
	
  

	
  
	
  

HEALTH	
  INFORMATION	
  PACKET	
  
	
  

This	
  packet	
  is	
  due	
  immediately	
  after	
  receiving	
  your	
  acceptance	
  to	
  SUNY	
  Potsdam.	
  
It	
  is	
  preferred	
  that	
  you	
  submit	
  each	
  page	
  as	
  it	
  is	
  completed,	
  rather	
  than	
  waiting	
  to	
  send	
  the	
  entire	
  packet	
  all	
  at	
  once.	
  
	
  

	
  
Please	
  print	
  or	
  type	
  all	
  information.	
   	
   	
   	
   	
   	
  

Student’s	
  Name:	
  ______________________________	
  	
  	
  	
  	
  	
   Parent/Guardian/Spouse:	
  _______________________	
  	
  

Address:	
  ____________________________________	
  	
  	
  	
  	
  	
  	
   Address:	
  _____________________________________	
  

City:	
  _______________________________________	
  	
  	
  	
  	
  	
   	
   City:	
  _________________________________________	
  

State:	
  ____________	
  	
  	
   Zip	
  Code:	
  ________________	
  	
  	
  	
  	
  	
   State:	
  ____________	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Zip	
  Code:	
  ______________	
  

Student’s	
  Date	
  of	
  Birth:	
  ________________________	
  	
  	
  	
  	
  	
  	
  	
   Home	
  Phone	
  	
  #:	
  _______________________________	
  	
  

Student’s	
  Cell	
  Phone	
  #:	
  ________________________	
   	
   Student’s	
  E-­‐mail	
  Address:	
  ________________________	
  

	
  
	
  

SUNY	
  POTSDAM	
  HEALTH	
  INFORMATION	
  PACKET	
  CHECKLIST	
  
	
  

Use	
  this	
  checklist	
  to	
  be	
  sure	
  you	
  have	
  completed	
  all	
  the	
  requirements.	
  	
  Have	
  you	
  sent:	
  
	
  
	
   __________	
   1.	
  	
  This	
  completed	
  packet	
  	
  as	
  soon	
  as	
  possible	
  after	
  receiving	
  your	
  acceptance	
  letter?	
  
	
  

__________	
   2.	
  	
  A	
  signed	
  affirmation	
  statement	
  (see	
  below)?	
  	
  
	
  

	
   __________	
   3.	
  	
  Primary	
  care,	
  insurance,	
  and	
  emergency	
  contact	
  information	
  (see	
  page	
  2)?	
  
	
  

	
   __________	
   4.	
  	
  A	
  completed	
  Medical	
  History	
  Questionnaire	
  (see	
  page	
  3)?	
  
	
  

__________	
   5.	
  	
  A	
  completed	
  Tuberculosis	
  Screening	
  Form	
  (see	
  page	
  4),	
  with	
  signature?	
  
	
  

	
   __________	
   6.	
  	
  For	
  students	
  born	
  on	
  or	
  after	
  January	
  1,	
  1957,	
  proof	
  of	
  immunity	
  to	
  measles,	
  mumps,	
  and	
  	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  rubella	
  (see	
  Page	
  5)?	
  
	
  

__________	
   7.	
  	
  A	
  completed	
  Meningitis	
  Response	
  Form	
  (included),	
  with	
  signature,	
  OR	
  proof	
  of	
  a	
  
	
  	
  	
  	
  	
  meningitis	
  vaccine	
  within	
  the	
  last	
  ten	
  years	
  (see	
  page	
  7)?	
  

	
   	
  
	
  

AFFIRMATION	
  
	
  

I	
  affirm	
  that	
  the	
  information	
  recorded	
  on	
  this	
  Health	
  Information	
  Packet	
  is	
  accurate,	
  to	
  the	
  best	
  of	
  my	
  knowledge.	
  
	
  
____________________________________________________________	
   _______________________	
  
	
  	
  	
  	
  	
  	
  	
  Student	
  Signature	
  (or	
  parent/guardian	
  if	
  student	
  is	
  <	
  18	
  years	
  old)	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Date	
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Name:	
  ___________________________________________	
   Student	
  ID	
  #:	
  	
  _________________________________	
  
	
  

HEALTH	
  INFORMATION	
  PACKET	
  
Insurance	
  and	
  Contact	
  Information	
  

	
  
	
  

Student’s	
  Primary	
  Care	
  Provider	
  Information	
  
	
  
At	
  times	
  it	
  is	
  important	
  for	
  our	
  medical	
  providers	
  to	
  contact	
  your	
  	
  primary	
  care	
  provider	
  to	
  discuss	
  your	
  care.	
  	
  This	
  is	
  
always	
  done	
  with	
  your	
  permission,	
  but	
  having	
  the	
  following	
  information	
  before	
  it	
  is	
  needed	
  is	
  often	
  helpful.	
  	
  	
  
	
  
Name	
  of	
  Provider:	
  ________________________________	
   Phone	
  #:	
  	
   ______________________________	
  
Address:	
   __________________________________	
   Fax	
  #:	
   	
   ______________________________	
  
	
   	
  	
  	
  	
  	
  	
   __________________________________	
  
	
   	
   __________________________________	
  
	
  
	
  

Student’s	
  Health	
  Insurance	
  Information	
  
Please	
  complete	
  this	
  section	
  and	
  attach	
  a	
  copy	
  of	
  the	
  insurance	
  card	
  (front	
  and	
  back).	
  

