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Check-list for Students and Parents  
This page is for you to keep. 

 
 Health History Records Due Date:  Undergrad  July 1, 2006 

       Law/Grad    August 1, 2006 
 

 Tuberculosis screening:  Required for all students.   
 

 Immunizations: 
 Check with your doctor about the following: 
 

  Required: 
• MMR (measles, mumps, rubella) 
• Tetanus booster 
• Polio 
• Hepatitis B:  (3 doses or signed waiver) :  mandatory for all students  
• Meningococcal meningitis vaccine or signed waiver:  mandatory for undergrads 

 

   Recommended: 
• Varicella (chickenpox) 
• Hepatitis A 

 

Influenza:  Flu shot clinics will be announced after Fall Break 
 

 Law/Grad students – Your undergrad school is a good source for the immunization information.  If you fax 
 a release for medical records to them, it is your responsibility to verify the records have been sent to UR 
 Student Health Center. 
 

 Pre-college health examinations: 
Make sure you have a comprehensive physical examination and necessary dental and eye examinations 
before coming to UR.  

 

 Health Insurance: 
Have appropriate medical insurance.  This includes a policy providing adequate coverage while 
living in Richmond, VA for services such as emergency care, lab tests and x-rays.  Carry your health 
insurance card and prescription drug card with you.   

 

 Medical records and prescriptions: 
Have a record of your prescriptions, including dosages and diagnosis/reason for treatment.  If you have 
chronic/serious medical problems, have a medical summary sent to the Student Health Center by your 
treating physician.  Make arrangements with a local pharmacy for prescription service.  Understand your 
prescription drug insurance coverage. 
 

 Allergy shots:  The Student Health Center gives allergy shots at regularly scheduled times. 
A physician’s detailed orders are required.  If initiating allergy shot therapy, we require the ordering 
physician give the first injection. 

 

 Student Health Center: 
 Identify available health resources on campus and be familiar with resources available for after hours 

emergencies.  This information is on our web site at http://oncampus.richmond.edu/student_health.
 

 First aid supplies: 
 Bring digital thermometer, acetaminophen, ibuprofen, cold medications, small container of band-aids, 

topical antibacterial cream and a chemical cold pack.   

http://oncampus.richmond.edu/student_health


Student Health Center, Special Programs Building,    
University of Richmond, VA  23173 
Phone: 804-289-8064    Fax: 804-287-6466 
Email: healthcenter@richmond.edu   
Web: http://oncampus.richmond.edu/student_health

 
 
 
 

 

HEALTH HISTORY RECORD – 2006-2007 
 

Deadline Undergrads:      July 1, 2006                     Deadline Law and Grads:  August 1, 2006 
(Please keep a copy for your records) 

 
Name _______________________________________________________    Male Female      Date of Birth _________
         Last                                           First                                       Middle 
 

UR Student ID # ________________________________  Social Security #__________________________________ 
                                                      (UR ID# required)        (SS# required for medical purposes) 
                                                                                                                    
Permanent Address ___________________________________________________________________________________ 
                                                              Street                                               City                                                           State /Country                          Zip Code 
 

Country of Birth ____________________  Email 
         (Please print clearly) 

____________________________________________________________ 
 

Phone ___________________________  Cell ______________________________ 
 

    
    

 
 
 
 
 
 
 
_______________________________________________________________________________________________________________________________________________________________________________________________________ 

If you are a visiting student, will 
you be attending UR for: 

□ 1 semester  

□ 1 year 
 

FOR OFFICE USE ONLY:           Complete   □ 
PPD □   PPD Ex □         Td □     Polio □       Hep B □   Hep B Waiver  □ 

MMRs □     OR   Measles  □      Mumps  □       Rubella  □     
Men Vax  □      Men Waiver  □ 
 

Missing: _____________________________________________ 
 

Notified: _____________________________________________ 
Entered into Banner  □         If transfer, year of grad _________ 

Are you a NCAA Athlete?    □  Yes   □  No 
 
If YES, also send a copy of this record to: 
 

  UR Sports Medicine, 163 Robins Center, 
   University of Richmond, VA  23173   OR 

Fax to 804-289-8791 

If you are NOT a visiting student, please circle one: 
 

Undergrad         Fr       So       Jr       Sr 
 

Law                   Yr 1        Yr2        Y3 
 

MBA Prog          Yr 1       Yr 2 
 

A&S Grad          Yr 1        Yr2 

 

