THE SAGE COLLEGES

To ensure that this form is complete: FOR ADMINISTRATIVE PURPOSES ONLY
Semester: Fall
1. Complete pages 1 and 2 before going to your Health Care __ Spring
Provider. **SIGN the Authorization for Treatment below. Summer
2. Bring this form to your Provider for a physical exam. Entering Year:
3. Have your Health Care Provider complete REPORT OF Reviewed By: Date:
PHYSICAL EVALUATION & STUDENT IMMUNIZATION FORM ) )
4. Be sure that page 2, 3 & 4 are signed by your Health Care Provider
5. CHECK the appropriate college below and RETURN
COMPLETED FORM TO: The Sage Colleges,
Wellness Center, Attn: Immunization Coordinator
[ ] Russell Sage College [ ] Sage College of Albany
[ ] Sage Graduate School [ ] Sage After Work
65 1° Street 140 New Scotland Ave
Troy, NY 12180 Albany, NY 12208
Phone: 518 244-2261 Phone: 518 292-1917
Fax: 518 244-2262 Fax: 518 292-1918

INFORMATION RECEIVED IS CONFIDENTIALAND WILL NOT JEOPARDIZE YOUR ACCEPTANCE STATUS OR
ACADEMIC STANDING Please Print

Last Name First Name Middle Date of Birth

Telephone No. () Student ID #

Home Address (Number and Street) City or Town State Zip Code

Name and Address of Next of Kin

Type of Insurance Policy: Name of Policy

Family [J Student [ other[ Policy Number

Authorization for Treatment: | DO HEREBY AUTHORIZE THE SAGE COLLEGE TO PROVIDE FIRST AID TREATMENT
AND IN CASE OF EMERGENCY, | AUTHORIZE THE TRANSPORTATION INVOLVED AND THE TREATMENT
NECESSARY BY A PRACTITIONER AND/OR AT A HOSPITAL. | SHALL ASSUME ANY EXPENSES WHICH ARISE.

*SIGNED

(Student)

*SIGNED

(Parent or Guardian if Student is under 18 years of age)

MEDICAL HISTORY
A. Please check any condition which you or a close family member has or has had. Indicate the relationship.

Self Family

Y| N Y| N Relationship

Alcoholism

Breast Disease

Cancer

Elevated Cholesterol

Diabetes

Genetic or Birth Defect

Heart Attack
High Blood Pressure

Sickle Cell Trait or Disease
Stroke

| am adopted Yes __ No __




B. Check Yes or No below if you have ever had any of the following:

Anemia (Low Iron)

Gallbladder Stones or Disease

Rheumatism or Arthritis

Asthma Head Injury w/ Unconsciousness Scarlet Fever

Back Problems Heart Murmur Severe Weight Gain
Bronchitis Hernia Severe Weight Loss

Cancer Infectious Mononucleosis Sexually Transmitted Disease
Chicken Pox Irritable Bowel Disease Sinus Infection

Colitis Jaundice Skin Disorders

Depression Learning Disability Suicide Attempt

Diabetes Liver Disease or Hepatitis Throat Infections

Disease/Injury of Joints

Menstrual Irregularities

Thyroid Abnormalities

Ear Infections

“Nervous” Stomach

Ulcers (Stomach or Duodenal)

Eating Disorder

Ovarian Cyst

Urinary Tract or Kidney Infections

Epilepsy/Convulsions/Seizures

Pelvic Infections

Uterine Abnormalities

Eye Problems

Pneumonia

Vaginal Infections

Frequent Headaches

Rheumatic Fever

Varicose Veins

1. List any surgery/operations you have had and dates:
Remarks or additional information

(Use additional sheet if necessary)

2. Have you been hospitalized overnight? Yes No

Why?

3. Do you experience depressions, anxiety, or other emotional problems?

Yes No

4. Have you received counseling at any time? Yes No
For what?
Are you currently receiving counseling? Yes No
For what?

5. Please list all medications currently being taken with dosage, frequency and condition for which it is being taken:

Medication

Dosage Frequency

Condition

6. List ALL ALLERGIES you have:

Medications:

Foods:

Bees/Insects:  Yes No

Environmental:

Do you carry an EPI-PEN? Yes No

7. Tobacco use: Yes No

8. Alcohol use: Yes No

9. Do you wear glasses?

Type/Amount

Amount Drug use? Yes No Type/Amount

Contacts?

Student's Signature

Clinician's Signature (Acknowledge Review)

2

Date



REPORT OF PHYSICAL EVALUATION

Name: DOB
Height: Weight: BMI (optional): Pulse: BP:
Vision: R 20/ L/20 corrected: Y N Urinalysis: Glucose Protein __ Micro___
Blood work (as applicable) Cholesterol Hg Hct
Normal Abnormal Findings Initials
MEDICAL
Head

Eyes (lids, conjunctivia, pupils
& ocular motion)

Ears

Nose/Throat

Lymph Nodes
(Cerv., Ax., Ing.)