	
  

Primary	
  Insurance:	
  __________________________________________________________________________________	
  

Subscriber’s	
  Name:	
  _________________________________	
  	
  	
  	
   Subscriber’s	
  Social	
  Security	
  #:	
  _____________________	
  

Subscriber’s	
  DOB:	
  ___________________	
   Subscriber’s	
  relationship	
  to	
  student:	
  	
  	
  	
  parent	
  	
  	
  	
  	
  guardian	
  	
  	
  	
  	
  self	
  

Insurance	
  ID	
  #:	
  _____________________________________	
  	
   Insurance	
  Group	
  #:	
  _____________________________	
  

Medicare	
  #:__________________________________________________________________	
  (Specify	
  type	
  A,	
  B,	
  C,	
  etc…)	
  
	
  
	
  	
  	
   	
  	
  	
  	
  	
  	
  	
  	
  

Emergency	
  Contact	
  Information	
  
	
  

It	
  is	
  important	
  for	
  SUNY	
  Potsdam	
  to	
  know	
  who	
  you	
  wish	
  to	
  have	
  contacted	
  in	
  an	
  emergency.	
  	
  Often,	
  Student	
  Health	
  
Services	
  has	
  the	
  most	
  up-­‐to-­‐date	
  	
  information	
  on	
  campus	
  in	
  this	
  regard;	
  	
  Therefore,	
  the	
  information	
  you	
  submit	
  in	
  this	
  
section	
  might	
  be	
  shared	
  with	
  other	
  campus	
  departments.	
  	
  	
  ABSOLUTELY	
  	
  NO	
  	
  OTHER	
  INFORMATION	
  	
  IN	
  	
  THIS	
  	
  PACKET	
  	
  
WILL	
  	
  BE	
  	
  SHARED.	
  	
  We	
  are	
  very	
  strict	
  about	
  protecting	
  your	
  health	
  information	
  and	
  privacy.	
  
	
  

	
  
Emergency	
  Contact	
  #1:	
  	
  __________________________	
  	
   Emergency	
  Contact	
  #2:	
  __________________________	
  

Relationship	
  to	
  student:	
  	
  _________________________	
  	
   Relationship	
  to	
  student:	
  _________________________	
  

Address:	
  	
  ______________________________________	
  	
   Address:	
  	
  _____________________________________	
  

	
   	
  	
  	
  	
  _____________________________________	
  	
   	
   	
  	
  	
  	
  _____________________________________	
  

Home	
  phone	
  #:	
  	
  ________________________________	
  	
   Home	
  phone	
  #:	
  ________________________________	
  

Work	
  phone	
  #:	
  	
  	
  ________________________________	
  	
   Work	
  phone	
  #:	
  	
  ________________________________	
  

Cell	
  phone	
  #:	
  	
  	
  	
  _________________________________	
  	
   Cell	
  phone	
  #:	
  	
  	
  	
  	
  ________________________________	
  

	
  

	
  

	
  

Revised	
  REM	
  9-­‐07;	
  	
  REM	
  3-­‐10;	
  	
  REM	
  7-­‐11	
   	
   	
   Reviewed:	
  	
  REM	
  10-­‐08	
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Name:	
  ____________________________________________	
  	
  	
  
	
  

	
  
	
  
	
  
	
  
DO	
  YOU	
  HAVE	
  ANY	
  ALLERGIES?	
  

Medications:	
  
□	
  No	
  allergies	
  to	
  medication.	
  
□	
  Medication	
  allergies	
  (please	
  list	
  -­‐	
  	
  with	
  reaction).	
  
___________________________________________
___________________________________________	
  

	
  
	
   Foods:	
  

□	
  No	
  food	
  allergies	
  
□	
  Food	
  allergies	
  (please	
  list	
  -­‐	
  with	
  reaction).	
  
___________________________________________
___________________________________________	
  

	
  
	
   Environmental:	
  	
  

□	
  No	
  environmental	
  allergies.	
  
□	
  Environmental	
  allergies	
  (pollens,	
  dust,	
  etc…)	
  
___________________________________________
___________________________________________	
  

	
  
DO	
  YOU	
  TAKE	
  ANY	
  MEDICATIONS?	
  	
  Please	
  list	
  all	
  
medications,	
  herbs,	
  supplements,	
  or	
  vitamins	
  that	
  you	
  take,	
  
with	
  the	
  dosage	
  and	
  the	
  directions	
  on	
  how	
  you	
  use	
  it.	
  
□	
  No	
  	
   	
   	
   	
   □	
  Yes	
   	
  
__________________________________________________
__________________________________________________
__________________________________________________	
  
__________________________________________________
__________________________________________________	
  
__________________________________________________	
  
__________________________________________________	
  
	
  
HAVE	
  YOU	
  HAD	
  ANY	
  SURGERIES?	
  (Please	
  list):	
  
□	
  No	
  	
   	
   	
   	
   □	
  Yes	
  
Explain:____________________________________________	
  
__________________________________________________
__________________________________________________	
  
__________________________________________________	
  
	
  
HAVE	
  YOU	
  HAD	
  ANY	
  OVERNIGHT	
  HOSPITALIZATIONS?	
  	
