

 

The following links offer information for those who are considering vaccination:  

 

www.cdc.gov/nip/publications/VIS/vis-mening.pdf  

www.acha.org/projects_programs/overview.cfm  

Conclusions  
The enaction of the new legislation provides an opportunity for students and parents to make an 

informed decision. This decision will be based on understanding that college freshmen, especially those 

who live in dormitories, are at a modestly increased risk for meningococcal disease compared with other 

persons of the same age, and that vaccination with a quadrivalent meningococcal polysaccharide 

vaccine will decrease the risk for meningococcal disease. Students and parents are encouraged to confer 

with their healthcare provider or the prospective post-secondary institution to obtain the 

polysaccharide vaccine.  
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