(office use only) MIS _ Star Panel EPIC MR# Return this form to:

Vanderbilt University
Student Health Center

HEALTH QUESTIONNAIRE AND IMMUNIZATION HISTOR ﬁzrsfﬁiisug}@% S e 27D

Fax: 615-343-0047

PART I
Last Name First Name
Date of Birth - - *Social Security # - - Male/Female/Transgender

Undergraduate 0 Graduate 0 Law [0 Divinity 0 Owen 0 Peabody O
Health Care Professions: Hearing and Speech 1 Medical 0 Nursing O

PART II - COMPLETION OF THE INFORMATION ON THIS FORM IS REQUIRED FOR REGISTRATION

REQUIRED IMMUNIZATIONS DATE ADMINISTERED(MM/DD/YR)

1. TETANUS-DIPHTHERIA-PERTUSSIS (required for all students)
dT booster within 10 YrIS....cccccceeieieeieierecerecenerecenrececensecececeencaes - -

OR OR
Tdap (preferred—may be given as soon as 2 yrs after last dT booster) - -

2. HEPATITIS B
Health Professions: proof of immunity required (or initiation of vaccine if titer negative)

All others: waiver or vaccination required #1 - -
L T 5
#2 - -
Dose #2 (1-2 MO After 1%)...cuuerenrereeenienieeeerenereneereereneernerrneessessnesenessneeennns
#3 - -
Dose #3 (4-6 MO AFter 1)...cuuiiuniereernieneeeueeeneeeueeruereneeeneerneesneeenesennesnesennns
3. M.M.R. (MEASLES, MUMPS, RUBELLA) (required for all students)
(Two doses required at least 28 days apart for students born after 1956.)
1. Dose 1 given at age 12 months or later..........ccccceeveveieieinieiininnnnnn. #1 - -
2. Dose 2 given at least 28 days after first dose.........cccoeveveviiiiiiiiiieiannnns #2 - -
[1 Menactra - -

4. MENINGOCOCCAL (waiver or vaccination required for all students living on campus) _ T

Should be repeated every 3-5 yrs if risk persists (i.e. travel needs) OR

[1 Menomune - -

5. POLIO (primary series required for all students) O IPV
Date of last injection......ccccevreuiieniiiniiniiiniiiniiiiiiniieiiniieenennne. - - O OPV

6. TITERS (required of health professions students ONLY)
Rubella: [ Positive [] Negative - -
Varicella: [l Positive [] Negative - -
Hep BsAb [] Positive [ Negative - -

RECOMMENDED IMMUNIZATIONS DATE ADMINISTERE(MM/DD/YR)

1. HPV (recommended for females <26 years old) #1 - -
#2 - -
#3 _ -
2. HEPATITIS A (strongly recommended for all students, but not required) #1 - -
5 Y
Dose #2 (given 6-12 mo after first).......ccccvevevuiuiuiiiiiiiiiiiiiiiiiiiiiiiiiinnnenene. #2 - -

3. VARICELLA
1. History of Disease ['Yes [] No
2. Immunization required for health professions if titer negative, recommended for others with
no disease history #1
Y5 N

Dose #2 given at least 4 weeks after first........cccoeevviiiiiiiiiiiiiiiiiiiiiiiiininee
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HEALTH HISTORY INFORMATION and TB SCREENING QUESTIONNAIRE

Student’s Name Student’s Date of Birth

Current Weight:

Current Diagnoses or Pertinent Past Medical History:

o None

1. 4.
2. 5.
3.

Allergies:

o None

1. 3.
2. 4.

Current Medications:

o None
1. 3.
2. 4.

Tuberculosis (TB) Screening Questions:

1. Have you ever had a positive TB skin test? [JYes [JNo
2. Have you ever had close contact with somebody ill with TB? [1Yes [INo
3. Were you born in Africa, East Europe, Asia, Middle East, or South/Central America? JYes [JNo
4. Have you traveled to the areas listed above? [JYes [INo
5. Have you been vaccinated with BCG? [1Yes [INo
6. Have you been an employee or volunteer in a prison, nursing home, [1Yes [INo

homeless shelter, or hospital?
7. Are you an entering student in the school of Medicine, Nursing or Hearing and Speech? [ Yes [] No

If the answer to all of the above questions is NO, then proceed to page #4.

If you answered yes to any of the questions above, then you will need to proceed to page #3 of the health questionnaire and have
your health care provider complete the tuberculosis risk assessment.

I certify that the health and immunization information that I have provided Vanderbilt University is accurate
and represents my health status at the time of completion of this form. I have confirmed my immunization
history with my health care provider or from my certified personal copies of immunization records.