  
□	
  No	
  	
   	
   	
   	
   □	
  Yes	
  
Explain:____________________________________________
__________________________________________________
__________________________________________________	
  
__________________________________________________	
  
	
  
HAVE	
  YOU	
  HAD	
  ANY	
  MAJOR	
  INJURIES?	
  (Please	
  explain):	
  
□	
  No	
  	
   	
   	
   	
   □	
  Yes	
  
Explain:____________________________________________
__________________________________________________
__________________________________________________	
  
__________________________________________________	
  

Student	
  ID	
  #:	
  ______________________________________	
  
	
  
	
  
	
  
	
  
	
  
PAST	
  MEDICAL	
  HISTORY:	
  
Please	
  indicate	
  if	
  you	
  have	
  ever	
  been	
  diagnosed	
  with	
  
disorders	
  in	
  any	
  the	
  following	
  organ	
  systems:	
  
	
   	
   	
   	
   Yes	
   	
   No	
  
Eye	
   	
   	
   	
   	
  	
  �	
   	
   	
  	
  □	
  	
  	
  
Ear,	
  Nose,	
  Throat	
  	
   	
   	
  	
  □	
   	
   	
  	
  □	
  	
  	
   	
  
Heart	
   	
   	
   	
   	
  	
  □	
   	
   	
  	
  □	
  	
  	
   	
  	
  
Lungs	
   	
   	
   	
   	
  	
  □	
   	
   	
  	
  □	
  	
  	
   	
  
Esophagus,	
  Stomach,	
  Intestines	
   	
  	
  □	
   	
   	
  	
  □ 
Liver	
  	
  	
   	
   	
   	
   	
  	
  □	
   	
   	
  	
  □	
  	
  	
   	
  
Urinary	
  	
   	
   	
   	
   	
  	
  □	
   	
   	
  	
  □	
  	
  	
  
Gynecologic	
   	
   	
   	
  	
  □	
   	
   	
  	
  □	
  	
  	
  
Breast	
   	
   	
   	
   	
  	
  □	
   	
   	
  	
  □	
  
Bones,	
  Joints,	
  Muscles	
   	
   	
  	
  □	
   	
   	
  	
  □	
  	
  	
  
Neurologic	
   	
   	
   	
  	
  □	
   	
   	
  	
  □	
  	
  	
  
Endocrine	
  (Hormonal)	
   	
   	
  	
  □	
   	
   	
  	
  □	
  	
  	
  
Psychiatric	
   	
   	
   	
  	
  □	
   	
   	
  	
  □	
  	
  	
  
Skin	
   	
   	
   	
   	
  	
  □	
   	
   	
  	
  □	
  	
  	
  
Cancer,	
  Blood,	
  or	
  Lymphatic	
   	
  	
  □	
   	
   	
  	
  □	
  	
  	
  
Immune,	
  Autoimmune	
   	
   	
  	
  □	
   	
   	
  	
  □ 
Other:	
  	
  ___________________	
   	
  	
  □	
   	
   	
  	
  □	
  
	
  	
  	
  
	
  
Please	
  give	
  the	
  diagnosis	
  and	
  details	
  in	
  the	
  space	
  provided.	
  
__________________________________________________
__________________________________________________	
  
__________________________________________________
__________________________________________________
__________________________________________________	
  
__________________________________________________
__________________________________________________
__________________________________________________	
  
__________________________________________________
__________________________________________________
__________________________________________________	
  
__________________________________________________
__________________________________________________
__________________________________________________	
  
__________________________________________________
__________________________________________________
__________________________________________________	
  
__________________________________________________
__________________________________________________
__________________________________________________	
  
__________________________________________________
__________________________________________________
__________________________________________________	
  
__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________
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HEALTH	
  INFORMATION	
  PACKET	
  
Medical	
  History	
  Questionnaire	
  
	
  



	
  
Name:	
  ______________________________________________	
   STUDENT	
  ID	
  #:	
  ______________________________________	
  
	
  
	
  

TUBERCULOSIS	
  (TB)	
  SCREENING	
  FORM	
  
	
  

Follow	
  each	
  step	
  in	
  order.	
  	
  When	
  the	
  instructions	
  tell	
  you	
  to	
  do	
  so,	
  sign	
  and	
  submit	
  this	
  form	
  to	
  Student	
  Health	
  Services,	
  44	
  
Pierrepont	
  	
  Avenue,	
  Potsdam,	
  NY	
  	
  	
  13676;	
  	
  or	
  Fax	
  it	
  to	
  315-­‐267-­‐3260.	
  	
  This	
  form	
  must	
  be	
  submitted	
  before	
  you	
  arrive	
  on	
  campus.	
  

	
  

STEP	
  1:	
  	
  PLEASE	
  ANSWER	
  ALL	
  QUESTIONS.	
  	
  	
  
□Yes	
   □	
  No	
   In	
  the	
  last	
  5	
  years,	
  have	
  you	
  spent	
  more	
  than	
  one	
  month	
  in	
  any	
  of	
  the	
  following	
  countries?	
  	
