
 

Mail this form and a copy of your insurance card to: Benedictine Student Health, 1020 N 2nd, Atchison, KS, 66002. 
 

BENEDICTINE COLLEGE STUDENT HEALTH FORM 
 

PART I. STUDENT INFORMATION 
 

Date of entry to Benedictine:   Mo____ Yr____  Re-entry?   Yes   No 
 

Name____________________________________________________________________Birth Date____________Sex:   M    F 

             First       Middle                      Last     

Student’s Email________________________________________________________Student’s Cell Phone(_____)___________ 

 

Home Address_____________________________________________________________________Phone(_____)___________ 

                          Street                     City            State           Country      Zip 

Father’sName__________________________________________________________________Phone(W)(____)_____________ 

                          First      Middle                               Last           (H)(____)_____________ 

Mother’s Name________________________________________________________________ Phone(W)(____)_____________ 

                             First      Middle                               Last                                      Phone(H)(____)_____________ 

Emergency Contact Name________________________________________________ Relationship________________________ 

Phone: Work(____)________________    Home(____)________________ 
 

PART II. MEDICAL HISTORY 

Do you have a present of past history of:  (check all that apply) 

□Alcohol Abuse 

□Anemia 

□Arthritis 

□Asthma 

□Back Problems 

□Cancer 

□Chicken Pox 

□Colitis 

□Convulsions/Seizures 

□Cough (Chronic) 

□Depression 

□Diabetes 

□Disability/Handicap 

□Drug Abuse 

□Ear Trouble/Hearing Loss 

□Eating Disorder 

□Eye Disease/Problems 

□Gallbladder Trouble 

□Hay Fever (Recurrent) 

□Head Injury 

□Headache (Recurrent) 

□Heart Disease/Problems 

□Hepatitis/Jaundice 

□Hernia/Rupture 

□High Blood Pressure 

□Intestinal/Stomach Trouble 

□Joint Disease/Injury 

□Measles, Red 

□Menstrual Problems 

□Migraine Headache 

□Mononucleosis, Infectious 

□Mumps 

□Pneumonia 

□Paralysis 

□Polio 

□Psychological Counseling 

□Rheumatic Fever 

□Rubella (3-day Measles) 

□Scarlet Fever 

□Sexually Tran Dis (STD) 

□Sickle Cell Trait (Anemia) 

□Sinus Trouble 

□Skin Problems (Chronic) 

 

□Sleep Problems 

□Smoking (how long?) 

 

□Spleen, Surgical Removal 

□Thyroid Disease 

□Tuberculosis 

 

□Urinary Tract Infection 

□Other_______________________________________________________________________________________ 

Brief explanation of any marked: 
 

DO YOU HAVE ANY SPECIAL HEATH CONCERNS? Please List:_____________________________________ 

_____________________________________________________________________________________________ 
 

MEDICATIONS (list all currently taking)                DRUG ALLERGIES 

_________________________________________________            ________________________________________________  

_________________________________________________            ________________________________________________ 
 

HOSPITALIZATIONS/SURGERIES                                                 ALLERGIES (latex, tape, food, others) 

_________________________________________________            ________________________________________________            

_________________________________________________            ________________________________________________ 
 

PART III. FAMILY HISTORY (place relationship in blank) 

□Alcohol/Drug Abuse_________ □Death Before 50_________□Elevated Cholesterol________ □Hypertension/Stroke________ 

□Cancer/Type_______________ □Diabetes________________ □Heart Disease____________ □Mental Illness______________ 

□Other_________________________________________________________________________________________________ 

Brief explanation of any marked: 
 

PART IV. CONSENT FOR TREATMENT 
By signature, I verify that the information provided on this form is accurate and complete and truthfully recorded. I authorize Benedictine Student 
Health Center to provide medical services, immunizations, and therapeutic services to the above named student as may be necessary, and if 

needed, to refer to private care when special service is indicated. (Parent must also sign if student is under 18 years of age).  

