
BRYANT UNIVERSITY HEALTH SERVICES  
1150 Douglas Pike  
Smithfield, RI 02917-1284 
FAX (401) 232-6702 
 

 
THIS COMPLETED FORM MUST BE RETURNED TO HEALTH SERVICES 

BY AUGUST 15th FOR THE FALL SEMESTER OR JANUARY 16th FOR THE SPRING SEMESTER 
 
Name___________________________________________________________   (    )Male     (    )Female 
            Last           First          Middle Initial 
Student SS#_____________________ Date of Birth___________________ Bryant Graduation Year____ 
Home Address______________________________________________ EMAIL ___________________ 
City, State, Zip ___________________________________________________ Country_____________ 
Home Phone _____________________Cell Phone___________________ FAX ___________________ 
Country of Birth___________________________ Number of Years Residing in United States ________ 
Person to be notified in emergency ________________________________________________________ 
Relationship to you ____________________________________________________________________ 
Telephone (home) ____________________________________ (work) ___________________________ 
Address _____________________________________________________________________________ 
City, State, Zip________________________________________________________________________ 
Present Health Insurance Company _______________________________________________________ 
*   PLEASE ATTACH A COPY OF BOTH SIDES OF HEALTH INSURANCE CARD. 
Address_____________________________________________________________________________ 
Policy #___________________________________________Telephone #________________________ 
Subscriber_____________________________________________________ Expires________________ 
 

FAMILY HISTORY:  Please answer the following questions relating to your past and present medical history to the 
best of your ability.  Whenever in doubt, clarify this history with your parents and or/physician. 
  
   Age Current Health Status If Deceased: Age Cause 
Father_______________________________________________________________________________ 
Mother______________________________________________________________________________ 
Siblings _____________________________________________________________________________ 
  ______________________________________________________________________________ 
 ______________________________________________________________________________ 
 ______________________________________________________________________________ 
 

Have you ever been a patient in a hospital for any reason?  (      ) Yes     (      ) No 
Hospital     Condition    Dates                   
             
              
Have you ever consulted a psychiatrist or psychologist?  (     ) Yes (     ) No 
 
If yes, please explain            
              
 

IF YOU HAVE A SERIOUS MEDICAL CONDITION/DISABILITY, PLEASE COMPLETE 
 

Bryant University Health Services would like to notify appropriate departments of your serious medical 
condition/disability in order to be able to respond to an emergency that might arise as a result of your health problem. 
 
I hereby authorize Bryant University Health Services to release information of my serious health problem which 
is________________________________________________________ to the appropriate departments. 

COMPLETED FORM REQUIRED 
FROM ALL STUDENTS PRIOR TO 

MOVING ONTO CAMPUS 
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PERSONAL HEALTH HISTORY (Completed by student) 

 
Have you ever, or do you now have any of the following?  If you answer “yes”, please identify by number using the 
space below to give the date and the nature of the problem. 
 
  YES  YES  YES 
 1.  Sudden death of family member under 
      age 40 

 16.  Malaria  31.  Tonsillectomy  

 2.  Eczema/allergic skin disease  17.  Tuberculosis  32.  Tumor/cancer  

 3.  Anemia  18.  Mononucleosis  33.  Severe depression  

 4.  Asthma  19.  Chicken pox  34.  Severe anxiety  

 5.  Pneumonia  20.  Amenorrhea  35.  Anorexia, bulimia, 
      compulsive eater,     
      restrictive dieter 

 

 6.  Heart murmurs, Mitral valve prolapse  21.  Adrenal disease  36.  Chlamydia  

 7.  High/low blood pressure  22.  Diabetes  37.  Genital warts/HPV  

 8.  Abdominal pain  23.  Pituitary disease  38.  Gonorrhea  

 9.  Hepatitis  24.  Thyroid problem  39.  Herpes  

10.  Hernia  25.  Back trouble  40.  Ophthalmologic  

11.  Ulcerative colitis, ulcer  26.  Fractures         a.  contacts  

12.  Kidney disease, blood/protein in urine  27.  Severe head injury         b.  glasses  

13.  Measles, Mumps, Rubella   28.  Epilepsy/seizures  41.  Any physical     
       limitations?  

 