  	
  Afghanistan,	
  Algeria,	
  
Angola,	
  Anguilla,	
  Argentina,	
  Armenia,	
  Azerbaijan,	
  Bahamas,	
  Bahrain,	
  Bangladesh,	
  Belarus,	
  Belize,	
  Benin,	
  Bhutan,	
  Bolivia,	
  Bosnia	
  &	
  Herzegovina,	
  Botswana,	
  Brazil,	
  
Brunei	
  Darussalam,	
  Bulgaria,	
  Burkina	
  Faso,	
  Burundi,	
  Cambodia,	
  Cameroon,	
  Cape	
  Verde,	
  Central	
  African	
  Republic,	
  Chad,	
  China,	
  Columbia,	
  Comoros,	
  Congo,	
  Congo	
  
Democratic	
  Republic,	
  Cote	
  d’Ivoire,	
  Croatia,	
  Djibouti,	
  Dominican	
  Republic,	
  Ecuador,	
  Egypt,	
  El	
  Salvador,	
  Equatorial	
  Guinea,	
  Eritrea,	
  Estonia,	
  Ethiopia,	
  Fiji,	
  French	
  
Polynesia,	
  Gabon,	
  Gambia,	
  Georgia,	
  Ghana,	
  Guam,	
  Guatemala,	
  Guinea,	
  Guinea-­‐Bissau,	
  Guyana,	
  Haiti,	
  Honduras,	
  India,	
  Indonesia,	
  Iran,	
  Iraq,	
  Japan,	
  Kazakhstan,	
  
Kenya,	
  Kiribati,	
  Korea-­‐DPR,	
  Korea	
  –Rep,	
  Kuwait,	
  Kyrgyzstan,	
  Lao	
  PDR,	
  Latvia,	
  Lesotho,	
  Liberia,	
  Lithuania,	
  Macedonia-­‐TFYR,	
  Madagascar,	
  Malawi,	
  Malaysia,	
  Maldives,	
  
Mali,	
  Marshall	
  Islands,	
  Mauritania,	
  Mauritius,	
  Mexico,	
  Micronesia,	
  Moldova-­‐Rep,	
  Mongolia,	
  Montenegro,	
  Morocco,	
  Mozambique,	
  Myanmar,	
  Namibia,	
  Nauru,	
  Nepal,	
  
New	
  Caledonia,	
  Nicaragua,	
  Niger,	
  Nigeria,	
  Niue,	
  Northern	
  Mariana	
  Islands,	
  Pakistan,	
  Palau,	
  Panama,	
  Papua	
  New	
  Guinea,	
  Paraguay,	
  Peru,	
  Philippines,	
  Poland,	
  
Portugal,	
  Qatar,	
  Romania,	
  Russian	
  Federation,	
  Rwanda,	
  St.	
  Vincent	
  &	
  the	
  Grenadines,	
  Sao	
  Tome	
  &	
  Principe,	
  Saudi	
  Arabia,	
  	
  Senegal,	
  Seychelles,	
  Sierra	
  Leone,	
  
Singapore,	
  Solomon	
  Islands,	
  Somalia,	
  South	
  Africa,	
  	
  Spain,	
  Sri	
  Lanka,	
  Sudan	
  –	
  Republic	
  of,	
  Sudan	
  -­‐	
  South,	
  Suriname,	
  Syrian	
  Arab	
  Republic,	
  Swaziland,	
  Tajikistan,	
  
Tanzania-­‐UR,	
  Thailand,	
  Timor-­‐Leste,	
  Togo,	
  Tokelau,	
  Tonga,	
  Tunisia,	
  Turkey,	
  Turkmenistan,	
  Tuvalu,	
  Uganda,	
  Ukraine,	
  Uruguay,	
  Uzbekistan,	
  Vanuatu,	
  Venezuela,	
  
Vietnam,	
  Wallis	
  &	
  Fortuna	
  Islands,	
  West	
  Bank	
  &	
  Gaza	
  Strip,	
  Yemen,	
  Zambia,	
  Zimbabwe	
  

□Yes	
   □	
  No	
   Have	
  you	
  been	
  exposed	
  to	
  someone	
  with	
  TB	
  or	
  someone	
  who	
  has	
  tested	
  positive	
  for	
  TB?	
  
□Yes	
   □	
  No	
   Do	
  you	
  have	
  a	
  history	
  of	
  a	
  positive	
  tuberculosis	
  test?	
  
□Yes	
   □	
  No	
   Do	
  you	
  have	
  a	
  weak	
  immune	
  system	
  (HIV	
  infection,	
  immune	
  suppressing	
  drugs,	
  currently	
  on	
  chemotherapy)?	
  
□Yes	
   □	
  No	
   Have	
  you	
  had	
  a	
  gastric	
  (stomach)	
  bypass	
  operation	
  or	
  had	
  part	
  of	
  your	
  stomach	
  removed?	
  
□Yes	
   □	
  No	
   Are	
  you	
  underweight	
  (BMI	
  <	
  18.5)?	
  
□Yes	
   □	
  No	
   Have	
  you	
  worked	
  in	
  an	
  institutional	
  setting	
  (hospital,	
  nursing	
  home,	
  homeless	
  shelter,	
  correctional	
  facility,	
  etc…)?	
  
□Yes	
   □	
  No	
   Have	
  you	
  ever	
  used	
  a	
  needle	
  to	
  inject	
  illicit	
  drugs?	
  
