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ALL FULL TIME STUDENTS 

St ud en t  Healt h  Form s m ust  b e com p let ed  and  ret urned  b y July 15 t h f or  Fall en t rance, and   

Jan 2nd f or  Spr ing  en t rance. 

 
GENERAL INFORMATION 

 

 
 

 

 

 

 

 

PERSON TO NOTIFY IN CASE OF EMERGENCY 

 

 

NOTIFY IN CASE OF EMERGENCY 

 

 

 

 

CONSENTS 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

OFFICE USE ONLY: 

 

Dat e En t ered :____________________ 

 

St ud en t   ID #: ____________________ 

 

□ Housing          □ Com m ut er  

 

The Wellness Cen t er  

Winslow  Cen t er  

2 Co llege Hill 

West m inst er , MD 21157 

410-857-2243    Fax : 410-857-2703 
 

 

Nam e:____________________________________________________________________________  Social Secur it y No . ________________________ 
                           Last                                            Fir st                                                   Mid d le 

Ad d ress: _____________________________________________________________________________________________________________________ 
                                Num b er  and  St reet                                             Cit y        St at e  Zip  Cod e 

Hom e Phone: _____________________________________                   Cell Phone: _________________________________________ 
                        Area Cod e                                                       Area Code 

Dat e o f  Bir t h : ______/______/______  Sex:   □ Male      □ Fem ale 

Term  En t er ing: □ Fall _________    □ Sp r ing ________     □ Transf er  ________ 

                                         Year      Year                                       Year   

                                       

 

 

   

 

                   

 

 

Nam e: ________________________________________________________       Relat ionsh ip : ______________________________________________ 

Hom e Phone: ______________________________    Work Phone: _____________________________   Cell Phone: ________________________ 
                                 Area Cod e                   Area Cod e             Area Cod e 

 

RELEASE OF MEDICAL RECORD INFORMATION 

I  hereb y aut hor ize McDan iel Co llege t o  d isclose in f o rm at ion  on  t he healt h  f o rm s t o  any Healt h  Care Provid er  w ho  has rend ered  m ed ical 

services t o  m e. 

 

__________________________________________________________________________   Dat e _____________________________________________            
 St ud ent  Signat ure 

 

__________________________________________________________________________________________________    Dat e ______________________________________________ 
Paren t /Legal Guar d ian  Signat ure, if  st ud ent  is und er  18 years o f  age. 

 

PARENTAL CONSENT FOR MEDICAL TREATMENT OF MINOR (Younger  t han  18 up on  ar r ival on  cam p us): 

I hereb y aut hor ize m y son /d augh t er  t o  b e t reat ed  in  t he McDan iel Co llege Wellness Cen t er  if  needed , and  in  case o f  em ergency and  in  t he 

even t  t hat  I am  unavailab le, t o  b e t aken  t o  t he nearest  em ergency care cen t er  o r  hosp it al f o r  t reat m ent . 

 

__________________________________________________________________________   Dat e _____________________________________________ 
Paren t /Legal Guard ian  Signat ure, if  st ud ent  is und er  18 years o f  age. 

 

 

 
Insurance Com p any ___________________________________ Nam e o f  Po licy  Ho ld er_________________________________ 

 

Insurance Po licy Num b er  ____________________________________________Group  Num b er ____________________________ 

 

Ad d ress t o  send  claim s _________________________________________________________________________________________ 
 

INSURANCE CARD INFORMATION: Please at t ach a copy of  your  Insurance Card (f ront  and  back). 
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___________________________________________       ___________________________________________      _________________     _________________ 

                 Last  Nam e      First  Nam e    MI     DOB 

 

MANDATORY FOR McDANIEL COLLEGE REGISTRATION 

 
 

PERSONAL MEDICAL HISTORY 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

THE FOLLOWING MUST BE COMPLETED AND SIGNED BY YOUR HEALTH CARE PROVIDER.  YOUR HEALTH CARE PROVIDER MUST 

UPDATE IMMUNIZATIONS TO MEET THE COLLEGE’S  REQUIREMENTS. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

□ ADD/ADHD  □Bronch it is (Chron ic)   □Hear ing Loss/Deaf ness  □Major  Surger ies (sp ecif y) 