Heart

Pulses

Lungs/chest

Breasts

Abdomen/Viscera
(include hernia)

Skin

NEUROLOGIC:

Gait, Romberg, Muscle
Strength/tone, Sensory, Tremor

MUSCULOSKELETAL

Neck

Back

Shoulder/Arm

Elbow/Forearm

Wrist/Hand

Hip/Thigh

Knee

Leg/Ankle

Foot

Yes No

Any recommendations for special dietary requirements or limitation of physical activity?

Is this individual under care for a chronic condition or serious illness? If yes, please enclose further information.

Upon completion of a complete physical examination | have found this student capable of participating in a
full program of college study, including participation in intercollegiate sports.

Name of Clinician: (print/type) Date:

Address: Phone:

Signature of Physician




STUDENT IMMUNIZATION FORM

Date of Birth:
Phone Number:

Name:
Home Address:

PART | REQUIRED

New York State Public Health Law 2165 requires post-secondary
students to show immunity to Measles, Mumps and Rubella
before registering for classes. Persons born prior to January 1,
1957 or taking less than six credits in a semester are exempt from
this requirement. Certain medical and religious factors may also

Meningococcal Meningitis
For all students regardless of age, NYS Public
Health

Law 2167 mandates that you read and sign Part I1.
Meningitis disease is a severe bacterial infection of the
bloodstream or meninges (a thin layer covering the brain and

spinal cord). It is a relatively rare disease and usually occurs as a
single isolated event. Clusters of cases or outbreaks are rare in the
United States. It is transmitted through air via droplets of
respiratory secretions and direct contact with an infected person.
Direct contact, for these purposes, is defined as oral contact with
shared items such as cigarettes or drinking glasses or through
intimate contact such as kissing. Although anyone can come into
contact with the bacteria that causes meningococcal disease, data
also indicates certain social behaviors—such as exposure to

qualify for the exemption.

A. MMR (MEASLES, MUMPS, RUBELLA)

First dose of vaccine(s) must be given on or after your 1°
birthday, and dose #2 given at least 28 days after dose #1.
o TWO DOSES of MMR vaccine:

MMR #1 /1 MMR#2 [l

5 TWO DOSES _o?ll?/I-EASLES vaccine: passive and active smoking, bar patronage and excessive alcohol
1/ 4 | ' consumption—may put students at increased risk for the disease.
—— —anp Patients with respiratory infections, compromised immunity,

those in close contact to a known case and travelers to endemic
areas of the world are also at increased risk.

The early symptoms usually associated with meningococcal
disease include fever, severe headache, stiff neck, rash, nausea,
o Antibody Titers (Attach Lab report results) vomiting and _Iethargy, ar_1d may resemble the flu. The_ diseas_e

Date of Measles Immune titer /o progresses rapidly, often in as little as 12 hours. The disease is

Date of Mumps Immune titer 7 occasionally fatal. The symptoms may appear two to 10 days

Date of Rubella Immune titer |/ after exposure, but usually within five days. Casual contact as

e might occur in a regular classroom, office or factory setting is not
usually significant enough to cause concern.

Presently there is a vaccine that will protect against some
strains of meningococcus. For the most part, the vaccine has been
shown to be safe and adverse reactions are mild and infrequent,
consisting primarily of redness and pain at the site of injection
lasting up to two days. If you wish to receive the meningococcal
vaccine, contact your health care provider.

ONE DOSE of Mumps vaccine: __ /[
ONE DOSE of Rubella vaccine: [

-OR-

B. MENINGITIS VACCINE (indicate which given):
Required if living in campus housing
MCV4 (Menactra) __ /[
MPSV4 (Memomune) _ /

~ |

RECOMMENDED
C. TETANUS-DIPHTHERIA-PERTUSSIS: Most recent
vaccine/booster (Required within past 10 years):

™/ ] TOaP | PART Il  MENINGOCOCCAL MENINGITIS RESPONSE
D. Mantoux PPD Check one (1) box only and sign. If under 18, parent must sign.
Date /placejll /[ Dateread o I (my child) had the meningococcal meningitis immunization
_— . within the past 10 years. This vaccine is required for all Sage
Results:  oNeg oPos. ___ MM Initials | o4\ dents living in campus housing.
E. HEPATITISB: Signature Date
#1_ /[ #2_ [ | #3_ [ |
] ] ) o I am NOT living on campus and | have read the information
F. HPV (Humanpapilloma Virus vaccine): regarding meningococcal meningitis disease and | understand
o Gardasil: the risk of not receiving the vaccine. | (my child) will not
#l /1 o#2 1 1 #_ 11 obtain immunization against meningococcal meningitis
) disease at this time.
G. VARICELLA (Chickenpox) VACCINE:
#1. [ / #2 | | Signature Date

Health Care Provider Signature Required OR Attach an Official Copy of Immunization records (signed
by Medical Provider or School Nurse)
Address

Phone ()
4

Name
Signature

Fax ( )