MEDICAL HISTORY 
 

Yes  No     Yes  No      Yes  No 
 □    □   Allergies (annual/seasonal)   □    □   Emotional Problems/Depression/Anxiety  □    □   Mononucleosis 
 □    □   Anemia     □    □   Gastrointestinal Problems    □    □   Tuberculosis 
 □    □   Asthma/Exercise-Induced Asthma  □    □   Gynecological Problems    □    □   Sexually Transmitted Disease 
 □    □   Bone/Joint Disorder   □    □   Frequent Headaches    □    □   Elevated Cholesterol 
 □    □   Cancer     □    □   Heart Disease     □    □   High Blood Pressure 
 □    □   Chickenpox    □    □   Hepatitis/Liver Disease    □    □   Frequent Throat Infections 
 □    □   Circulatory Problems/Blood Clots  □    □   Kidney/Urinary Problems    □    □   Frequent Ear Infections 
 □    □   Convulsions/Seizures/Epilepsy  □    □   Measles (if Yes, date of illness__________)  □    □   Other – Explain Below 
 □    □   Diabetes     □    □   Mumps 
 □    □   Eating Disorders    □    □   Rheumatic Fever 
 
Remarks or Additional Information: _________________________________________________________________________________ 
 

 

______________________________________________________________________________________________________________ 
 
______________________________________________________________________________________________________________ 
 
Allergies:  medication/foods, etc (include reaction) __________________________________________________________________________ 
 
Previous significant illness/hospitalization/surgery (include dates): _____________________________________________________ 
 
______________________________________________________________________________________________________________ 
 
Previous history of psychiatric/psychological condition (include dates): _____________________________________________________ 
 
______________________________________________________________________________________________________________ 
 
Person to be notified in case of emergency:     Name:___________________________________________________________________ 
 
Address: ______________________________________________________________    Phone Number: _________________________ 
 
 
Health Insurance Information: Obtain appropriate medical insurance.  Carry your health insurance  

and prescription drug card with you.  
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REQUIRED INFORMATION - TO BE REVIEWED BY HEALTHCARE PROVIDER 
(All information must be in English) 

 
Full name:____________________________________________  Social Security # ______________________  
 

 
 
 

 
 

IMMUNIZATIONS    ® = required                           DATES ADMINISTERED                                                                         WAIVERS/NOTES 

® 
 

Tuberculosis Screening (see back of this form to assess risk status) 
 

1. Not at risk for TB exposure                                3.  History of prior positive TB skin test 
                        No skin test placed                                                      Date positive ________________________ 

                                                                                      Date of chest X-ray ___________________ 
                   2.  At risk for TB exposure                                               (copy of result must accompany this form) 
                        TB skin test placed                                                      Medication(s)            Yes          No     
                             Date placed_____________                                  Drug name(s)______________________ 
                             Date read_______________                                  _________________________________ 
                             Interpretation_____ pos   ___ neg                         Treatment Dates____________________     
                             _____ mm induration (if none, write “0”)                 _________________________________ 
                             (If pos, copy of CXR result required) 

®  

Tetanus/Diphtheria Booster 
   Required within past10 years            Td                          ___/___/___ 
                                                   OR        Adacel                      M    D     Y               

® Polio                         has received ____ doses, last dose given     ___/___/___ 
                                                                                                           M     D    Y                           

® Hepatitis B                                                                                                                       OR 
                     #1 ___/___/___             #2___/___/___            #3___/___/___           Waiver signed. 
                           M     D     Y                     M     D     Y                     M     D     Y 

® 
 

Measles, mumps and rubella (MMR)        #1 ___/___/___                #2___/___/___ 
    after first birthday and April 1971                   M    D     Y                          M    D     Y  

 
 

See reverse side of this page for 
guidelines to completing the immunization 

requirements form. 
 
 

 
 

 

Hepatitis B Waiver 
 

        I have read the information on the web site about Hepatitis B and   
        the Hepatitis B vaccine.  I understand the risks of the disease,  
        however, I choose not to receive the vaccine.  I have signed the 
        waiver to clear my records. 
 
        I have not completed the series of 3 vaccines but I have signed 
        the waiver to clear my records. 
 
Student’s Printed Name: ____________________________________ 
 
UR ID#:________________________ Date of Birth:______________ 
 
Signature:__________________________ Today’s Date:_________ 
 

(Parent/guardian’s signature required if student is under the age of 18) 
 
 
        Add my name to the list for the Hepatitis B vaccine clinic at UR  
        on the Friday of Orientation Week. 