□Allergies/Hay f ever   □Cancer   □Hear t  Prob lem s   □Migraines 

□Anem ia   □Celiac Disease  □Hep at it is    □Pep t ic Ulcer  d isease 

□Anorexia/Bulim ia  □Dep ression  □High  Blood  Pressure   □Pneum on ia 

□Anxiet y Disord er   □Diab et es   □Hosp it alizat ions   □Sinus Prob lem s 

□Ast hm a   □Dizzy/Fain t ing Sp ells  □Hyp oglycem ia (low  b lood  sugar )  □Sm oker  

□Back p rob lem s  □Ep ilep sy/Seizures  □Ir r it ab le Bow el Synd rom e (IBS)  □Thyro id  Disord er  

□Bleed ing Disord ers  □Head  In jury/Concussion  □Kid ney Prob lem s/Recur ren t  UTI  □Tub erculosis 

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________ 
 

Allerg ies: 

□ None 

□Drug Allerg ies (Sp ecif y): ______________________________________________________________________________________________________ 

□Ot her  Allerg ies (Sp ecif y): _____________________________________________________________________________________________________ 

 

Does Pat ien t  Car ry an  Ep i-Pen?     Yes / No    (cir cle one) 

 

Med icat ions: List  all m ed icat ion  t aken  on  a regular  o r  f req uent  b asis.  Please includ e b ir t h  con t ro l p ills and  nonp rescr ip t ion  d rugs.  

Drug: __________________________ Dose:_______________________    Drug: __________________________  Dose: _________________________ 

Drug: __________________________ Dose: ______________________     Drug: __________________________  Dose: _________________________ 

 

 

 MENTAL HEALTH HISTORY 

 

Have you ever  received  p sych iat r ic care/counseling?      □ Yes □ No    □ Cur ren t ly  

Have you ever  b een  hosp it alized  f o r  p sych iat r ic care? □ Yes   □ No  

Have you ever  b een  t reat ed  f o r  an  eat ing d iso rd er?  □ Yes □ No  □ Cur ren t ly  

  

PHYSICAL EXAM: To b e com p let ed  b y p hysician , p hysician ’s assist an t  o r  nurse p ract it ioner  no  m ore t han  t w elve m ont hs p r io r  t o  co llege 

en t rance. 

 

Dat e o f  Exam : ___ / ___ / ___  Heigh t : ________  Weigh t : ________ 

Exam inat ion  f ind ings (Descr ib e f u lly. Use ad d it ional sheet s i f  necessary) 

 Norm al Ab norm al Find ings (p lease d escr ib e) 

Head , Ears, Nose o r  Throat     

Eyes    

Resp irat o ry    

Card iovascular     

Gast ro in t est inal    

Neuro log ic    

Musculoskelet al    

Met ab o lic/End ocr ine    

Skin     

Diab et es    

Psych iat r ic    
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___________________________________________       ___________________________________________      ____________    _______________________ 

                 Last  Nam e     First  Nam e   MI    DOB 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

IMMUNIZATION RECORDS  The f o llow ing are Required  Im m un izat ions and  Dat es: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Rest r ict ions f o r  Physical Act ivit y (PE, In t ram ural Sp or t s, ROTC) : 

Exp lain :_________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________  

 

Is t he st ud en t  now  und er  t reat m ent  f o r  any m ed ical o r  em ot ional cond it ion  t hat  req uires sp ecial housing?  

□ Yes □ No 

Explain:_____________________________________________________________________________________________________________

___________________________________________________________________________________________________________________ 

If Yes, the Student must complete the Special Housing Considerat ions Request  form which can be found on the College’s website. 

 

 

Tuberculin Skin Test  (PPD) Is Mandat ory f or  all Int ernat ional St udent s. 