Name (Printed name of student or parent/guardian if student under age 18)
Signature (Signature of student or parent/guardian if student under age 18)
Date
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TUBERCULOSIS RISK ASSESSMENT
MUST BE COMPLETED AND SIGNED BY A HEALTHCARE PROVIDER IF ANY ANSWER ON THE SCREENING

QUESTIONNAIRE (ON PAGE 2) IS “YES”

Student’s Name Student’s DOB

Persons with any of the following risk factors are candidates for either a TB skin test (PPD) or Interferon Gamma Release
Assay (IGRA), UNLESS a previous positive test has been documented.

Please answer the following additional TB risk screening questions (see also the prior page):

1. Does the student have HIV/AIDS? [JYes [JNo
2. Organ transplant recipient? [1Yes [1No
3. Immunosuppression (equiv to 15 mg prednisone or TNF-alpha antag)? [1Yes [1No
4. History of illicit drug use? JYes [JNo
S. Chronic illness that may increase risk for TB progression (diabetes,

silicosis, cancer, renal disease, malabsorption, or intestinal bypass)? [0 Yes [1No

TB Risk Assessment

1.Does the student have signs or symptoms of active TB? [1 Yes [INo
If no, then proceed to #2. If YES, then proceed with further evaluation as indicated.

2. Medical assessment

a. Has +PPD been noted previously? [JYes [1No
> If yes, then chest x-ray is required within 6 months of entry: Dateof CXR__ [/ /
Result [ Normal [J Abnormal
> If yes, has the patient completed a 9 mo course of INH? [l Yes, completed / /
1 No

b. PPD (or IGRA) must be done if there is no history of previous positive PPD or IGRA. The PPD should
be recorded as actual millimeters of induration and interpreted based on the guidelines (**) below.

Date Read: / / Result: mm of induration

**Interpretation (see guidelines below): [J Positive  [] Negative

c¢. Interferon Gamma Release Assay (IGRA)—required only if PPD was not done

Date obtained: / /
Method: [1 QFT-G [1 QFT-GIT [] Other
Result: [J Positive  [] Negative L[] Intermediate

If the IGRA is POSITIVE, then chest x-ray is required within 6 months of entry:
Dateof CXR__ /[

Result [ Normal (] Abnormal

**Interpretation Guidelines

> S mm is positive: >10 mm is positive:

Recent close contact with person with active TB Significant travel or residence in high prevalence area
Abnormal CXR c/w past TB disease Illicit drug use

Organ transplant or other immunosuppression Worker in healthcare, homeless shelter, prisons
HIV/AIDS Chronic health issues, as per above screening questions

>15 mm is positive if no risk factors

HEALTH CARE PROVIDER SIGNATURE REQUIRED:

Printed Name Address

Signature Phone Number: Fax Number
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VANDERBILT UNIVERSITY
DEMOGRAPHIC AND INSURANCE INFORMATION

Date Form Completed:

Last Name First Name M.IL
Date of Birth - - Social Security - -
Undergraduate o Graduate o Law O Divinity o Owen O Peabody o

Health Care Professions: Hearing and Speech o Medical o Nursing o

VANDERBILT MEDICAL CENTER (VUMC) and STUDENT HEALTH CENTER OUTPATIENT

REGISTRATION INFORMATION
Were you born at or have you even been treated at VU Medical Center, Hospital, Clinic or ED?o0 YES o NO

Nashville Address (if known):

Zip Local Phone # ( ) Cell Phone # ( )

E-mail address

Person Responsible for Any Charges Incurred (if different from student)

Last Name First Name

Relationship to Student

Street Address

City State Zip
Home Phone # ( ) Work Phone # ( )
Date of Birth SS#

Occupation Employer Name
Employer Address

City. State Zip

EMERGENCY CONTACT

Last Name First Name

Relationship to Student

Home Phone # (___) Work Phone # ( )

Parent/Guardian Signature - Consent for Treatment of minor (Below age 18):
I authorize and consent to the routine treatment of my child by the physicians and nursing staff of the
Vanderbilt University Student Health Center.