□Yes	
   □	
  No	
   Do	
  you	
  have	
  diabetes,	
  chronic	
  kidney	
  failure,	
  leukemia/lymphoma,	
  or	
  an	
  intestinal	
  malabsorption	
  syndrome	
  

(celiac	
  sprue,	
  Whipple’s	
  disease,	
  cystic	
  fibrosis,	
  etc…)?	
  
□Yes	
   □	
  No	
   Do	
  you	
  have	
  any	
  of	
  the	
  following	
  symptoms?	
  	
  	
  •	
  Cough	
  for	
  over	
  3	
  weeks	
  •	
  Night	
  sweats	
  •	
  Decreased	
  appetite	
  

•	
  Unexplained	
  fever	
  (temperature	
  >	
  38°	
  C	
  or	
  100.4°	
  F)	
  •	
  Unexplained	
  weight	
  loss	
  •	
  Severe,	
  unexplained	
  fatigue	
  
	
  

	
  

IF	
  YOU	
  ANSWERED	
  “YES”	
  TO	
  ANY	
  OF	
  THESE	
  QUESTIONS	
  	
  GO	
  TO	
  STEP	
  2.	
  	
  If	
  all	
  answers	
  are	
  no,	
  stop	
  here.	
  	
  Sign	
  and	
  submit	
  this	
  form.	
  
	
  

STEP	
  2:	
   You	
  are	
  REQUIRED	
  to	
  have	
  a	
  tuberculosis	
  test	
  before	
  you	
  arrive	
  on	
  campus.	
  	
  It	
  must	
  be	
  done	
  even	
  if	
  you	
  have	
  had	
  
a	
  Bacille	
  Calmette-­‐Guérin	
  (BCG)	
  immunization.	
  	
  The	
  test	
  may	
  be	
  a	
  purified	
  protein	
  derivative	
  (PPD)	
  or	
  an	
  
interferon-­‐gamma	
  release	
  assay	
  (IGRA),	
  such	
  as	
  a	
  QuantiFERON®-­‐G,	
  QuantiFERON®-­‐GIT,	
  or	
  a	
  T-­‐SPOT®	
  test.	
  	
  	
  

	
  

PPD	
  Date:	
  	
  __________	
   	
   PPD	
  Result:	
  	
  __________	
  	
  mm	
  	
  induration	
   	
   Interpretation:	
   	
  	
  positive	
  	
  	
  	
  	
  	
  negative	
  
Interpreting	
  healthcare	
  provider	
  signature:	
  	
  ____________________________________	
  	
   Phone	
  #:	
  ____________________	
  
	
  

IGRA	
  Name:	
  	
  	
   	
   __________________________________________________	
  	
   IGRA	
  Date:	
  __________________	
   	
  
IGRA	
  Results:	
   	
   please	
  attach	
  a	
  copy	
  of	
  the	
  IGRA	
  report,	
  including	
  Nil	
  value,	
  TB	
  response,	
  and	
  mitogen	
  response.	
  
IGRA	
  Interpretation:	
   positive	
   	
   	
   	
   negative	
  	
   	
   	
   indeterminate	
  
	
  

	
  

IF	
  THE	
  TUBERCULOSIS	
  TEST	
  IS	
  POSITIVE	
  OR	
  INDETERMINANT,	
  GO	
  TO	
  STEP	
  3.	
  	
  If	
  it’s	
  negative,	
  stop	
  here.	
  	
  Sign	
  and	
  submit	
  this	
  form.	
  
	
  

Step	
  3:	
  	
  You	
  MUST	
  have	
  a	
  chest	
  x-­‐ray.	
  	
  Once	
  it	
  is	
  done,	
  attach	
  a	
  copy	
  of	
  the	
  x-­‐ray	
  report	
  	
  and	
  submit	
  this	
  form.	
  
	
  

Chest	
  X-­‐ray	
  date:	
  __________	
   Chest	
  	
  X-­‐ray	
  result:	
  _______________________________________________________	
  
	
  

Healthcare	
  Provider	
  signature:	
  ________________________________________	
   Date:	
  _______________________	
  
Healthcare	
  Provider	
  name,	
  address,	
  and	
  phone	
  #:	
  	
  
	
  

	
  
Signature:	
  	
  _____________________________________	
   Date:	
  _____________	
  
	
   	
   Student	
  Signature	
  (or	
  parent/guardian	
  if	
  student	
  is	
  <	
  18	
  years	
  old	
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HEALTH	
  INFORMATION	
  PACKET	
  
Proof	
  of	
  Immunization	
  Form	
  

	
  
All	
  	
  students	
  	
  MUST	
  provide	
  proof	
  of	
  immunity	
  against	
  measles,	
  mumps,	
  and	
  rubella,	
  regardless	
  of	
  the	
  number	
  of	
  credit	
  
hours	
  they	
  are	
  taking.	
  	
  	
  Those	
  individuals	
  born	
  prior	
  to	
  January	
  1,	
  1957	
  are	
  exempt	
  from	
  this	
  immunization	
  requirement,	
  
but	
  the	
  rest	
  of	
  this	
  packet	
  must	
  be	
  completed.	
  	
  You	
  may	
  have	
  your	
  health	
  care	
  provider	
  complete	
  this	
  page	
  	
  OR	
  	
  you	
  may	
  
attach	
  an	
  official	
  copy	
  (signed	
  by	
  your	
  medical	
  provider	
  or	
  school	
  nurse)	
  of	
  your	
  immunization	
  record.	
  	
