
Last Name First Name, MI Date of Birth 

JUNIATA COLLEGE STUDENT HEALTH INFORMATION SHEET 

(To be completed by student — we suggest you make a copy of this form for your records)  

As you visit Health Services our goal is to treat you respectfully, understand your needs, and 
treat you appropriately. Providing the information listed below will aid us in serving you better. 
Thank you!  

 
 

 
 
INSURANCE INFORMATION - **Attach a copy of your insurance card (front and back) for our 
records.** The student should also carry their own insurance card with them while they are at 
school.  
Subscriber’s name ______________________ Relationship to student ___________________ 

 **If prior approval is needed for lab work, referrals or hospitalizations please provide the 
student with the necessary information so they can get approvals. Health Services is not 
responsible for obtaining prior authorizations and approvals.  

 

 

 

Last Name 
 
 

First Name MI Date of Birth 

Preferred Name  
 

 

Pronouns Used  Gender Identity  Sex Assigned at Birth 

Street Address 
 
 

City/State/Zip Country  Student Cell Phone 

Parent/Guardian 
 
 

Address   

Home Phone 
 
 

Work Phone Cell Phone  

Emergency Contact 
 
 

Home Phone Work/Cell  



Last Name First Name, MI Date of Birth 

 

HEALTH INFORMATION:  

Chronic health problems (i.e. asthma, diabetes, etc.), disabilities, special needs: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

Current Medications and doses: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

Do you have any allergies to medication? Yes _____No _____ 
List:___________________________________________________________________________
______________________________________________________________________________ 

Do you have any other allergies? Yes____ No____ 
List:___________________________________________________________________________ 

Have you ever had surgery? If so, when and what? 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________  

CONSENT FOR MEDICAL CARE: for parents/guardians of applicants under 18 years of age only  

I,_________________________________as parent/guardian of__________________________                                                                  
(print your full name)            (print student's full name) 

do hereby authorize the staff at the Juniata College Health Services to provide routine medical 
care to my child. This may include ordering lab tests, performing physical exams, treatment of 
minor illnesses and injuries, and administering immunizations. I also authorize the Center staff 
to seek emergency medical care if necessary. I understand that this authorization may be 
revoked, in writing, at any time.  

Signed:________________________________________________Date:___________________ 
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PHYSICIAN'S REPORT OF HEALTH EVALUATION                                                                                   
To the examining physician: Please review the student's history and complete the physician's 

report and immunization record. 

Height_________Weight_________Heart Rate___________Blood Pressure_______________ 

  Normal Abnormal Explain: 
1 HEENT    
2 Respiratory    
3 Cardiovascular   Murmur: Y  N  
4 Skin    
5 Spine    
6 Lymphatics    
7 Thyroid    
8 Abdomen    
9 Extremities    

 
General Health - please attach a separate sheet for the following questions if necessary:  

Is the student under treatment for any medical/emotional conditions? 
______________________________________________________________________________  

Does the student have any significant medical history of which we should be aware? 
______________________________________________________________________________ 

Has the student ever had surgery? If yes, when and what? 
______________________________________________________________________________
______________________________________________________________________________ 

Please furnish as much information as possible so that we may help you care for your patient 
while they are on campus. Also please note that the Health Services is closed during the 
summer and over school breaks.  

Date of physical exam:____________  

Physician's Name (printed):_______________________________________________________ 

Physician's signature:  ___________________________________________________________ 

Address: ______________________________________________________________________ 

Phone (_____)__________________  FAX (_____)_________________________ 
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JUNIATA COLLEGE IMMUNIZATION VERIFICATION FORM 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Required Vaccines MM/DD/YYYY Format 
Measles, Mumps, Rubella: 
REQUIRED for ALL students  

Dose 1 MUST be given on or after 1st birthday 

Dose 2 must have been given at least 4 weeks 
after Dose 1 

2 doses of MMR vaccine OR Individual vaccines - 
2 doses of Measles, 2 doses of Mumps, 1 dose 
of Rubella OR Blood test titer results confirming 
immunity- (equivocal and negative results are 
NOT accepted) 

MMR Dose 1 Measles Dose 1 Mumps Dose 1 Rubella Dose 1 

MMR Dose 2 Measles Dose 2 Mumps Dose 2  

Measles Titer  
Attach copy of lab 
results  
 

Mumps Titer 
Attach copy of lab 
results  
 

Rubella Titer  
Attach copy of lab 
results  
 

 

Meningococcal Conjugate (MCV4):     
REQUIRED for students living in College Housing 
(If first dose is given prior to age 16 a booster is 
indicated)  

Meningitis Dose 1 Meningitis Dose 2 Specify vaccine type such as Menactra 
or Menveo:  

Tdap (tetanus, diphtheria, pertussis): [this is 
not the same as DTap] REQUIRED and Must be 
within the last ten years.  

Tdap  Specify vaccine type such as Boostrix or Adacel:  

Polio: REQUIRED                                       
Completed primary series of immunization? 
Yes______                    No______ 

Date of last booster: Type                                              
OPV_IPV: _______ 

EP_IPV: _________ 
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JUNIATA COLLEGE IMMUNIZATION VERIFICATION FORM 

Highly Recommended Immunizations:  MM/DD/YYYY Format 
COVID 19 (Vaccine/Booster) Attach a copy of this documentation with your 

completed health form and upload the document 
(submit documentation online) here. 

Hepatitis A Hep A Dose 1 
 
 

Hep A Dose 2 

Hepatitis B Hep B Dose 1  
 
 

 Hep B Dose 2 Hep B Dose 3 

HPV (Human Papilloma) HPV Dose 1 
 
 

HPV Dose 2 HPV Dose 3 

Meningococcal B (Serogroup B) 
Type: 
 

Men B Dose 1 Men B Dose 2 Men B Dose 3 

Varicella Vaccine 
Or Varicella Blood Test titer  
(equivocal or negative results are not 
acceptable) 

Varicella Dose 1 Varicella Dose 2 Varicella Titer 
Attach copy of lab 
results  

 

TB SCREENING: ALL students MUST fill out the enclosed TB screening questionnaire and receive 
laboratory testing prior to arrival on campus if indicated. QuantiFERON gold or T- Spot will be 
accepted. *Attach a copy of lab results and date of testing: _____________________________ 

 

 

Health Care Provider:____________________________________________________________ 

Printed Name: __________________________ Signature: ___________________________ 

Date: ___________ 
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STUDENT:  
Have Health Care Provider complete form and turn into Health Services via email to 
HealthServices@juniata.edu  

Tuberculosis (TB) Screening Questionnaire 

Must be completed by ALL students:  

 

Were you born in one of the countries listed below, or have you spent significant time in one or 
more of the countries below? (Circle Country)                                                    Yes                       No  

 

If the answer is YES to any of the above questions, Juniata College requires that you receive 
TB testing as soon as possible and BEFORE the start of the semester.  

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

Have you had close contact with anyone who was sick with TB? Yes No 
Do you have a compromised immune system? Yes No 

Have you been a resident and/or employee of high-risk congregate settings 
(e.g., correctional facilities, long-term care facilities, and homeless shelters)?  

Yes No 

Have you been a volunteer or health-care worker who served clients who 
are at increased risk for active TB disease?  

Yes No 

mailto:HealthServices@juniata.edu