 OR               
®  Measles (Rubeola)                                                                                   OR                              OR 

    two doses vaccine required,    #1 ___/___/___     #2___/___/___   Serological                  Date of Disease 
    after first birthday and 1967.            M    D    Y               M    D    Y       confirmation of 
                                                                                                                   immunity. Attach           ___/___/___ 
                                                                                                                   copy of lab results.         M    D    Y 

  
® 

Mumps                                                                         OR                                        OR 
    Required; after first                       ___/___/___      Serological                             Date of Disease 
    birthday and 1967.                           M    D    Y         confirmation of 
                                                                                      immunity. Attach copy             ___/___/___ 
                                                                                      of lab results.                            M    D     Y 

® Rubella                                                                         OR                                        OR 
    Required; after first                       ___/___/___       Serological                             Date of Disease 
    birthday and 1969.                          M    D    Y          confirmation of 
                                                                                      immunity. Attach copy             ___/___/___ 
                                                                                      of lab results.                            M    D     Y 

 
 

 

 

PLEASE NOTE: 
 

ANY STUDENT NOT IN 
COMPLIANCE WITH ALL OF THE 
IMMUNIZATION REQUIREMENTS 
(labelled ®) FOR ENTRANCE TO 
UNIVERSITY OF RICHMOND: 
 

- WILL HAVE CLASS 
REGISTRATION AND 
RESIDENCE HALL ACCESS 
BLOCKED. 

 
- LAW STUDENTS WILL BE 

DISENROLLED. 
 

®  Meningococcal vaccine (Not required for Law and Grad Students)                           OR 
 

                  Menomune                    ___/___/___                                                        Waiver signed. 
 

     OR        Menactra                        M     D     Y 
 

RECOMMENDED IMMUNIZATIONS 
 Varicella (Chicken Pox)                                                                   OR                              OR 

                                        #1 ___/___/___       #2___/___/___        Serological confirmation      Date of Disease 
                                              M     D     Y               M    D     Y           of immunity. Attach copy     ___/___/___ 
                                                                                                                   of lab result.                          M    D    Y 

 Hepatitis A 
                     #1 ___/___/___                #2___/___/___  
                           M     D     Y                        M     D    Y  

 

Meningococcal Vaccine Waiver 
 

        I have read the information on the web site about meningococcal  
        meningitis and understand the risks of the disease; however, I  
        choose not to receive the vaccine.  I understand that in the event  
        of an outbreak, unvaccinated students will be at increased risk for  
        contracting the illness.  I have signed the waiver to clear 
        my records. 
 
        The vaccine is not available or I have not yet been vaccinated.  I   
        have signed the waiver to clear my records. 
 
Student’s Printed Name: ____________________________________ 
 
UR ID#:________________________ Date of Birth:______________ 
 
Signature:__________________________ Today’s Date:_________ 
 

(Parent/guardian’s signature required if student is under the age of 18) 
 
        Add my name to the list for the meningitis vaccine clinic at UR  
        on the Friday of Orientation Week. 
 

To be completed and signed by a licensed health care provider.  This form will not be accepted if the healthcare provider is a family 
member.  Any attached documents in a language other than English MUST BE TRANSLATED into English by the health care provider. 

 
All immunization dates must be verified by a health care provider or public health official with full name, signature, title and 
complete address and phone number.  This form will not be accepted if the healthcare provider is a family member.    
 
Signature of Health Care Provider: ____________________________________________________   Date: ________________________ 
 
Please print or stamp examiner’s name: ________________________________________________  Phone: _______________________ 
 
Address: _________________________________________________________________________  Fax: ________________________ 
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IMMUNIZATION GUIDELINES 
 

Complete immunization requirements now to prevent a registration hold and blocked access to residence halls. 
 
 

Tuberculosis Risk Assessment Immunization Requirements 
®  MMR (Measles, Mumps, Rubella combination vaccine) 
        Two doses both given after the first birthday, after April 1971 and at least 
         one month apart will fulfill the measles, mumps and rubella requirement. 

® Measles (Rubeola) 
        If given instead of MMR, documentation of one of the following  
        is necessary: 

(1) Born before 1957 and therefore considered immune, or  
(2) Two doses of measles vaccine, both administered after 1967, after 

1 year of age, and administered at least one (1) month apart 
(document month/day/year) 

(3) Physician’s certification of diagnosis of measles including month 
and year of occurrence, or 

(4) Submit copy of lab result proving immunity. 
NOTE:  Measles vaccine given before 1968 is not acceptable. 

® Mumps 
        If given instead of MMR, documentation of one of the following  
        is necessary: 

(1) Born before 1957 and therefore considered immune, or  
(2) Mumps vaccine given after 1 year of age and after 1967 (document 

month/day/year), or 
(3) Physician’s certification of diagnosis of mumps including month and 

year of occurrence, or 
(4) Submit copy of lab result proving immunity. 

® Rubella (German Measles) 
        If given instead of MMR, documentation of one of the following  
        is necessary: 

(1) Rubella vaccine given after 1 year of age (document 
month/day/year), or  

(2) Submit copy of lab result proving immunity. 

 

The US Public Health Service and the Centers for Disease Control 
recommend that tuberculosis skin testing (Mantoux PPD) be performed on all 
individuals who may be at increased risk of tuberculosis disease.  If any of 
the following statements are applicable to you, you are required to have 
the tuberculosis skin testing.   
 

