I. STUDENT’'S REPORT OF MEDICAL HISTORY

MACALESTER COLLEGE — HEALTH & WELLNESS CENTER

1600 Grand Avenue, Saint Paul, Minnesota 55105
Phone: 651.696.6275 — FAX: 651.696.6687

Email : health@macalester.edu

HEALTH HISTORY RECORD

(The information contained in this form is CONFIDENTIAL and for the use of Health & Wellness Center ONLY.
Complete pages 1 and 2 before going to your physaci for examination.)

... (PLEASE PRINT)

Form must be completed
and returned by mail, fax or
e-mail before August £,
July 15 for athletes

Last Name First Name Middle Sex Date ofiBi

Home Address (Number and Street) City or Town ateSt Country Zip

Next of Kin: Name Relationship Day Phone EReone Cell Phone
Name of person to call in case of emergency : tRealship Day Phone Eve. Phone Cell Phone

Student’'s Email Address

FAMILY HISTORY

Statle Cell Phone Number

HAVE ANY OF YOUR BIOLOGICAL RELATIVES (mother, fatar, grandmother,
grandfather, sister, brother) EVER HAD ANY OF THEH.OWING?

Current Check If Age and Cause of Death Yes No Relationship
Age Deceased
Father Asthma, Hay Fever
Mother Cancer
Arthritis
Chemical Dependency (incl.
Siblings: Alcoholism)
Diabetes
Epilepsy, Convulsions
Eating Disorders
Heart Disease
Kidney Disease
Mental lliness
Migraine Headaches
Tuberculosis
PERSONAL HISTORY
PLEASE CHECK ¢) IF YOU HAVE HAD ANY OF THE FOLLOWING DISEASES ORCONDITIONS.
YES YES YES
Chicken Pox Hay fever SURGERY
German Measles Head injury w/unconsciousness rggagomy
Measles Hepatitis/Type Hernia repair
Mumps Hernia Tonsillectomy
High or low blood pressure Other: List
Kidney disease/injury
ADD/ADHD Malaria
Anemia Mononucleosis ALLERGIES
Anorexia/Bulimia Pain/pressure in chest Penicilli
Arthritis Palpitations Sulfa
Asthma Paralysis Other medications: List

Back problems/Scoliosis

Protein/sugar in urine

Chronic cough

Recent loss/gain of weight

Convulsions Recurrent diarrhea/constipation Foodkist
Diabetes Rheumatic fever or heart murmur Peanut
Disease or injury of joints Sexually transmittésedise

Dizziness or fainting Shortness of breath FEMALES ONLY

Do you smoke? How much?

Sinusitis

Irregular periods

Ear, nose, throat trouble

Stomach problems

Seraraps

Eye problems

Tuberculosis

Excessive flow

Frequent urination

Tumor, cyst or cancer

MotbektDES




PERSONAL HISTORY, continug

PLEASE ELABORATE ON ANY POSITIVE ANSWERS WITH ADDIDNAL COMMENTS IN THE SPACE PROVIDED BELOW.
ALL ANSWERS ARE CONFIDENTIAL.

A. List any illness, injury, surgery, or hospitation (give dates and explain).

B. Do you take medication routinely? Reason andeTyp 1 Yes [1No
C. Do you have any dietary restrictions or fooerajies? 1Yes [1No
D. Have you ever been diagnosed and/or treateanfeating disorder (anorexia nervosa, bulimia reayor other)? 1 Yes [ No
E. Have you ever been involved in counseling ocpatric therapy for mental iliness, 0 Yes [1No

personality disorder, family situation, or emaotib problem?

F. Have you been treated for chemical dependengg@ P Duration of treatment program ? 1Yes [1No

Please readand signbelow before participation in any athletic activity.
In order for you to participate in varsity and ckgorts while you attend Macalester, the Health &lléss Center must indicate to the Athletic Depant personnel that yo
are approved to participate in these activitiest stmare with them a copy of your current physical enmunization records. (this does not includeryieealth history record)

| authorize the Health & Wellness Center to intida the Athletic Department whether or not | ggpraved by my physician to participate in sportivites and to release ¢
copy of my current physical examination and imraation records. This may be shared with my conse

Student’s Signature Birtteda

If you are under 18 please have your parent/guardian sign below. Sudents under 18 years of age must have parental permission to receive
medical treatment or emergency care through our Health & Wellness Center. | give permission for my son/daughter to receive medical
treatment or emergency care through the Health & Wellness Center.

Parent/Guardian Sgnature Date
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[I. PHYSICIAN'S EXAMINATION

PAGES 3 AND 4 TO BE COMPLETED BY THE EXAMINING PHYS ICIAN

Please review the student’s history on the previmaespages and complete the following section.agdéecomment on all positive answers.
THIS STUDENT HAS BEEN ACCEPTED AND THIS INFORMATIOMWILL NOT AFFECT HIS/HER STATUS. This informatias confidential and

will not be released without written student corisen

Student’s Last Name

First Name Middle

PHYSICIAN'S EXAMINATION REQUIRED. MUST BE COMPLETE D WITHIN THE LAST SIX MONTHS.