  	
  	
  
	
  

Name:	
  _________________________________	
  
DOB:	
  	
  	
  	
  _________________________________	
  
	
  
	
  

REQUIRED	
  IMMUNIZATIONS	
  
	
  
Options	
  for	
  Proof	
  of	
  Measles/Mumps/Rubella	
  (MMR):	
  
	
  
MMR	
  or	
  Measles	
  #1:____________________(mm/dd/yy)	
  
	
  
	
  
MMR	
  or	
  Measles	
  #2:____________________(mm/dd/yy)	
  

OR	
  
	
  

	
  Measles	
  Titer*:	
  _______________________(mm/dd/yy)	
  
	
  

or	
  
	
  

	
  Physician	
  diagnosed	
  Measles:____________(mm/dd/yy)	
  
	
  

plus	
  
	
  
	
  Rubella	
  Titer*:	
  _______________________(mm/dd/yy)	
  
	
  
	
  
	
  Mumps	
  Titer*:	
  _______________________(mm/dd/yy)	
  
	
  
*attach	
  copy	
  of	
  titer	
  reports	
  to	
  this	
  form	
  
	
  
	
  

THIS	
  FORM	
  MUST	
  BE	
  SIGNED	
  BY	
  A	
  HEALTH	
  
CARE	
  PROVIDER	
  TO	
  CERTIFY	
  ITS	
  ACCURACY.	
  

	
  
	
  
Signature	
  and	
  Title	
  of	
  Healthcare	
  Provider	
  
	
  
Date	
  
	
  
Printed	
  Name	
  
	
  
Address	
  
	
  
Phone/Fax	
  Number	
  
	
  
	
  
Revised:	
  	
  9-­‐11	
  

Student	
  ID#:	
  ________________________________	
  
Prior	
  Name	
  (if	
  any):	
  __________________________	
  
	
  
	
  

RECOMMENDED	
  IMMUNIZATIONS	
  
	
  
Meningitis	
  Vaccine	
  (indicate	
  which	
  given):	
  
�	
  MCV4	
  (Menactra™)	
  	
   	
  	
  	
  	
  	
  _____________(mm/dd/yy)	
  	
  	
  	
  	
  	
  
□	
  MPSV4	
  (Menomune™)	
  	
  	
  	
  	
  	
  _____________(mm/dd/yy)	
  

	
  
Hepatitis	
  B	
  Vaccine	
  series:	
  
	
  
Hepatitis	
  B	
  #1:	
  ________________(mm/dd/yy)	
  

Hepatitis	
  B	
  #2:	
  ________________(mm/dd/yy)	
  

Hepatitis	
  B	
  #3:	
  ________________(mm/dd/yy)	
  

	
  
Varicella	
  (Chicken	
  Pox)	
  Vaccine	
  if	
  never	
  had	
  disease:	
  
	
  
Varicella	
  #1:	
  __________________________(mm/dd/yy)	
  

Varicella	
  #2:	
  __________________________(mm/dd/yy)	
  

	
  
Tetanus/Diphtheria	
  Booster	
  (within	
  last	
  10	
  years):	
  
□	
  	
  Td	
  
□	
  	
  Tdap	
  	
  	
  	
  	
  ____________________________(mm/dd/yy)	
  
	
  
Human	
  Papilloma	
  Virus	
  (HPV)	
  Vaccine:	
  
	
  
HPV	
  #1:	
  	
  _____________________________(mm/dd/yy)	
  

HPV	
  #2:	
  	
  _____________________________(mm/dd/yy)	
  

HPV	
  #3:	
  	
  _____________________________(mm/dd/yy)	
  

Hepatitis	
  A	
  Vaccine:	
  

Hep	
  A	
  Vaccine	
  #1:	
  	
  ____________________(mm/dd/yy)	
  

Hep	
  A	
  Vaccine	
  #2:	
  	
  ____________________(mm/dd/yy)	
  

	
  
	
  
SEND	
  FORM	
  TO:	
  	
  	
  

Student	
  Health	
  Services	
  
44	
  Pierrepont	
  Avenue,	
  Potsdam	
  NY	
  	
  	
  13676	
  

Fax:	
  	
  315-­‐267-­‐3260
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Meningococcal	
  Meningitis	
  FAQs	
  
	
  
What	
  is	
  meningococcal	
  disease?	
  	
  Meningococcal	
  disease	
  is	
  a	
  severe	
  bacterial	
  infection	
  of	
  the	
  bloodstream	
  or	
  meninges	
  (a	
  thin	
  
lining	
  covering	
  the	
  brain	
  and	
  spinal	
  cord)	
  caused	
  by	
  the	
  Neisseria	
  meningitidis	
  germ.	
  
	
  
Who	
  gets	
  meningococcal	
  disease?	
  	
  Anyone	
  can	
  get	
  meningococcal	
  disease,	
  but	
  it	
  is	
  more	
  common	
  in	
  infants,	
  children,	
  and	
  those	
  
living	
  in	
  crowded	
  conditions	
  (such	
  as	
  college	
  students).	
  	