 Unexplained weight loss 
 Unexplained night sweats 
 Unexplained persistent cough for more than three weeks 
 Cough with the production of blood sputum 
 Close contact with a known case of active tuberculosis 
 Use of illegal injected drugs 
 HIV infection 
 Worked in a health care setting 
 Resided or worked in a congregated living setting (nursing home, 

homeless shelter, or correctional facility) 
 Cancer 
 Diabetes 
 Kidney Disease 
 Immunosuppressive therapy 
 Removal of part of your stomach 
 Silicosis 
 If you were born in or have arrived within the past 5 years from 

countries where TB is endemic.  It is easier to identify 
countries of low rather than high TB prevalence.  Therefore, 
students should undergo PPD testing if they were born in or 
have arrived from any countries EXCEPT those listed below. 

 

®  Hepatitis B 
        Series of 3 vaccines given over a 6-month period OR signed waiver. 
         If you have not had all 3 vaccines prior to submitting this form or choose 
         not to have the vaccine at this time, sign the waiver to clear your records. 
®  Tuberculosis Screening 
        Tuberculosis screening is required of all entering students.  Not all 
          Students will require placement of the TB skin test, however.  See 
          Tuberculosis Risk Assessment for clarification. 
®  Tetanus/Diphtheria Booster 
          First booster given within 10 years of completing primary immunization 
          Series. 
®  Polio 
           Documentation of primary immunization series requested. 

®  Meningococcal Vaccine 
        Vaccine OR signed waiver required. 
              If you choose not to have the vaccine, sign the waiver. 
              If vaccine is not available OR you plan to have vaccine after these 
              forms have been submitted, sign the waiver to clear your records. 
              Forward documentation once vaccine has been received. 

American Samoa 
Australia 
Belgium 
Canada 
Denmark 
Finland 
France 
Germany 
Greece 
Iceland 
Ireland 
Italy 
Jamaica 
Liechtenstein 
Luxembourg 
Malta 
Monaco 
 

Netherlands 
New Zealand 
Norway 
Saint Kitts and Nevis 
Saint Lucia 
San Marino 
Sweden 
Switzerland 
United Kingdom 
USA 
Virgin Islands (USA) 

Strongly recommended vaccines 
                -Varicella (chicken pox) 
                -Hepatitis A 
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PHYSICAL EXAMINATION RECORD (physical optional only for Law and Grad students) 
(To be completed by health care provider) 

 
Full Name: __________________________________________________ Social Security # ________________ 
 

 

Required of NCAA athletes:              
1.  Sport: _____________________________ 
 

2.  Urine Screen: Urinalysis (dip)        glucose __________ protein _________ blood __________ 
 

3.  Blood Work:      Hgb _________  Hct __________  
 

4. Physical Exam:  NCAA requirement to participate in your sport.  
5. Send original completed form to: 
       Student Health Center, Special Programs Building, University of Richmond, VA 23173 (or) fax to 804-287-6466; 

 
6.  Also send a copy to: 
     University of Richmond, Sports Medicine, 163 Robins Center, University of Richmond, VA  23173 (or) fax to 804-289-8791. 

 
Drug Allergies: _______________________________________________________________________________________ 

Physical Examination: 
Vision:  (Corrected)  R 20/____  L 20/____          (Uncorrected)  R 20/____  L 20/____ 

 
Height: __________ (inches)     Weight: __________ (pounds)               B/P: _____/_____     Pulse: ______ 

 
Normal     Abnormal             Normal      Abnormal 
                    1.  HEENT          6.  Genitourinary 
                    2.  Neck          7.  Musculoskeletal 
                    3.  Lungs          8.  Neurological 
                    4.  Heart          9.  Skin 

                      5.  Abdomen 
 

Describe any abnormalities:_________________________________________________________________________ 
 

_____________________________________________________________________________________________ 
 
Medical/Psychological conditions:_____________________________________________________________________ 
 

_____________________________________________________________________________________________ 
 

Current Medication    
s: 

Name of Medication Dosage Indication 
   
   
   
   
   

 

Dietary Requirements:_____________________________________________________________________________ 
 
Recommendations for physical activity:   Unrestricted      Restricted 
 

(Explain restrictions)  _______________________________________________________________________________________ 
 
Other Pertinent Information: _________________________________________________________________________ 
 

______________________________________________________________________________________________ 
 

______________________________________________________________________________________________ 
 
 

This form will not be accepted if the healthcare provider is a family member. 
    
Signature of Health Care Provider __________________________________________________ Date: ______________________ 
 
Please print or stamp examiner’s name: _____________________________________________   Phone: _____________________ 
 
Address: _____________________________________________________________________    Fax: _______________________ 
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