Test ing is req uired  w it h in  1 year  p r io r  t o  ad m ission . 

 

US Resident s Test ing is at  t he Discret ion of  your  Clin ician. 

 

Dat e Given  

(Mo./Day/Yr .) 

Dat e Read  

(Mo./Day/Yr .) 

Result  (record  act ual m m  o f  

ind urat ion ; t ran sverse 

d iam et er ; if  no  ind urat ion , 

w r it e “0”) 

In t erp ret at ion  (b ased  on  m m  

o f  ind urat ion  as w ell as r isk 

f act o rs) 

Circle one 

  ______ m m  

 
Posit ive/Negat ive 

 

If  great er  t han 10m m  indurat ion, chest  x -ray required. 

Dat e o f  Chest  X-ray 

(Mo./Day/Yr ) 

Result  

Circle One 

 Norm al / Ab norm al 

* * At t ach  a cop y o f  chest  x-ray rep or t  in  English . 

 

Docum ent  any t reat m ent  p at ien t  has received  f o r  eit her  a p osit ive TB skin  t est  o r  act ive d isease.  

 

Med icat ions received :_____________________________________________________________________________ 

 

Im m un izat ion  Dat e Im m un izat ion  Dat e 

Tet anus 
(w it h in  t he last  10 yrs) 

 Hep at it is B #1  

MMR #1  Hep at it is B #2  

MMR #2  Hep at it is B #3  

Po lio  Ser ies □ Yes          □ No   

Ch ickenp ox Vaccine #1  Chickenp ox Vaccine #2  

OR Var icella Tit re  
Results___________________ 
Date ____/____/____ 

RECOMMENDED ONLY 

Hep at it is A 

 

Men ingococcal Vaccine 

(or  w aiver  signed below ) 

   

 

Meningococcal Vaccine Waiver : I have received  and  review ed  t he in f o rm at ion  p rovid ed  on  t he r isk o f  m en ingococcal d isease and  t he  ef f ect iveness and  

availab ilit y o f  m en ingococcal vaccine.  I und erst and  t hat  m en ingococcal d isease is a rare b ut  lif e t h reat en ing illness.  I un d erst and  t hat  Maryland  Law  req uires t hat  an  

ind ivid ual enro lled  in  an  inst it ut ion  o f  h igher  learn ing in  Maryland  w ho resides in  on -cam p us housing shall receive t he vaccinat ion  against  m en ingococcal d isease 

un less t he ind ivid ual signs a w aiver  t o  t he vaccinat ion .  I choose t o  w aive receip t  o f  m eningococcal vaccine.  

 

 

St ud en t  Signat ure____________________________________________________________ Dat e ________________________________________ 

Paren t /Legal Guard ian  Signat ure, if  st ud ent  is und er  18 years o f  age. 
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___________________________________________       ___________________________________________      _________________    __________________ 

                 Last  Nam e     First  Nam e   MI     DOB 

 

 

 

 

 

 

 

 

 

 

 

 

Clin ician  Signat ure _____________________________________________ Ad d ress _____________________________________________________ 

 

Pr in t  Nam e ____________________________________________________                 _____________________________________________________ 

 

Dat e ___________________________________________________________  Phone _______________________________________________________ 

 

TO BE COMPLETED BY THE STUDENT: 

BEFORE TURNING IN YOUR HEALTH FORM, PLEASE CHECK TO MAKE SURE THE FOLLOWING ITEMS 

ARE COMPLETED: 

□  General In f o rm at ion    □ Person  t o  no t if y in  case o f  em ergency  

□ Consen t s    □ Cop y o f  Insurance Card  At t ached  
□ Personal Med ical Hist o ry  □ Physical Exam  (w it h in  12 m ont hs p r io r  t o  ad m ission ) 
□ Com p let e Im m un izat ion  Record    
 
St ud en t  Signat ure _____________________________________________________ Pr in t  Nam e ___________________________________________ 

 

Dat e ___________________________________________________________________ 

 