  Other	
  persons	
  at	
  increased	
  risk	
  include	
  household	
  contacts	
  of	
  those	
  known	
  
to	
  have	
  had	
  the	
  disease,	
  immunocompromised	
  people,	
  and	
  people	
  traveling	
  to	
  parts	
  of	
  the	
  world	
  where	
  the	
  disease	
  is	
  common.	
  
	
  
How	
  is	
  the	
  meningococcus	
  germ	
  spread?	
  	
  It	
  is	
  spread	
  by	
  coming	
  in	
  contact	
  with	
  the	
  nose	
  or	
  throat	
  secretions	
  	
  of	
  an	
  infected	
  person.	
  
	
  
What	
  are	
  the	
  symptoms?	
  	
  High	
  fever,	
  headache,	
  vomiting,	
  stiff	
  neck	
  and	
  a	
  rash	
  are	
  symptoms	
  of	
  meningococcal	
  disease.	
  The	
  
symptoms	
  may	
  appear	
  2	
  to	
  10	
  days	
  after	
  exposure,	
  but	
  usually	
  within	
  5	
  days.	
  Among	
  people	
  who	
  develop	
  meningococcal	
  disease,	
  
10-­‐15%	
  	
  die	
  in	
  spite	
  of	
  treatment.	
  Of	
  those	
  who	
  live,	
  permanent	
  brain	
  damage,	
  hearing	
  loss,	
  kidney	
  failure,	
  loss	
  of	
  arms	
  or	
  legs,	
  or	
  
chronic	
  nervous	
  system	
  problems	
  can	
  occur.	
  
	
  
What	
  is	
  the	
  treatment	
  for	
  meningococcal	
  disease?	
  	
  Antibiotics	
  are	
  the	
  mainstay	
  of	
  treatment	
  for	
  meningococcal	
  disease.	
  
	
  
Is	
  there	
  a	
  vaccine	
  to	
  prevent	
  meningococcal	
  meningitis?	
  	
  There	
  are	
  two	
  types	
  of	
  meningococcal	
  vaccines	
  available	
  in	
  the	
  US:	
  	
  	
  

• Meningococcal	
  polysaccharide	
  vaccine	
  (MPSV4)	
  –	
  marketed	
  under	
  the	
  trade	
  name	
  Menomune.®	
  
• Meningococcal	
  conjugate	
  vaccine	
  (MCV4)	
  –	
  produced	
  by	
  different	
  companies	
  under	
  the	
  names	
  Menactra®	
  and	
  Menveo.®	
  

Each	
  vaccine	
  can	
  prevent	
  	
  2	
  of	
  the	
  3	
  most	
  common	
  meningococcal	
  strains	
  in	
  the	
  US.	
  	
  While	
  the	
  shots	
  do	
  not	
  prevent	
  every	
  
vaccinated	
  person	
  from	
  becoming	
  ill,	
  they	
  do	
  protect	
  many	
  people	
  who	
  might	
  otherwise	
  become	
  sick	
  or	
  die.	
  	
  	
  
	
  
Who	
  should	
  get	
  the	
  meningococcal	
  vaccine?	
  	
  The	
  vaccine	
  is	
  recommended	
  for:	
  

• all	
  11	
  to	
  18	
  year	
  olds;	
  
• all	
  first	
  year	
  college	
  students	
  living	
  in	
  dormitories;	
  
• People	
  at	
  increased	
  risk	
  of	
  meningococcal	
  disease	
  (persons	
  with	
  terminal	
  complement	
  deficiencies,	
  asplenia,	
  some	
  

laboratory	
  workers,	
  travelers	
  to	
  areas	
  of	
  the	
  world	
  where	
  meningococcal	
  illness	
  is	
  common).	
  
	
  
I	
  had	
  one	
  meningitis	
  vaccine.	
  	
  Do	
  I	
  need	
  a	
  booster	
  dose?	
  	
  MPSV4,	
  the	
  older	
  vaccine,	
  requires	
  a	
  booster	
  dose	
  every	
  3	
  to	
  5	
  years.	
  	
  	
  
When	
  MCV4	
  first	
  arrived	
  it	
  was	
  expected	
  that	
  boosters	
  would	
  not	
  be	
  needed;	
  	
  however,	
  current	
  	
  data	
  suggests	
  that	
  its	
  immunity	
  
wanes	
  in	
  most	
  adolescents	
  after	
  5	
  years.	
  	
  A	
  booster	
  dose	
  is	
  now	
  recommended	
  for	
  students	
  headed	
  to	
  college	
  if	
  it	
  has	
  been	
  more	
  
than	
  5	
  years	
  since	
  their	
  last	
  dose.	
  
	
  
Is	
  the	
  vaccine	
  safe?	
  Vaccines,	
  like	
  any	
  medicines,	
  can	
  cause	
  serious	
  problems	
  like	
  severe	
  allergic	
  reactions.	
  The	
  risk	
  of	
  the	
  
meningococcal	
  vaccine	
  causing	
  serious	
  harm	
  or	
  death	
  is	
  extremely	
  small.	
  	
  A	
  serious	
  nervous	
  system	
  disorder	
  called	
  Guillain-­‐Barré	
  
Syndrome	
  (or	
  GBS)	
  has	
  been	
  reported	
  among	
  some	
  people	
  who	
  received	
  MCV4.	
  	
  This	
  happens	
  so	
  rarely	
  that	
  it	
  is	
  currently	
  not	
  
possible	
  to	
  tell	
  if	
  the	
  vaccine	
  might	
  be	
  a	
  factor.	
  	
