BIRMINGHAM-SOUTHERN COLLEGE
STUDENT HEALTH FORM

(This portion to be completed by the student — Return within 30 days prior to enrollment)
Please use a ball point pen — Do not detach pages.

Application for: (Check One) DOFall OlnterimOSpring  OSummer 20

Class: (Check One) [OFreshman OSophomore OJunior Osenior
Om 0OF
(Student's last name) (First) (Middle) (Preferred Name)
Date of Birth: Age:
Parent(s) /Guardian(s): Phone: (home): (work)

Complete Home Address:

In case of an emergency, call: {phone) {phone)

Relationship:

*Parent’s Insurance Company (if student insured) Policy #
(Please provide photo-copy of the front and back of insurance card), Health insurance is required for all BSC students

FAMILY HISTORY: Has any member of your family had: (Check appropriately) ODiabetes  OHeart Disease  OEpilepsy
OHypertension [CMental lliness Other

PREVIQUS HISTORY: Please give date of any of the following that you have had, or indicate if currently exist.

Asth Diabetes Rubella (German Measles) Have you every had?

Bone/Joint Disease Heart Disease ___ Rubeola (Measles) Anxiety or depn

Hay Fever Hypertension Mumps Sleep difficulty -
Hepatitis Rheumatic Fever Tuberculosis Eating disorder_ e
Anemia _ Epilepsy Cancer Alcohol/drug problem

Frequent Ear Infection Seizures Severe Headaches Learning disability

Infectious Mono _____ Kidney Disease Menstrual Difficulties _ ADD/ADHD

Dizziness/Fainting Chicken Pox Sexvally Transmitted Diseases

Attention Deficit Disorder ___ Learning Disability Hyperactivity

Other

®List and give dates of any major operations and injuries:

PRESENT HEALTH: OdExcellent C0Good DOFair [OPoor Date of last thorough examination:

@ Medication taken: Regularly Periodically

@ Any medication allergy? Other allergies?
®Have you lost weight in the last year? [Oyes Ono If yes, how much?

®Do you feel any ill effects from active exercise? DOyes Ono If yes, what?

®Have you ever been advised NOT to participate in any type of athletics2 DOyes [Ono If yes, why?

@List any symptoms now present, or which trouble you at frequent intervals:

®Give details of any illness or medical condition that requires regular treatment or alteration in your manner of living:

Have you received treatment or counseling for alcohol or drug abuse, an eating disorder, depression, or other emotional problem? (Give
details & name of attending physician.)

Student's Signature Physician's Signature



MEDICAL EXAMINATION

Name Birth date / /
(This portion to be completed by the physician. Please use a ball point pen — DO NOT detach pages.)
Weight Height _ Pulse _ Blood Pressure /. Temperature
Vision: Right Eye Left Eye (20/20, etc. Eye Chart)
Physical Examination:
Cardiovascular Musculoskeletal Ears
Respiratory Nervous Nose e
Gastrointestinal _ Reproductive Throat e
Integumentary Other Mouth
General Development: [JExcellent OGood OFair OPoor

Is there any restriction or recommendation due to chronic condition of medical problem? Ono  Oyes I yes, give reason
and extent of restriction.

IMMUNIZATION RECORD
Up-to-date immunizations are required for enrollment. Must be completed and signed by physician.

MMR (Measles, Mumps, Rubella) (2 doses are required if born on or after January, 1957)

Dose 1 {administered ot age 12-15 months or later) /
Mo, Yr.
Dose 2 (administered at age 4-6 years) /
Mo, Yr.
DTP (Diphtheria, Tetanus, Pertussis)
1) Primary series of four doses with DTaP or DTP  Dose 1 / Dose 2 /
Mo. ¥r. Mo. Yr.
Dose 3 / Dosed YA
Mo Yr. Mo Yr,
2) Td (Tetanus-Diphtheria) booster within the last 10 years /
Mo, Yr.
POLIO 1) Date initial series completed / 2) Lost booster 7 _
Mo. ¥r. Mo. Yr.
TUBERCULIN SKIN TEST — See Tuberculosis Screening/Testing/Rick Assessment Forms
1) PPD (Mantoux) within the last 12 months (tine or monovac not acceptable) of
Mo. Yr.
Results: OONegative  [lPositive mm induration (horizontal diameter)
2) If PPD is positive, chest x-ray required / X-ray results: CONormal OAbnormal
Mo. Yr.
MENINGOCOCCAL Quadrivalent Polysaccharide Vaccine /
Mo Yr.