 

________________________________________________________________________________________________________ 

Student’s Signature           Signature of Parent/Guardian                   Date 

 



PART V. REQUIRED IMMUNIZATIONS AND TUBERCULOSIS SCREENING 

The Benedictine College policy REQUIRES that all newly admitted or readmitted students born after January 1, 1957 show 

proof of TWO vaccinations for Measles, Mumps, Rubella, show proof of Meningitis vaccine and complete the tuberculosis 

screening process stated below. Failure to do so will result in being placed on administrative hold and blocked from enrollment in 

the following semester. History of Measles is NOT acceptable. Please submit one of the following: 

 This personal record completed by a healthcare giver 

 OR a physician or clinic report 

 OR a copy of your school immunization record 
 

A. REQUIRED MMR (measles, mumps, rubella) Date:  1st____/____/____ 2nd ____/____/____ 

Or:  Measles 1st ____/____/____          2nd  ____/____/____           Or date of Immune Titer_______________________ 

And Mumps  1st ____/____/____      Or date disease confirmed by physician____________Or date of Immune Titer___________ 

And Rubella  1st ____/____/____     Or date of Immune Titer________________  (clinical history NOT acceptable for Rubella) 
 

B. REQUIRED TUBERCULOSIS SCREENING (All students must answer the following questions.)  WRITE YES OR NO 

TO THE FOLLOWING: 

 _____You are from or have lived for 2 months or more in Africa, Mexico, Central or South America, the Caribbean,  

                           Oceania/Pacific Islands, Asia, Indian Subcontinent, Middle East, or Eastern Europe & N.I.S. (circle those that  

                           apply) 

 _____Have you had any of the following symptoms for more than 2 weeks? Persistent cough, bloody sputum, night  

                           sweats, fever, weight loss, or loss of appetite. (circle those that apply) 

 _____You have been diagnosed with a chronic medical condition that may impair your immune system.  

 _____Have you had a recent known exposure to Tuberculosis? 

 _____You are a healthcare worker. 

 _____You are a volunteer or employee of a nursing home, prison, or other residential institution. 

If any of the above applies, the following is required: 

*Screening:  Come to Student Health for a free Tuberculosis skin test during hours posted at ext. 7117 after arrival to campus. 

OR provide documentation of PPD mantoux skin tests done in the US within the past 12 months: date given_____date read_____ 

Result in m.m. of induration_________ 

(International students:  provide date given if BCG given_____/_____/_____) 

*Chest X-Ray: Chest x-rays will be required for anyone with a positive skin test. X-rays will be taken at the Atchison Hospital. 

Or you may submit an x-ray report taken within the last 12 months, if history of positive PPD. Date of positive PPD___/___/___ 

*Treatment:  A student with a positive skin test will be referred for follow up for possible treatment. If you have been treated for 

TB infection or disease, please provide documentation. 
 

C. REQUIRED MENINGITIS VACCINE………._____/_____/_____ 
 

D. REQUIRED TETANUS/DIPHTHERIA: Completed primary series of tetanus/diphtheria immunizations (DtaP or DTP)…... 

#1_____/_____/_____  #2_____/_____/_____  #3_____/_____/_____  #4_____/_____/_____  #5_____/_____/_____ 
 

E. REQUIRED TETANUS/DIPHTHERIA BOOSTER within the last 10 years…….._____/_____/_____ 

 

PART VI. HIGHLY RECOMMENDED IMMUNIZATIONS 
 

HEPATITIS B………………………………………………..#1_____________  #2______________  #3________________ 

VARICELLA (if not immune to Chicken Pox)………#1___________  #2____________ or date of immune titer_____________ 

INFLUENZA (available in the fall on campus) __________  __________  __________  __________ 

OTHER………………………………………………………….._____/_____/_____ 
 

Medical Provider (must be one of the following):  □ MD         □ Physicians Assistant         □ Nurse Practitioner 

 

________________________________________________________________________________________________________ 

Signature                                                                          Print Name                                                                     Telephone Number 

 

Address: ________________________________________________________________________________________________ 

 

PART VII. STATEMENT OF EXEMPTION TO IMMUNIZATION LAW: 

If your personal or religious beliefs or specific medical condition preclude inoculation, you must sign one of the following 

waivers. Pregnancy is justification for temporary medical exemption. Are you pregnant?  _____Yes  In the event of an outbreak, 

exempted persons will be subject to exclusion from school and quarantine. No reimbursement of tuition will be provided. 
 

A. MEDICAL EXEMPTION:  The physical condition of the above named person is such that immunization would endanger 

life or heath, or is medically contraindicated due to other medical conditions. 

 

Medical professional signature______________________________Business Phone______________________Date__________ 
 

B. RELIGIOUS/PERSONAL EXEMPTION:  Parent or guardian of the above named person or the person himself/herself 

adheres to a religious or personal belief opposed to immunizations. (Parent must sign if the student is under 18 years old) 

 

Student’s Signature___________________________Parent/Guardian Signature__________________________Date__________ 