  Mild	
  side	
  effects,	
  such	
  as	
  redness	
  or	
  pain	
  where	
  the	
  shot	
  is	
  given,	
  can	
  occur	
  in	
  up	
  to	
  
50%	
  of	
  those	
  vaccinated.	
  	
  If	
  a	
  problem	
  like	
  this	
  occurs	
  	
  they	
  usually	
  last	
  for	
  1	
  or	
  2	
  days.	
  They	
  are	
  more	
  common	
  after	
  MCV4	
  than	
  
after	
  MPSV4.	
  	
  A	
  small	
  percentage	
  of	
  people	
  who	
  receive	
  the	
  vaccine	
  develop	
  a	
  fever.	
  	
  	
  
	
  
How	
  do	
  I	
  get	
  more	
  information	
  about	
  meningococcal	
  disease	
  and	
  vaccination?	
  	
  Contact	
  your	
  medical	
  provider	
  or	
  SUNY	
  Potsdam’s	
  
Student	
  Health	
  Service.	
  	
  	
  There	
  is	
  also	
  information	
  available	
  on	
  the	
  websites	
  of	
  the	
  New	
  York	
  State	
  Department	
  of	
  Health,	
  
http://www.health.state.ny.us/diseases/communicable/meningococcal/fact_sheet.htm	
  ;	
  and	
  the	
  Centers	
  for	
  Disease	
  Control	
  and	
  
Prevention,	
  	
  http://www.cdc.gov/meningitis/index.html.	
  	
  
	
  
	
  

Watkins	
  Student	
  Health	
  Services	
  Center	
  	
  	
  •	
  	
  	
  Phone:	
  	
  (315)	
  267-­‐2377	
  	
  	
  •	
  	
  	
  Fax:	
  	
  (315)	
  	
  267-­‐3260	
  
44	
  Pierrepont	
  Avenue	
  	
  	
  •	
  	
  	
  Potsdam,	
  New	
  York	
  	
  13676-­‐2294	
  	
  	
  •	
  	
  	
  www.potsdam.edu/studentlife/healthservices	
  

	
  
Revised:	
  	
  REM	
  9-­‐11	
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HEALTH	
  INFORMATION	
  PACKET	
  
	
  

Meningococcal	
  Meningitis	
  Response	
  Form	
  
	
  
	
  

New	
  York	
  State	
  Public	
  Health	
  Law	
  2167	
  requires	
  all	
  college	
  and	
  university	
  students	
  who	
  are	
  enrolled	
  for	
  at	
  least	
  six	
  (6)	
  
semester	
  hours	
  or	
  equivalent,	
  or	
  at	
  least	
  four	
  (4)	
  semester	
  hours	
  per	
  quarter,	
  to	
  complete	
  this	
  form	
  or	
  to	
  submit	
  proof	
  
of	
  meningitis	
  vaccination.	
  	
  Mail	
  or	
  fax	
  this	
  form	
  to	
  the	
  address	
  below,	
  	
  or	
  submit	
  it	
  electronically	
  through	
  your	
  BearPaws	
  
account	
  (only	
  available	
  if	
  the	
  student	
  is	
  over	
  18	
  years	
  old).	
  
	
  
	
  

You	
  must	
  check	
  one	
  of	
  the	
  following	
  boxes.	
  
	
  

	
  
Student’s	
  Name:	
  	
   _________________________________________	
   DOB:	
  	
  _________________________	
  
Student	
  ID	
  #:	
   	
   _________________________________________	
   Date:	
  _________________________	
  
	
  
I	
  certify	
  that:	
  	
  
	
  
	
  

�	
   the	
  student	
  has	
  had	
  the	
  meningococcal	
  meningitis	
  immunization	
  (MPSV4	
  	
  or	
  	
  MCV4)	
  within	
  the	
  past	
  	
  10	
  
years.	
  	
  	
  

	
   	
  
�	
  	
   I	
  have	
  read,	
  or	
  have	
  had	
  explained	
  to	
  me,	
  the	
  information	
  regarding	
  meningococcal	
  meningitis	
  disease.	
  	
  

The	
  student	
  will	
  obtain	
  the	
  immunization	
  against	
  meningococcal	
  meningitis.	
  
	
  
�	
  	
   I	
  have	
  read,	
  or	
  have	
  had	
  explained	
  to	
  me,	
  the	
  information	
  regarding	
  meningococcal	
  meningitis	
  disease.	
  	
  I	
  

understand	
  the	
  risks	
  of	
  not	
  receiving	
  the	
  vaccine.	
  	
  The	
  student	
  will	
  NOT	
  obtain	
  immunization	
  against	
  
meningococcal	
  meningitis	
  disease.	
  

	
  
	
   	
  
	
  

Student’s	
  Signature:	
  __________________________________________________	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  (if	
  student	
  is	
  under	
  18	
  years	
  old,	
  must	
  be	
  signed	
  by	
  parent/guardian)	
  

	
  

 
 
 
 

Watkins Student Health Services Center   •   Phone:  (315) 267-2377   •   Fax:  (315)  267-3260 
44 Pierrepont Avenue   •   Potsdam, New York  13676-2294   •   www.potsdam.edu/studentlife/healthservices 
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