Name Relationship
(Signature of parent/guardian)
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HEALTH INSURANCE INFORMATION - REQUIRED

(Completion DOES NOT WAIVE the student health insurance policy)

Vanderbilt Sponsored Insurance Policy: O Undergraduate 0O Graduate O International

Commercial: *Please attach a copy of both sides of your insurance card.*

Subscriber Name Relationship to Student
Subscriber’s Date of Birth Subscriber’s SS#
Group No. Policy # or ID

Employer Plan Name

OHMO 0OPPO 0OPOS 0O Indemnity O Other

Mail Claim to:

City State Zip

Telephone # for Eligibility /Coverage ( )

Additional Coverage *Please attach a copy of both sides of your insurance

card.*
Subscriber Name Relationship to Student
Subscriber’s Date of Birth Subscriber’s SS#
Group No. Policy # or ID
Employer Plan Name

OHMO OPPO 0OPOS 0O Indemnity O Other

Mail Claim to:

City State Zip

Telephone # for Eligibility/Coverage ( )
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VANDERBILT UNIVERSITY

Meningococcal Meningitis and Hepatitis B Immunization and Waiver Form

Name:

Last First MI

Date of Birth *Social Security # - - Phone:
Month/Day/Y ear

The General Assembly of the State of Tennessee mandates that each post-secondary institution in the state provide information
concerning hepatitis B infection to all students entering the institution for the first time. Those students who will be living in on-campus
housing must also be informed about the risk of meningococcal infection. The required information below includes the risk factors and
dangers of each disease as well as the information on the availability and effectiveness of the respective vaccines for persons who are at-
risk for the diseases. The information concerning these diseases is from the Centers for Disease Control and Prevention and the American
College Health Association.

The TN law requires that all new in-coming students either receive the vaccinations (as outlined below) or sign a waiver
indicating that they do not wish to receive the vaccines. While the institution is not required by law to provide vaccination
and/or reimbursement for the vaccines, both can be purchased/administered at the VU Student Health Center.

A. Hepatitis B (HBV) Immunization
[TO BE COMPLETED BY ALL NEW IN-COMING STUDENTS - MANDATORY]
Hepatitis B (HBV) is a serious viral infection of the liver that can lead to chronic liver disease, cirrhosis, liver cancer, liver failure,
and even death. The disease is transmitted by blood and/or body fluids and many people will have no symptoms when they
develop the disease. The primary risk factors for Hepatitis B are sexual activity and injection drug use. This disease is completely
preventable. Hepatitis B vaccine is available to all age groups to prevent Hepatitis B viral infection. A series of three (3) doses of
vaccine are required for optimal protection. Missed doses may still be administered to complete the series if only one or two have
been previously received. The HBV vaccine has a record of safety and is believed to confer lifelong immunity in most cases.

I hereby certify that I have read this information and I have received the initial dose of the Hepatitis B vaccine.
Supply vaccine information on the health questionnaire.
I hereby certify that I have read this information and I have elected NOT to receive the Hepatitis B vaccine.

Signature of Student (or Parent/Guardian if student is under 18): Date:

B. Meningococcal Meningitis Vaccine
[TO BE COMPLETED BY ALL NEW STUDENTS LIVING IN UNIVERSITY HOUSING - MANDATORY]
Meningococcal disease is a rare but potentially fatal bacterial infection, expressed as either meningitis (infection of the membranes
surrounding the brain and spinal cord) or meningococcemia (bacteria in the blood). Meningococcal disease strikes about 3,000
Americans each year and is responsible for about 300 deaths annually. The disease is spread by airborne transmission, primarily
by coughing. The disease can onset very quickly and without warning. Rapid intervention and treatment is required to avoid
serious illness or death. There are 5 subtypes (serogroups) of the bacterium that causes Meningococcal Meningitis. The current
vaccines do not stimulate protective antibodies to serogroup B, but both protect against the most common strains of the disease,
serogroups A, C, Y and W-135. The duration of protection is approximately 3 to 5 years for Menomune and even longer for the
conjugate vaccine Menactra. The vaccines are very safe and adverse reactions are almost always mild and local, consisting
primarily of redness and pain at injection site lasting up to two days.
The Advisory Committee on Immunization Practices (ACIP) of the U.S. Centers for Disease Control and Prevention (CDC)
recommends that college freshman (particularly those who live in dormitories or residence halls) be informed about
meningococcal disease and the benefits of vaccination and those students who wish to reduce their risk for meningococcal disease
be immunized. Other undergraduate students who wish to reduce their risk for meningococcal disease may also chose to be
vaccinated.

I hereby certify that I have read this information and I have received the vaccine for Meningococcal Meningitis.
Supply vaccine information on the health questionnaire.
I hereby certify that I have read this information and I have elected NOT to receive the vaccine for Meningococcal

Meningitis.

Signature of Student (or Parent/Guardian if student is under 18): Date:

For more information about Meningococcal Meningitis and hepatitis B disease and vaccine, please contact your
local health care provider or consult the Centers for Disease Control and Prevention web site at www.cdc.gov.

*In accordance with the Privacy Act of 1974, please be advised that the requested disclosure of your Social Security Number is voluntary and optional. Your Social
Security Number will not be disclosed to individuals outside of the institution except in accordance with the institutional policy on student records. 12/18/07
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