14.  Missing or impaired organ  
      (eye, kidney, testicle, etc.) 

 29.  Migraines  42.  Do you take     
       medications   

 

15.  Rheumatic fever  30.  Appendectomy  43.  Pregnancies  

 
PLEASE CHECK HERE IF NONE OF THE ABOVE APPLIES  [         ] 
 
ALLERGIES TO: 
 
DRUG: 

 
DESCRIBE REACTION: 

 
Life-threatening?         Yes (      )          No (      ) 
Were you treated?       Yes (      )          No (       ) 

 
FOOD: 

 
DESCRIBE REACTION: 

 
Life-threatening?         Yes (      )          No (      ) 
Were you treated?        Yes (      )          No (      ) 

 
OTHER: 

 
DESCRIBE REACTION: 

 
Life-threatening?         Yes (      )          No (      ) 
Were you treated?        Yes (      )          No (      ) 

WERE YOU TESTED?     YES (       )     NO (       ) DO YOU CARRY EPIPEN?     YES (       )     NO (       ) 

Students who have serious medical problems or demonstrated allergic reactions that could result in life-
threatening situations are urged to wear medical alert jewelry. 
EXPLAIN ANY “YES” ANSWERS BELOW/OVER USING IDENTIFYING NUMBER: 

 
 
 
 
 

MEDICAL CARE AUTHORIZATION 
 

“I the undersigned, hereby specifically authorize Bryant University Health Services and/or any authorized member of 
the staff, or duly affiliated consultant, to provide care in Bryant University Health Services, and for emergency 
treatment.” 
 
SIGNATURE 
(IF UNDER 18 YEARS OF AGE, PARENTAL SIGNATURE IS ALSO REQUIRED) 
 
____________________________________________________________________________________ 
Student        (Date) 
____________________________________________________________________________________ 
Parent        (Date) 
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BRYANT UNIVERSITY PHYSICAL EXAM 

TO BE COMPLETED BY HEALTH CARE PROVIDER 
 

Name:             D.O.B.  ________                                             
                                     (Last)                 (First) 
  

Blood Pressure_____________   Pulse_____________    Height ___________ Weight_________ 
             
Normal  Check each item in appropriate column.       NOTE:  Describe every 
 _  Enter NE if not evaluated.       abnormality in detail  
  Head, face, neck, scalp         
  Nose and sinuses         
  Mouth, teeth, throat         
  Ears           
  Eyes           
  Ophthalmoscopic         
  Neck, thyroid          
  Thorax and breasts         
  Lungs           
  Heart           
  Abdomen          
  Anus and rectum         
  Endocrine system         
  G.U. system          
  Upper extremities         
  Lower extremities         
  Feet           
  Spine           
  Neurologic          
  Psychiatric evaluation         
  Skin           
  Lymphatic system         
  Vascular system         
  Other:            
 
  Date of this physical exam as described above (Must be within one year of University entry).  
 

SUMMARY OF EXAMINING PHYSICIAN 
Is this student receiving or does he/she require continuing medical care, therapy or 
observation?________________ If yes, please explain       
             
              
 
Please include notation of medication and dosages and investigative reports concerning illness such as heart 
disease, asthma, diabetes, seizure disorders, etc. 
 
Does this student have any life-threatening allergies of which you are aware? 
Yes________ No________    If so, please send documentation, including allergic response and suggested 
treatment. 

 
HEALTH CARE PROVIDER 

Name:   _________________________________________________________________  Phone: _____________________ 
 
Address:  ___________________________________________________________________________________________ 

 
Signature:  _________________________________________________________________  Date: ___________________ 
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BRYANT UNIVERSITY IMMUNIZATION RECORD 

TO BE COMPLETED BY A HEALTH CARE PROVIDER 
 

Name:                                         
                                            (Last)                        (First) 
 

Requirements: 
Measles, Mumps, Rubella - 2 doses before University entry: dose 1 on or after first birthday 
Tetanus-diphtheria - booster within past 10 years required 
PPD - test for tuberculosis is required for high risk categories 
Hepatitis B – Complete series (3 doses) of hepatitis B vaccine is required 
Varicella (Chickenpox) Vaccine – One dose on or after 1st birthday, two doses if 1st dose is given after 13th 
birthday. 
 
All information must be in English  (Dates must include month, day and year) 

 

A. TETANUS-DIPTHERIA - Required within past 10 years 

 Td   _____/_____/_____  OR Tdap _____/_____/_____ 
 

B. MMR (Measles, Mumps, Rubella)  - Two doses required at least 28 days apart 
 1.  Dose 1 given on or after first birthday and Dose 2, 1980 or after. . 1 _____/_____/_____   2. _____/_____/_____ 
 

C. MEASLES (Rubeola)   (Clinical history is not acceptable)  
 1.  Has report of positive immune titer.  Specify titer ____________________ and date . . . . . .   _____/_____/_____ 

D. RUBELLA (German measles)   (Clinical history is not acceptable)  
 1.  Has report of positive immune titer.  Specify titer___________________and date . . . . . . . . . _____/_____/_____ 

E. MUMPS  (Clinical history is not acceptable)  
1.  Has report of positive immune titer.  Specify titer ________________________ and date   . . _____/_____/_____ 

 

F. HEPATITIS B SERIES (Complete 3-dose series is required) 
 1.  Dose #1 ______/______/______ Dose #2 ______/______/______ Dose #3 ______/______/______ 

 2.  Immunization (Combined hepatitis A and B vaccine) 
  a.   Dose #1  _____/_____/_____ Dose #2  _____/_____/_____ Dose #3 _____/_____/_____ 

 2.  Hepatitis B surface antigen antibody ______/______ Reactive________ Non-reactive________ 
 

G. VARICELLA (Chicken Pox) (Required)  

 (History of chicken pox, a positive varicella antibody, or two doses of vaccine meets the requirement 

           History of disease (physician documented):   Yes__________   Date  ____/_____ /______   

Immunization    Dose #1 ______/______/_____  

Dose #2 ______/______/_____  

Varicella antibody _____/______/_____ Result:  Reactive__________ Non-reactive __________ 
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              BRYANT UNIVERSITY IMMUNIZATION RECORD 

(continued) 
 

 

H. MENNINGOCOCCAL (Meningitis - - Strongly Recommended)         
(A, C, Y, W-135)  - Conjugate (MCV4)   Preferred   Date vaccinated: _____/______/______ 
 
(A, C, Y, W-135)  - Polysaccharide acceptable   Date vaccinated: _____/_____/_______ 
(One dose--preferably at entry into University for freshmen living in residence halls who wish to reduce their 
risk of meningococcal disease.  Any undergraduate less than 25 years who wishes to reduce their risk of disease 
can consider the vaccine. 

 
 

I.       GARDASIL (HPV Vaccine)  (Optional) 
 
 Dose #1____________ Dose #2____________ Dose #3____________ 
 
 
J.     TUBERCULOSIS SCREENING 

 
1. Does the student have signs or symptoms of active tuberculosis disease?  

Yes_________    No___________ 
 
2. Is the student a member of a high-risk group?  See below for explanation. **   

Yes_________    (requires Mantoux test) No_________ 
 
3. Tuberculin Skin Test: 
 
 Date Given: _____/_____/_____  Date Read:  _____/_____/_____ 
    M         D         Y            M        D        Y 
 
       Result: _______  mm       POS ____     NEG _____ 
 
4. Chest x-ray (required if tuberculin skin test is positive) result:   
 

 normal_______negative________  Date: _____/_____/_____ 
                                        M       D         Y 

 
 ** Students should have Mantoux test if they have arrived from countries EXCEPT those listed:  

Canada, Jamaica, Saint Kitts and Nevis, Saint Lucia, USA, Virgin Islands (USA), Belgium, Denmark, 
Finland, France, Germany, Greece, Iceland, Ireland, Italy, Liechtenstein, Luxembourg, Malta, Monaco, 
Netherlands, Norway, San Marino, Sweden, Switzerland, United Kingdom, American Samoa, 
Australia, or New Zealand.   

 
HEALTH CARE PROVIDER 

 

Signature:  _________________________________________________________________  Date: ___________________ 
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