
 
 

STUDENT HEALTH SERVICE 
SHAW UNIVERSITY 

Raleigh, North Carolina 27601 
 

REPORT MOF MEDICAL HISTORY 
PLEASE COMPLETE THIS BEFORE GOING TO YOUR PHYSICAN FOR EXAMIMATION 

 
____________________________________________________________________________________________________/__________________________________________ 
LAST NAME (print)          FIRST NAME                                   MIDDLE     SOCIAL 
SECURITY NO. 
_______________________________________________________________________________________________________________________________________________ 
HOME ADDRESS (NUMBER & STREET   CITY  STATE  ZIP TELEPHONE # 
 
Fr. Soph. Jr. Sr. Grad Yes             (Date: __________) No           Fall         Winter         Spring         Summer         20___________ 
_______________________________________________________________________________________________________________________________________________ 
CLASS YOU ARE ENTERING (Circle)  PREVIOUSLY ENROLLED HERE PROPOSED DATE OF REGISTRATION 

 
______________________________________________________________________________________________________________________________ 
HOSPITAL / HEALTH INSURANCE: NAME OF COMPANY   ADDRESS       POLICY NUMBER 
 
_____________________________________________________________________ 
NAME & RELATIONSHIP OF NEXT TO KIN  
 
 
 
PARENTS OF STUDENTS UNDER 18:   I hereby authorize any medical treatment 
For my son / daughter which may be advised or recommended by the physician of 
the Student Health Services of Shaw University. 
 
_____________________________________________________________________ 
Signature of Parent / Guardian   Date 
 
 
 

HAVE YOU HAD YES NO  YES NO  YES NO  YES NO 
Eye Trouble   Frequent or Severe 

Respiratory 
Infections 

  Kidney or Bladder 
Disease 

  Diabetes   
Ear, Nose Throat Trouble       Infect. Mononucleosis   

Frequent or Severe 
Headaches 

  Rheumatic Fever or 
Heart Murmur 

  Disease or Injury 
of Bones or Joints 

  Sickle Anemia   

Epilepsy       FEMALES ONLY   
Asthma, Hay Fever, Hives   Stomach or 

Intestinal Trouble 
  “Trick” Knee, 

Shoulder, ect. 
          Irregular Periods   

Tuberculosis               Severe Cramps   
  Hepatitis or 

Jaundice 
  Anemia           Excessive Flow   

 
 
REMARKS OR 
ADDITIONAL INFORMATION 
(Use additional sheet if necessary) 
 
 
 
 
 
 
 
 
 
 
 
 
 

STATEMENT BY STUDENT: I have personally supplied the above information and attest that it is true and complete to the best of my knowledge. I hereby 
give my permission to ant doctor, hospital, or other medical agency to release confidentially to the Student Health Service Physician(s) of Shaw University 
ant information they may have concerning my medical condition and their professional contact with me. 
 
A photocopy of this permission is considered as valid as original. 

  
_________________________________________________________             __________________________________________________________________________ 
Signature of Student  Date   Physicians Signature (Acknowledging Review)                                      Date 

 YES NO     Relationship 

Tuberculosis    

Diabetes    

Heart Disease    

Kidney Disease    

Arthritis    

Stomach Disease    

Asthma, Hay Fever    

Epilepsy, Convulsions    

 YES NO 
A. Do  you have ant disease, or is ant drug or other treatment being followed, which 
should be continued or periodically evaluated (Give details) 

  

B. Have you any drug allergy or other known sensitivity or intolerance? (Give details)   

C. Have you had any illness, injury, operation or been hospitalized other than as already 
noted?    (Give details) 

  

D. Has your physician activity been restricted during the past five years? (Give reasons 
and duration) 

  

E. Have you ever been hospitalized for mental or emotional illness?[ (Give name(s) and 
addresses of doctor(s) and /or hospital(s)] 

  

F. Have you ever interrupted school or work either because of mental or emotional 
illness or after psychiatric consultation? [Give details and doctors(s) names(s) and 
address(es) 

  

To the student: 
Information you provided will be used as 
an aid to providing necessary care while 
you are a student. Your matriculation may 
be delayed, however, if your current 
health status warrants this. 

This information is strictly for the use of 
the Health Services and will not be 
released to anyone without your 
knowledge and written consent. 



                 Physical Examination 
TO THE EXAMINING PHYSICAN: Please review the student’s history and complete the physician form. Please comment on all positive answers. The 
information supplied will be used as a background for providing health care. This information is strictly for use of the Health Service and will not be 
released without the student’s consent. 
 
_____________________________________________________________________________________________________________________ 
LAST NAME     FIRST NAME     MIDDLE NAME 
 
Height_________inches  Weight_________inches  B.P.__________/__________ Pulse___________/min  
 
Corrected Vision       Hearing (gross): 
 Right 20 / __________ Left 20 /__________ Right __________  Left __________  
 
 
URINALYSIS         HISTORY OF IMMUNIZATIONS 

(NC residents may submit high school immunization record) 
 

Sugar ___________ 
 
Albumin_________ 
 
Micro ___________ 
 
MEMATOCRIT (IF INDICATED) 
SICKLE CELL 
_________________% 
 

 
Are there abnormalities of the following systems? Describe fully. Use additional sheet if necessary 

 YES NO  
Head, Ears, Nose, Throat    
Eyes    
Respiratory    
Cardiovascular    
Gastrointestinal    
Hernia    
Genitourinary    
Musculoskeletal    
Metabolic/Endocrine    
Neuropsychiatry    
Skin    
Mammary    

 
A. Is there loss or seriously impaired function of any paired organ?  Yes_____ No_____ 
B. Have you any general comments? 

____________________________________________________________________________________________________ 
 

C. Do you have any recommendations regarding the care of this student?  Yes_____ No_____ 
 
Explain   _____________________________________________________________________________________________ 
 

D.  Do you have any recommendations for physical activity (Phys. Ed., Intramurals, etc?)   Unlimited____________ Limited 
 
E.  Is the student now under treatment for any medical or emotional condition?   Yes_____   No_____ 

Explain: ______________________________________________________________________________________________ 
  

Tuberculin Skin Test (within one year) 
Date_____________ Positive             Negative    
Chest x-ray (if skin test is positive) 
Date____________________   Report_____________________ 

 
________________________________________________________               OFFICE / CLINIC STAMP WITH ADDRESS 
Signature of Physician/Physician Assistant/ Nurse Practitioner                AND TELEPHONE NUMBER 
 
Date ______________________________________    

Revised 4/20/09  
 

VACCINE DATE DATE DATE DATE  

DTP #1 #2 #3 #4  

Td or TETANUS BOOSTER      

POLIO, oral      

RUBEOLA (measles, MMR)   Disease Date                             

MUMPS (MMR)     

RUBELLA (German measles, MMR)     


