


HEALTH SERVICES

THE CENTER FOR STUDENT DEVELOPMENT

THE UNIVERSITY OF VIRGINIA’S
COLLEGE AT WISE

(276) 328-0193

PRE-ENTRANCE HEALTH RECORD

TO THE STUDENT: Please print or type in black ink, answering all questions. This information will become part of your
confidential health record accessible only to appropriate College personnel. Return this form no later than August 1 for fall
semester (January 2 for spring semester) to The Center for Student Development, UVa-Wise, 1 College Avenue, Wise,
Virginia 24293. Failure to complete this form will prevent you from registering for classes.

Forms must only be

returned to the above address.

PERSONAL DATA

Name Social Security Number - -
Last First Middle

Home Address

City State Zip
Telephone ( ) - Sex (circle one): M F Birthdate / /

Month Day Year
EMERGENCY CONTACT(S)
Name Relationship
Last First

Home Address

City State Zip
Home telephone ( ) - Work telephone ( ) -
Name Relationship

Last First

Home Address

City State Zip
Home telephone ( ) - Work telephone ( ) -
CURRENT HEALTH INFORMATION
Do you have allergies? [Yles* [Nb

*Check the boxes below to indicate the type of allergies and specify type.

[Medications [Thsect venom
specify drug specify insect
[Hoods [Pollens, dusts, molds
specify food specify type
[Qther [Qther
specify specify

Are you taking any medications? [Yles* [Nb
*List medications (including birth control pills, allergy, acne drugs, etc.), doses, and reason for taking them below.

drug dose reason drug dose reason drug

dose

reason

drug dose reason drug dose reason drug

dose

reason

HEALTH HISTORY

Do you have any current, recent or past health problems, hospitalizations, surgeries, or injuries?
*Please provide additional information below.

[Yles*

[ Nb










THE UNIVERSITY OF VIRGINIA’S
COLLEGE AT WISE

HEALTH SERVICES THE CENTER FOR STUDENT DEVELOPMENT (276) 328-0193

RELEASE OF MEDICAL INFORMATION
TO
APPROPRIATE COLLEGE PERSONNEL

As a student of The University of Virginia’s College at Wise, | realize that it is possible for a medical emergency to occur.
Therefore, | am giving the nurse or her designee in Health Services permission to release the medical information listed below to
the appropriate officials (i.e. Residence Life Staff, Campus Police). | understand that my records will be kept confidential at all
times by these officials.

Name of Student Signature of Student

Signature of Parent (if a minor) Date

Please list medical conditions and/or allergies. Be sure to list any medications that you are allergic to (do not list medications
that you are currently taking):

Please list medications that you are currently taking.

PARENTAL CONSENT FORM FOR MINOR STUDENT

1, the parent/legal guardian of (enter student’s full name), give permission for The

Center for Student Development personnel at The University of Virginia’s College at Wise*, the physician at the College’s
designated health care provider’s** clinic or their designee, and/or College’s designated health care provider’s Hospital
Emergency Department personnel to provide medical assistance to my son/daughter who is under 18 years of age, and is

therefore legally a minor.

S Y S
Relationship to student Signature of parent/legal guardian Today’s date
Full name of parent/legal guardian
Street Address/Post Office Box
City State Zip
( ) ( )
Home telephone number Work telephone number

*The Center for Student Development may provide medical assistance; provide over-the-counter medication and/or personal
counseling by a registered nurse and/or a professional counselor.

**Norton Community Hospital is UVa-Wise’s health care provider.
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Waiver of Immunization Against Hepatitis B

The Code of Virginia (Chapter 340 23-7.5) requires that “All full time students, prior to enrollment in any public
four year institution of higher education, shall be vaccinated against Hepatitis B.” Institutions of higher education
must provide the student or the student’s parent or other legal representative detailed information on the risks
associated with the Hepatitis B, and on the availability and effectiveness of any vaccine. The Code permits “the
student or if the student is a minor, the student’s parent or the legal representative to sign a written waiver stating
that he/she has received and reviewed the information on Hepatitis B and detailed information on the risks
associated with the Hepatitis B and on the availability and the effectiveness of any vaccine, and has chosen not to be
or not to have the student vaccinated.”

I have read the Hepatitis B Frequently Asked Questions at http://www.cdc.gov/ncidod/diseases/hepatitis/b/fagb.htm,
and reviewed the risks associated with the disease, including the effectiveness and availability of any vaccine against
Hepatitis B.

I choose not to be vaccinated against Hepatitis B.

Name (Please Print) Student Social Security Number

Student Date of Birth Signature of Student or Date
Parent or Legal Representative
if the student is a minor

Waiver of Immunization Against Meningococcal Disease

The Code of Virginia (Chapter 340 23-7.5) requires that “All full time students, prior to enrollment in any public
four year institution of higher education, shall be vaccinated against Meningococcal Disease.” Institutions of higher
education must provide the student or the student’s parent or other legal representative detailed information on the
risks associated with the Meningococcal Disease, and on the availability and effectiveness of any vaccine. The
Code permits “the student or if the student is a minor, the student’s parent or the legal representative to sign a
written waiver stating that he/she has received and reviewed the information on Meningococcal Disease and detailed
information on the risks associated with Meningococcal Disease and on the availability and effectiveness of any
vaccine, and has chosen not to be or not to have the student vaccinated.”

I have read the Meningococcal Disease Frequently Asked Questions at
http://www.acha.org/projects_programs/fag.cfm, and reviewed the risks associated with the disease, including
effectiveness and availability of any vaccine against Meningococcal Disease.

I choose not to be vaccinated against Meningococcal Disease.

Name (Please Print) Student Social Security Number

Student Date of Birth Signature of Student or Date
Parent or Legal Representative
if the student is a minor



