- STUDENT HEALTH SERVICES ENTRANCE HEALTH EVALUATION
IONA PLEASE MAIL DIRECTLY TO: IONA COLLEGE WELLNESS CENTER
715 NORTH AVENUE, NEW ROCHELLE, NY 10801.

PHONE: (914) 633-2548 FAX: (914) 712-4102.
TO THE GRADUATE STUDENT:

This health form is the foundation of your medical record and is required for all students. It is filed at the Student Health
Service for reference to be used whenever a consultation for illness or a conference for health appraisal takes place.

The information contained in this form is accessible only to the professional staff of Health Services and will not be released
without the written authorization of the student or pursuant to a lawfully issued subpoena. The authority to request this information
is found in section 355 of the Education Law.

SUBMIT THE COMPLETED FORM NO LATER THAN JULY 1 FOR FALL SESSION
AND JANUARY 1ST FOR SPRING SESSION.

Student, Parent/Guardian and Emergency Information

S.S. # or STUDENT ID# Year of Enrollment
Name: Birthdate:
Last First Ml
Address: Home Phone: ( )
Street City State Zip
Sex: O Male O Female Enrollment Status: 0O Full time O Parttime

Persons to be notified in case of emergency

Name: Relationship:
Home Phone: ( ) Business Phone: ( )
List any Medic Alert:

Health History (Please answer all questions)

Please check Yes or No and Yes |No [Explain
Comment on all positive responses
Heart Disease

Cancer

Asthma

Diabetes

Gastrointestinal disorders
Neurological disorders

Seizure disorders

Recent & significant surgery
Mental Health Issue

Other

Please list any Allergies and/or reactions:

Please list current Medication and Usage:

Grad health evel forms



Student’s Name S.S. # or STUDENT ID#

Persons born before January, 1957, are exempt from this requirement and do not need to submit this form.
All Commuter and Resident students MUST have Sections AandE OR Sections B,C,D,and E

Completed in order to be in compliance with the NY State Public Health Laws.

Month / Day / Year
A: M.M.R. (Measles, Mumps, Rubella) If given instead of individual immunization
1st Dose: Immunized on or after first birthday, AND on or after January 1, 1972 / /
2" Dose: Immunized 15 months after birth or later, AND at least 28 days after 15 dose. / /
B: MEASLES (RUBEOLA)
1. Had the disease, confirmed by office record / /
2. Has reports of adequate immune titer. MUST SUBMIT COPY OF LAB REPORT / /
3. Dose 1: Immunized on or after first birthday, AND on or after January 1,1968 / l_
AND
Dose 2: Immunized 15 months after birth or later AND at least 28 days after 1%t dose. / /
C: MUMPS
1. Had the disease, confirmed by office record / /
2. Has reports of adequate immune titer. MUST SUBMIT COPY OF LAB REPORT / /
3. Immunized on or after first birthday, AND on or after January 1,1968 / /
D: RUBELLA (GERMAN MEASLES)
1. Has reports of adequate immune titer. MUST SUBMIT COPY OF LAB REPORT / /
2. Immunized on or after first birthday, AND on or after January 1,1968 / /
E: MENINGOCOCCAL MENINGITIS - Required for ALL Resident Students
Check one box.
O Had the meningitis immunization (Menomune™/Menactra™) within the past 10 years. / /

O Read or have explained to me, the information regarding meningococcal meningitis disease. | understand the risks of not re-

ceiving the vaccine. | have decided that | (my child) will not obtain immunization against meningococcal meningitis disease.

F. STRONGLY RECOMMENDED FOR RESIDENT STUDENTS

____PPD Result / /
_____ Tetanus or TD (within 10 years) / /
____ Polio Series Completes / /
___ Hepatitis #1 / /

#2 / /

#3 / /
____ Varicella (If No History of the Chicken Pox) / /

Physician’s Signature Date:




