
Please be sure the following information is complete . 
This is required of all full-time students; including transfer students regardless of classification and is 
due for fall admission and for students entering in the spring.

Health History
Student Identification Number (V#)
Home Address
Emergency Contact Information
Personal History
Did you sign and date your form?
Are you under the age of 18? If so, be sure you parent/guardian signs the health form.
Have you attached a photocopy of your Insurance I.D. Card?

Has your physician/clinician completed every item on the Health Evaluation form?
(Including vital signs, diagnosis and recommendation for physicalactivity)
Signature of physician/clinician, address, phone number, professional stamp and date ofphysical?

Is a photocopy of immunization records attached?
Are all immunization dates documented?
1st and 2nd MMR? – Both dates are required.
Tetanus Diphtheria or Tdap – within ten (10) years?
Polio (OPV) AND DIPHTHERIA/TETANUS/PERTUSSIS (DTP) – date of last in series.
Hepatitis B - Dose #1
Hepatitis B - Dose #2
Hepatitis B - Dose #3
Hepatitis Waiver
Meningitis Vaccine
Meningitis Booster
Meningitis Waiver

TB Screening or TB skin test
Signature and date of health care provider

• Follow the Health Evaluation Checklist to ensure all information is included
• Ensure your name and Student V# is written on all forms and any attached documents
• Remember to take your Health Evaluation Form to your physical exam visit
• Bring a copy of your immunization (shot) records to your exam visit (so provider can complete section III)
• Before leaving exam visit, ensure provider has signed and dated sections II, III and IV
• Make a copy of completed Health Evaluation Form for your record prior to submitting form.

It is important for you to answer each section of the health record completely. Incomplete forms will result in a HOLD on 
your account and delay your registration process. If you have questions regarding the completion of these forms, please 
call Student Health Services at (804) 524-5711, Monday - Friday, 8:30 a.m. - 4:30 p.m.

Health Evaluation Checklist



I. HEALTH HISTORY - To be completed by the STUDENT (Required of all full-time students)
Pleaseanswerall questions. Information requested in this form is strictly for theuseof theHealthCenter in providing medical
care and will not be released without your consent. Information gathered will not affect your admission status in any way.

These forms are due June 1st for fall admission and December 1st for students entering in the spring.

Student’s Name
Last First MI

DateofBirth / / Gender

StudentV#  VSUSport(ifapplicable)

Home Address
Street Address Apt City State Zip Code

Homephone ( ) Cell Phone ( )

Nameofparent(s)orguardian:

Anticipatedentrydate: Spring Fall Previously enrolled? � Yes � No

Admission Status � First-time Freshman � Transfer � Re-Admit � Graduate

Relationship:

Phone: ( )
Apt City State Zip Code

Subscriber:

Address:

In Case of Emergency, notify:

Address
Address

Policy Number: 

PERSONAL AND FAMILY HISTORY:

Please indicate whether YOU OR YOUR CLOSE RELATIVES (MOTHER, FATHER, 

SISTER,BROTHER, CHILDREN, GRANDPARENTS)HAVE or HAD any of the following conditions 

on the following page:

Health Evaluation Form

Sheila Mathis
Sticky Note
Completed set by Sheila Mathis



Health Evaluation Checklist 

Please indicate whether YOU HAVE or HAD any of the following conditions: 

Please indicate your family’s history of the following conditions: 

NO HISTORY OF MEDICAL CONDITIONS OR DISEASE 
NO HISTORY OF ALLERGY TO MEDICATIONS, FOOD OR SUBSTANCES 

Allergies Cholesterol 
elevation /Elevated 
lipids 

Hernia Migraines Sickle cell Disease 

Asthma Crohn’s Disease Hepatitis or liver 
Disease 

Mononucleosis Sickle Cell Trait 

Autoimmune disease Diabetes High blood pressure Musculoskeletal 
problems 

Sexually Transmitted Disease 

Bleeding disorder Gastrointestinal/ 
Stomach Disorder 

HIV Neurological 
problems 

Substance Abuse 

Bronchitis Gout Kidney Disease or 
Kidney Stones 

Pneumonia Stroke 

Cancer/Malignancy Hearing 
impairment 

Liver Disease Psychiatric 
Disorder 

Thalassemia  

Cardiac/Heart Disease Heart Disease Lung Disease Rheumatic Fever Thyroid Disease 
Chickenpox Heart Murmur Lupus Rheumatoid 

Arthritis 
Tuberculosis/+TB Test 

Heart problems Meningitis Seizures Visual Impairment 
OTHER: 

ALLERGIES: 

CURRENT 
MEDICATIONS: 

Allergies Cholesterol elevation 
/Elevated lipids 

Hepatitis or liver 
Disease 

Musculoskeletal Disorder Sickle cell Disease 

Asthma Crohn’s Disease High blood pressure Psychological Problems Sickle Cell Trait 
Autoimmune disease Diabetes Kidney Disease Rheumatic Fever Stroke 
Bleeding disorder Hearing impairment Liver Disease Rheumatoid Arthritis Sudden Death 
Bronchitis Heart Disease Lupus Seizures Thalassemia  
Cancer/Malignancy Heart Murmur Migraines Psychological Problems Thyroid Disease 



Tobe completed by the LICENSED HEALTHPROFESSIONAL (M.D., P.A.,N.P.)
PERFORMING THE EVALUATION. Please review the student’s history (Part I), and provide additional details as needed.
Please complete the physical exam and comment onall positive findings. DO NOTLEAVE ANY FIELDSBLANK, insteadwrite
“N/A” or “not examined”.

Name
Last First MI

Student V#

HEIGHT: WEIGHT: lbs. BP: Pulse: Vision R 20/ L 20/ Both

Please record findings below. If abnormal, please elaborate.

Head, Ear,nose, Throat Genitourinary

Eyes Back

Respirator Extremities

Cardiovascular Skin

Breasts Surgical Scars

Gastrointestinal Metabolic/Endocrine

Hernia Neuropsychiatric

Abnormal findings:

HctorHgb: *Sickle Cell test: *Urine: Alb. Glu. Micro.

DIAGNOSIS: Excellenthealthwithnochronicmedicalproblems   Otherdiagnosis/recommendation(pleaselist):

PHYSICALACTIVITY:�Unlimited �Limited(explain):

Allergies to Medications:

Current Medications and Doses:

Date of Exam:____/____/____Examiner’sSignature:_____________________Printed Name:   

Address:  

Phone: (Office) (  )  Fax: (  )

Health Evaluation Form



III. IMMUNIZATION RECORD - Tobe completed and signed by the LICENSED HEALTH PROVIDER.

Name:_________________________________________      Student
Last First MI

V# ______________________  

DateofBirth:_ / /

Month Day Year

REQUIRED IMMUNIZATIONS
POLIO date of last dose, booster or Polio titer: __________________

DIPHTHERIA/TETANUS/PERTUSSIS (DPT) completed primary series

Diphtheria/Tetanus/Pertussis titers (provide copy of report) ___________

TETANUS TOXOID/DIPHTHERIA (Td) or Tdap within ten years

MMR (dose 1) Initial dose after 1st birthday (unless born prior to 1957)
MMR (dose 2) Given at least 1 month after dose 1

or MMR TITER (Please provide copy of report)

Varicella #1 or Varicella titer result: (provide copy of lab report)_______

Varicella #2

RECOMMENDED OR WAIVER
Hepatitis B #1 
OR Hepatitis B titer result:____________________________________
Hepatitis B#2

Hepatitis B#3

MENINGOCOCCAL VACCINE

MENINGOCOCCAL VACCINE BOOSTER if 1st dose before 16th birthday

Meningitis B (dose 1)

Meningitis B (dose 2)

***PLEASE ATTACH COPY OF IMMUNIZATION RECORD***
All information must be in English.

To the best of my knowledge, this student has received the immunizations above or has verified proof of
immunity to the vaccine preventable conditions listed above.

OR
Thephysicalconditionof this student issuchthat immunizationcouldendangerlifeorhealth.

Signature ofHealthProfessional:  Date: / /

Printed Name: Phone: ( )

Address: Fax: ( )

Health Evaluation Form

All full-timestudentsarerequiredbytheCodeofVirginia (Section23-7.5) toprovidedocumentationof their immunizations 
by a licensed health professional. If you are unable to provide appropriate documentation, vaccines may be repeated.
A registration hold for the upcoming semester will be placed if all required immunizations are not up-to-date.



TobecompletedbytheLICENSEDHEALTHPROFESSIONAL(M.D.,P.A.,N.P.,
R.N., L.P.N.) PERFORMING THE EVALUATION ONLY.Licensed health professional must sign and date.

The followingare the revised tuberculosis screening requirementsatVirginia StateUniversity. Theseare revised to reflect the 
updated recommendationspublishedby theCDC.ControllingTuberculosis in theUnitedStates:Recommendations fromthe 
AmericanThoracicSociety,CDC,andtheInfectiousDiseasesSocietyofAmerica.MMWRNovember2005;54(No.RR-12): 4-5.
Please answer all questions and sign below.

(Licensed health professional sign and date)

Name
Last First MI

Student V#

All answers must be indicated on this form before it is considered complete, incomplete forms will be returned.

es

Yes

Yes

Yes

Traveled to Asia, Africa, Latin America, Eastern Europe, or Russia within the last 5 years?
No

Has the student had close contact with persons known or suspected of having tuberculosis?
No

Volunteered,beenemployedorbeena residentofa correctional institution,nursinghome,mental institution,homeless
shelter or other long-term care facility serving high-risk clients?

No

Has the student been exposed to a household contact that meets any of the criteria numbers 2-5?
No

Was the student born outside of the United States?
No

DateofPPD: / / Dateofreading: / /

Result: mm (provide actual size in mm, not just positive/negative) (Within last 12 months)

• If PPD, past or present, is positive-Chest x-ray is REQUIRED within the last 12 months:

• Result:

• Treatment (medication prescribed and duration of treatment)

• Any follow-up recommendations?

Examiner’sSignature Date / /

Health Evaluation Form



Name
Last First MI

Student V#

DateofBirth: / /

Meningitis isaninfectionofthefluidofthespinalcordandbrain,causedby a virusorbacteriaandusuallyspreadthrough 
exchangeof respiratoryandthroatsecretions(i.e.,coughing,kissing).Bacterialmeningitis canbequitesevereandmayresult 
inbraindamage,hearing loss,or learningdisability. A vaccine iscurrentlyavailable thateffectivelyprovides immunity formost 
types of bacterial meningitis, the more serious form, but there is no vaccine for viral type.

I have receivedand read the informationpertaining tomeningitis.Despite the fact that I understand the risks involved, I 
refuse to receive the meningitis vaccine.

Signature of Student (or parent/legal guardian, if under 18 years of age)
Date: / /

Signatureof Witness
Date: / /

Hepatitis B is a viral infection of the liver caused primarily by contact with blood and other body fluids from infected persons. 
Hepatitis B vaccine can provide immunity against hepatitis B infection for persons at significant risk, including people who 
havereceivedbloodproductscontainingthevirusthroughtransfusions,druguse, tattoos,orbodypiercing;peoplewhohave 
sex with multiple partners or with someone who is infected with the virus; and health care workers and people exposed to 
biomedical waste.

I have receivedand read the information pertaining tohepatitis B. Despite the fact that I understand the risks involved, I 
refuse to receive the hepatitis B vaccine.

Signature of Student (or parent/legal guardian, if under 18 years of age)
Date: / /

Signatureof Witness
Date: / /

Health Evaluation Form
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