VARICELLA (Either a history of Chicken Pox, a positive Varicella antibody, or 2 doses of vaccine given at least one month
apart if immunized after age 13 years meets the requirements)

1) History of Disease [Yes ONo
2) Immunization Dose 1 / Dose 2 /
Mo. Yr. Mo. Yr.
3) Varicella Antibody / Result: CReactive ONon-reactive
Mo. Yr.

—RECOMMENDED IMMUNIZATIONS---
HEPATITIS B (in 3 doses) OR POSITIVE HEPATITIS SURFACE ANTIBODY

(Recommended for Pre-Health, Pre-Med students)

1) Dose 1 / Dose 2 / Dose3 -/ .
Mo. Yr. Mo. Yr. Mo. Yr.
2) Hepatitis B surface antibody _ / Result: CJReactive ONon-reactive
Mo. Yr
Physician Signo!éré o T - Date ' Phone Number

P..h.ysicicn Address
*INTERNATIONAL STUDENTS MUST PROVIDE ENGLISH TRANSLATION*

Return All Copies to Birmingham-Southern College, Admission, Box 549008, Birmingham, Al 35254



K. TUBERCULOSIS (TB) SCREENING/TESTING'

Please answer the following questions:

No

Alghanistan
Algenna
Angola
Argenting
Armenia
Averbaijan
Bahran
Bangladesh
Belarus
Belive
Benin
Bhutan
Boliv i (Plurinational
State of)
Bosnia and Herzegovina
Botswana
Brazil
Bruner Darussalam
Bulgana
Burkina Faso
Burundi
Cambodia
Cameroon
Cape Verde
Central Alrican
Republic
Chad
China
Colombia
Comoros
Congo

Cook Islands

Cote d'Ivoire

Croatia

Democratic People's
Republic of Korea

Democratic Republic of
the Conga

Djibouti

Dominican Republic

Fenador

El Salvador

Equatorial Guinea

Eritrea

Fstonia

Ethiopia

French Polynesia

Gabon

Gambia

Georgia

Ghana

Ciuam

Guatemala

Guimen

Giuinea-Bissan

Giuyana

Hat

Honduras

India

Indonesi

Iray

Japan

Kazakhstan

Kenya

Kiribati

Kuwait

Kyrgyvzstan

Lao People’s
Democratic Republic

Latvia

Lesotho

Liberia

Libyan Arab Jamahiriya

Lithuania

Madagascar

Malawi

Malaysia

Maldives

Mali

Marshall Islands

Mauritania

Mauritius

Micronesia (Federated
States of)

Mongolia

Montenegro

Muoroceo

Mozambique

Myanmar

Nanubia

Nepal

Nicaragua

Niger

Nigenin

Pakistan

Palau

Panama

Papua New Guinea

faraguay

PPeru

Philippines

Poland

Portugal

Oatar

Republic of Korea

Republic of Moldova

Romania

Russian Federation

Rwanda

Saint Vineent and the
Grenadines

Sao Tome and Principe

Senegal

Serbia

Sevehelles

Sierra Leone

Singapore

Solomon Islands

Somalia

South Alrica

Sri Lanka

Sudan

Suriname

Swaziland

Svrian Arab Republic

Tapkistan

I hanland

The tormer Yugosh
Republic of
Macedonia

Timor-1 este

logo

Fonga

Irintdiad and Tobago

Funsia

Turkey

Turkmenistan

Tuvalu

Uganda

Ukraine

United Republic of
Fanzania

Urnguay

Llzbehistin

Vanuatu

Veneruel (Bolnvarian
Republic of)

Viet Nam

Yemen

Zambag

Zimbabwe

Source: World Health Organization, Global Health Observatory, Tuberculosis Incidence 2009. Countries with mcidence rates of = 20 cases per 100,000 population. Tor

luture updates. refer to hitpz//apps.whoant/ghodata/vid=510

If the answer is YES to any of the above questions,

Insent the name of v

ey ersily

requires

that a health care provider complete a tubereulosis risk assessment (to be completed within 6 months prior to the start of classes).

If the answer is to all of the above questions is NO, no further testing or further action is required.

"The American College Health Association has published guidelines on “Tuberculosis Screening and Targeted Testing of College and University

Students.