Normal Abnormal

Eyes

Head, Ears, Nose or Throat

Respiratory

Cardiovascular

Gastrointestinal/Abdomen

Hernia/Genitalia

Genitourinary

Musculoskeletal

O X N0~ WIN| =

. Metabolic/Endocrine

10. Mental/Emotional Status

11. Skin

12. Physical/Mental Disabilities or impairment?
O Yes 0O No
EXPLAIN:

13. Is patient under treatment of any kind at thisetp
O YES O NO

EXPLAIN:

14. BP: / 15. PULSE:
16: HEIGHT: 17. WEIGHT:
18. URINALYSIS:

Sugar

Protein:

Micro:

19. HEMOGLOBIN:

or
HEMATOCRIT:

*ATHLETIC PARTICIPATION

REQUIRED FOR STUDENTS WHO ARE PARTICIPATING
IN ANY SPORTS ACTIVITY

*20. In order for the student to participate in varsithletics or club
sportsthe above physical examination and lab work rbast
completed in its entirety and the follogistatement must

be answered.

*May participate in any of the above: o Yes o No

COMMENT ON ANY ABNORMALITIES OR RESTRICTIONS:

PHYSICIAN’'S SIGNATURE (required

*Physician’s Signature:

Office Phone:

Office Fax:

Print Name:

Date:

Clinic Address:




[1l. IMMUNIZATION and TUBERCULIN SKIN TEST RECORD

Macalester College and the State of Minnesota REQRE PROOF that you have had the following immunizatons.
You will not be able to attend classes until Healt& Wellness Center has proothat you are in compliance with these requirements

STUDENT'S NAME BIRTHDATE

THIS FORM MUST BE COMPLETED AND SIGNED BY YOUR HEAL TH CARE PROVIDER
(Dates must include month, day, and year. A// information must be in English)
A. TUBERCULOSIS SKIN TEST (PPD-mantoux)- REQUIRED within the last 3 months-Regardless of prior BCG innoculation

1. 0 PPD (Mantoux 0.1 ml of 5TUJine or monovac not acceptable Must be recorded in mm — required by MN

Date Given: __ [/ [ Date Read: [/ [/ Result: mm
Mo Day Yr Mo Day Yr
2. [0 If PPDis >5 mm, current chest x-ray resultsuresfl.  Enclose copy of written CXR resultsNO FILMS Dateofx-ray: __ [/ [
Mo Day Yr
3. Therapy for + (positiyd®PD — send documentation INH x monthRifsampin
B. TETANUS-DIPTHERIA (REQUIRED) (Primary series with DTP and booster with Td in kst 10 years)
1. 11 Primary Series of 4 doses DTP 1#/ |  #2 __ /| #3 __ | I #4 _ | |
Mo Day Yr Mo Day Yr Mo Day Yr Mo Dayr
2.1 Tetanus-Diphtheria Booster (Td ) Within the JaBIYBarS. .. .....o.ie coiee it et et e e et et e err e e e e et e e e e e e aneeneenens |
And/Or: Mo Day Yr
3. Tdap BooSter Within the JaSt 10 YEaAIS. .. ... c.en i eeeees cet e e et et e e e et et e et e et et e a et e et s e ee eet e et ee eet e et e neeaenean e Y R
Mo Day Yr
C. M.M.R. (MEASLES, MUMPS, RUBELLA) (REQUIRED)
1. [ Dose 1 —immunized at 15 MONNS Of A0 OF IO aun.t ettt et et ettt et et et et et e e e et e e e e e e ees A
Mo Day Yr
2. [ Dose 2 —immunized at 5 YEArsS Of AgE OF AT ... ... ccmaaet it et et et e et e et e et e et e et e e et et et st et e et e et e en eanean aean Y
Mo Day Yr
Or Separate Immunizations:
MEASLES (Rubeola or hard measlesPose #1 given at 15 months or later.............coiii i e e #1 _ [ I #2 | |
Mo Day Yr Mo Dayr

MUMPS  Dose #1 given at 15 MONthS OF [ter. ... .. in et et et et et et e ea e en e #1 I 2 I

Mo Day Yr Mo Dayr
RUBELLA (Three Day or German Measles)Dose #1given at 15 months or later.............ccoeviiiiiie v e #1 /1 #2 | |
Mo Day Yr Mo Day
HEALTH CARE PROVIDER SIGNATURE ( )
Name: Office Phone:
Signature of Health Care Provider Offie FAX:

The following immunizations are RECOMMENDED, but not required.
D. VARICELLA (Chicken Pox) Two doses of vaccine given at least one montht &pao history of having chicken pox.

1. History of disease [l Yes [ No
2. Varicella antibody test I [l Reactive (+) [l Non Reactive (-)
Mo Yr
3. [J Varivax immunization Dose#1 __ [ | Dose #2 (given at least one month affeddse) /[
Mo Day Yr Mo Day Yr
E. HEPATITIS B Three doses of vaccine or positive surface angitiest
1. [ Hepatitis vaccination #1 | | #2 || #3 __ | I
OR Mo Day Yr Mo Day Yr Mo Day Yr
2. Hepatitis B Surface Antibody Résul Reactive (+) [J Non Reactive (-) TestDate: ___/
Mo Day Yr
F. MENINGOCOCCAL VACCINE (Menomune or Menactra) Recommended by American College Health Association
for students living in dorms, or any student uradg 25.....0 Menactra 0 MEeNOMUNE ...........vveeiiniiniieineeeneiennns . dose___ /|
Mo Day Yr
G. HPV Vaccine (Gardasil)—- Recommended for females <26 years old for ptéveof cervical cancer and genital warts.
#1 _ [ [ #2 [ [ #3 __ [
Mo Day Yr Mo Dayr Mo Day Yr

MACALESTER COLLEGE — HEALTH & WELLNESS CENTER
1600 Grand Avenue, Saint Paul, Minnesota 55105
Phone: 651.696.6275 — FAX: 651.696.6687
Email : health@macalester.edu
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