


IMMUNIZATION RECORD

Diphtheria, Tetanus and Pertussis

Oral Polio Vaccine

MMR (measles, mumps, rubella)

#2---1---1-

#2---1---1- #3---1---1-

Have you had a tuberculin skin test'? 0 yes 0 no. If yes, indicate date

If tuberculin skin test was positive, haveYOlj had a chE:!st x-ray?

Chickenpox

Hepatitis B

0 yes,date:
0 no

If you are an international student or have lived outside of the United States, have you received i3CG?
Tuberculosis) 0 yes 0 no

yes 0

Medical personnel of the Caudill Health Clinic will review this health history. You will be notified in writing if further
medical information is needed.

Name of Personal Physician: Phone: FAX:

I certify that all information is true and correct to the best of my knowledge. I also consent to examination and
treatment by Morehead State University Caudill Health Clinic staff. This consent shall be continuing until
revoked in writing.

date

Additional Information Person to be notified atpatientrequestin case.of illness:

Day phone Evening phone
last first area code area code

Relationship to student? Dparent 0 guardian 0 spouse 0 other

Insurance Information Most seNices of the Caudill Health Clinic are free. Minimal fees may be charged for some lab
tests and seNices such as the Family Planning Clinic and program related physicals. Any fees charged in the Caudill
Health Clinic are the responsibility of the student. We do not do third party billing. In instances when referrals are made
from the Caudill Health Clinic to specialists, private physicians, or hospitals, insurance information is often
requested. Students, please carry a copy of your insurance card with you.

Medical Consent - for minors only (under 18 years of age)

I hereby consent to having qualified medical personnel render to my son or daughter medical and emergency treatment
and/or surgical care, and seNices offered through University Counseling Center, as deemed necessary to his or her

. health and well-being. I grant permission for the hospitalization of my son or daughter when necessary for implementing
proper medical care.

I also grant permission for Morehead State University Caudill Health Clinic to use)angdi§closure health information about
my son/daughter in order to carry out treatment, payment, and health careoperationsas§tatedinAuthoriz6!tipnal1d
Notice of Medical Information Disclosure and Access.

Have you lived in a household with anyone who had tuberculosis? 0

signature of student

Signature of parent/guardian

Revised 12/02

Date Administered (month/davlvear)

#2---1---1- #3---1---1- #4---1---1- #5---1---1-# 1---1---1-

#1---1---1-

# 1---1---1-

# 1---1---1-

~

#2---1_1- #3---1---1- #4---1---1-

#2---1---1-

Result: 0 Pos. 0 Neg.

Result:

(Vaccine for

no. If yes, please explain:

Date

~