I'o obtain the guidelines. visit www.acha.org.

feontinued)



TUBERCULOSIS (TB) RISK ASSESSMENT

Persons with any of the following risk factors are candidates for either Mantoux tuberculin skin test (TST) or Interferon Gamma Release
Assay (IGRA), unlc\s a |1n:\'|0us |uml|w test Il.n been docu memcd

Recent L|t)'ﬂ, contact \\1lh someone with Illlullum [[l l]l\CII.Hl.‘ ‘n.\ o No

Foreign-born Imm (ur travel* /in) a Im..h pl’thl|Ll1&,L area [u L~ \iru.; z\sl.\ l..l\ll.l‘ll L ump;. or ( LllII 1l or South America)
Yes Nn

|'lhr(‘llIL changes on a |mnr chest x-ray xul_x_cxum, inactive or p

Hv x-\ll)‘\ Yes

()rgan 1r.imp|.1|1l recipient Yes No
lmlmlnuxupf;. sssed 1Lqu|\.1lu1t ul > I mp:ia\ uI prcdnhnnc tor =1 mnnlh or INI - dlll.lLl’l]‘Il\l} Yes No
History ol illicit dru" use  Yes No

Resident. unpln\ ce. or \ulumu.r ina hu.h-rl'sk congregs l[t sa.ltlnl_ (e.g. Ll'll'l‘u..lll'll‘l:ﬂ facilitics. nuumg_ lmmu hmmiu\ thllur\ hﬂ\plldi\ dllli ather
health care facilities)  Yes : No

Medical condition .stm.l.'ltl.d with |m.rul->ul risk of progressing lu ]H discase it |nlu.lul it g... tlt.thn.lu I'I'ILIIIIU‘: ‘\I|1Lt!\lk head. neck. or lung cancer,
hematologic or reticuloendothelial discase such as Hodgkin's disease or leukemia, end stage renal disease, intestinal by pass or gastrectomy., chronic
malabsorption syndrome. low body \\'ciglu (i.c.. 10% or more hc!m\' id al forthe g pn.n |mpul.llmn]] Yes No

“The significance of ‘the ravel e \pmurc should be discussed with a health care ,mm:der and evaluated.

I.  Does the student have signs or symptoms of active tuberculosis disease?  Yes No

If No. proceed to 2 or 3. I Yes. proceed with additional evaluation to exclude active tuberculosis disease including tuberculin skin testing. chest
x-ray. and sputum evaluation as indicated.

Tuberculin Skin Test (TST)

(TST result should be recorded as actual millimeters (mm) of induration . transverse diameter: it no induration. write =07, The 151
interpretation should be based on mm of induration as well as risk factors.)**

= Date Rewd: 7
Y M B} Y

1

Date Given:

Result: _mm of induration **Interpretation:  positive negative
DateGiven: __/__/_ Date Read: 7/
MOD Y M D
Result: mm ol induration **Interpretation: negative
3. Interferon Gamma Release Assay (IGRA)
Date Obtained: ¢+ 7 (specily method)  QFI-G QFT-GIT  T-Spot  other
MDD
Result:  negative  posilive indeterminale borderline _ (T-Spot only)

Date Obtained: ¢+ 1 (specily method)  QFT-G - QFT-GIT  T-Spot  other
MOOD Y
Result:  negative  positive _ indeterminate borderline _(T=Spot only)

4. Chest x-ray: (Required if TST or IGRA is positive)

Date of chest x-ray: __ / /. Result:  normal abnormal
M n Y
**Interpretation guidelines =10 mm is positive:
=5 mm is positive: e Persons borm ina high prevalence country or who resided inone fora
B SRS * g SE ped i significant® amount of ime
s Recent close contacts of an individual with infectious T13 '1‘;%':'“"“:"'__[[?' :: ok
L ; ; & Ak . -

o Persons with librotic changes on a prior chest x-ray consistent with past 3100y 0. IIICH UEUS Uae

I'B discase ' +  Mycobacteriology labortory personnel

MLl . . . . .
o Orgin :ﬂ" slanlTecinicnts o 1istory of resident, worker or volunteer in bigh-risk congregiie seitings
H s eCipenls = : s a 5 5 . it fiit
= Imll“i‘lmmlsu ) rossorl Ermlw taking = 15 mg/d of prednisong for > 1 s Persons with the following clinical conditions: silicosis. dinbetes mellitus
S o . sl Be /! 3 - A S e i

monile: l;lk‘l-:!‘ 0 -|-N|I_-  anta “,“NL - chronic renal failure, leukemias and lymphomas, head. neck or lung

Per “.;. .“"hg'h\.r ' \lDH: e cancer. low body weight (= 10% below weal), pastrectomy or intestinal
- =TS s ] B i

o ,; bypass, chronic malabsorption syndromes
*The sigmficance of the travel exposure should be discussed with a health =15 mum is positive: o
care provider and evaluared, o Persons with no known risk factors for TH discase
.

HEALTH CARE PROVIDER
Name . - Signature o

Address _ . Phone (___ ) E g i




