
Personal History:  Please answer all questions
Have you had:

Measles Disease (rubeola) Back Trouble Asthma Allergic to (list others):

German Measles Disease Stomach Trouble Heart Trouble/Murmur    Aspirin

Mumps Disease Liver Trouble/Hepatitis High Blood Pressure    Penicillin

Chicken Pox Gallbladder Trouble Rheumatic Fever    Sulfa

Malaria Kidney/Bladder Trouble Bone/Joint Trouble

Tuberculosis Epilepsy/Seizures Recent Weight Loss Surgery (specify):

Eye Trouble Head Injury/Unconsciousness Diabetes

Ear, Nose, Throat, Sinus Trouble Weakness, Paralysis Sexually Transmitted Disease

Frequent Colds Excessive Worrying Eating Disorder

Pain/pressure, chest Frequent Headaches

Chronic Cough Frequent Depression

Shortness of Breath Excessive Weight Trouble

Name: SSN:

Permanent Home Address:

Local Address:

Local Phone #:  (         ) Expected date of enrollment: Spring  (year)

         Fall  (year)

Date of Birth: Gender:   F M Country of Birth:

Please elaborate on all "yes" answers.

A.  Has your physical activity been restricted during the past five years?  (Give reasons and durations.)

B.  Have you received treatment or counseling for an alcohol, drug related or emotional problem?  (Give details.)

C. Do you have a history of any severe or chronic condition?  (Give details)

D. Do you have any type of handicap or condition which limits function?

Last (Family Name) First Middle

Street City State Zip (Country)

Area Code

In Case of Emergency, Notify :

Name:

Address:

Telephone:  (          )

Last (Family Name) First Middle Relationship

Area Code

Street City

State     Zip Code

Name and Address of Personal Physician:

Y   NY   NY   N Y   N

Y    N

RETURN TO:

UH Hilo/HawCC
STUDENT HEALTH SERVICE
200 W. Kawili St.
HILO, HI 96720-4091
(808) 974-7636

HEALTH HISTORY FORM

AUTHORIZATION AND CONSENT FOR TREATMENT OF MINORS
To be completed by Parent or Guardian if the student will be under the age
of 18 when seeking health services from the University.
I, the parent/legal guardian of (print student's name)

_________________________________________,
in consideration of the services rendered by the University of Hawai‘i at Hilo
Student Health Services (hereafter UHHSHS), hereby voluntarily, and
knowingly authorize and give my express consent to the UHHSHS for the
administration of medical treatment for minor illnesses or injuries and
emergency care to the above named student as deemed necessary by the
nurse on staff at UHHSHS.

SIGNATURE OF PARENT OR LEGAL GUARDIAN DATE

Campus you plan to attend:

 UH Hilo      HawCC         West HI           other _______________

This information is confidential and does not become part of your academic record.  Please complete
both sides and mail to the Student Health Service one month prior to expected enrollment date.

OVER

Hawai‘i
Community

College



Name: Date of Birth:
Last (Family Name) First Middle

TUBERCULOSIS (TB) CLEARANCE

Tuberculosis (TB) clearance is required by the University of Hawai‘i at Hilo and Hawai‘i Community College prior to enrollment.  Only TB tests or chest x-rays
performed in the United States will be accepted.  Students from the U.S. and foreign countries may obtain TB clearance in Hilo, upon arrival.  Testing must be
within twelve (12) months of expected enrollment date.

Tuberculin Test

Material:

Date Given:

Date Read:

Results:

Chest X-Ray

Date:

Results:

Pertinent Information (    PPD, INH Prophylaxis):

Or

TB test/chest x-ray performed by:

Name:

Address:

IMMUNIZATION RECORD

All students born after 1956 must present proof of immunity to measles (rubeola).
Students are considered immune to measles if they submit documentation of:

1. Receiving two doses of measles vaccine at least one month apart,
     on or after their first birthday, or
2. Physician diagnosed measles disease, or
3. Laboratory evidence of measles immunity.

History of Immunization (or disease), please provide dates:

MMR

Measles (rubeola)

Mumps

Rubella

Diphtheria

Tetanus

Polio

Hepatitis B

BCG

Other:

BoosterBoosterInitial SeriesVaccine Booster Date of Diagnosis Test Results

Name of Physician or Clinic

Address

City State/Country

Campus Ctr Nurse*:  Health History Form 3/98


