« HEALTH FORMS

The College of New Jersey

Student Health Services —_—

P.O. Box 7718 T

Ewing, N.J. 08628-0718 cl\y The College of New Jersey
609-771-2483

E-Mail: hithserv@tcnj.edu

Website: www.tcnj.edu/healthservices

Dear TCNJ Student,

Welcome to The College of New Jersey community. TCNJ is committed to providing a healthy environment for all students. In order
to protect students from vaccine-preventable diseases and to comply with New Jersey State Law (N.J.A.C. 8:57-6) and College
requirements, please submit the attached health forms before the due date noted on the following page.

Completed health forms are a condition of enrollment, attendance and housing. You will not be permitted to enter campus housing or
continue registration until you are compliant with immunization and health information requirements.

Required immunizations, testingand health information:
MMR . All students born after 1956 must show proof of two (2) doses of measles, two (2) doses of mumps and two (2) doses
of rubella vaccines administered after 12 months of age and separated by at least 28 days. Alternatively, a laboratory blood test
report showing immunity to each of these diseases may be submitted to meet this requirement.

Hepatitis B. All students enrolled in 12 or more credit hours in their first semester/term must show proof of three (3) doses of
hepatitis B containing vaccine. Alternatively, a laboratory blood test report showing immunity may be submitted to meet this
requirement.

Meningocaccal Meningitis.  All students planning to live in campus housing must show proof of one (1) dose of
meningococcal A, C, Y & W-135 vaccine. Students will not be permitted to enter campus housing without this vaccination.

Tuberculosis Testingisrequiredforiat r i s k 0 determided hytthe Soverniggestionnaire on pagg, Part A).
Positive test results must be followed by a chest x-ray.

Physical Examination All FRESHMEN are required to have a physical examination performed by his/her primary healthcare
provider.

The State of New Jersey permits religious and medical exemptions from vaccination under certain conditions Detailed information
can be found on t he St uwwevictjedihealhbetvites - SliekrorvNewe Studeft Infsee bsi t e a't

Information you provide to us about your health will be treated as strictly confidential and is used exclusively by Student Health
Services to provide personalized care and comply with State immunization law. It will not be released to anyone outside of Student
Health Services without your express permission or pursuant to government authorization.

You may contact Student Health Services if you need assistance or are interested in receiving the required vaccinations in our office.

For specific questions about campus medical services, pre-admission health requirements and the student health insurance plan
(SHIP), please contact us by phone or e-mail. For important general informatio n l og onto the Student
www.tcnj.edu/healthservices

Sincerely,
Jance P. Vermeychuk, MSN, RN, APN
Associate Director of Student Health Services
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@ The College of New Jersey

Student Health Services
P.O.Box 7718
Ewing, N.J. 08628-0718
Phone: (609)771-2483 E-Mail: hlthserv@tcnj.edu

CONFIDENTIAL MEDICAL INFORMATION FORM

RETURN FORM DIRECTLY TO STUDENT HEALTH SERVICES BY THE DUE DATE LISTED BELOW TO AVOID
LATE FEES, STATE PENALTY FINES, REGISTRATION HOLDS AND HOUSING HOLDS:
b EOF SUMMER ENTRY: June 16D
b FALL SEMESTER ENTRY:July 18 D SPRING SEMESTER ENTRY: January9 B SUMMER ENTRY: May 12b

VERY IMPORTANT: KEEP ALL PAGES OF FORM TOGETHER AND DO NOT FAX
234#%$-3z2w-__, $ Birthdate: |__ | |11 11__1__|
Last First Middle Month Day Year
TCNJID#ifknown: | | || 111 || [Omale  [] Female
Permanent address: City:
State: Zip: Country: Home phone: ( ) Cell: ( )

E-Mail: ||
When are you entering TCNJ? [_] EOF Summer Program  [_] Fall semester  [_| Spring semester [_] Summer  YEAR:

Former studentat TCNJ? [ ]No [ ]Yes If Yes,whendidyouleave? | _ | Il__|__|
Month Year

Admission status: [ | Freshman  [] Transfer ~ [] Exchange [ ] Graduate Studies [ ] Other (specify):

Check one: [] 1 will be living in campus housing [ 1 will not be living in campus housing

PERSON TO CONTACT IN CASE OF EM ERGENCY
PRIMARY CONTACT

Name: Relationship:

Home phone: ( ) Work phone: ( ) Cell: ( )

SECONDARY CONTACT

Name: Relationship:
Home phone: ( ) Work phone: ( ) Cell: ( )
Permission for release of medical information: | authorize release of relevant information to my insurance company for the purpose of

reimbursement. Permission for medical care: | authorize TCNJ Student Health Services to provide medical services and therapeutic services,
including immunizations, or when circumstances require immediate attention, to proceed according to standard medical practice in my treatment.
| also verify that the information provided by me on this form is true to the best of my knowledge.

20U0EI OUzUwUDT BECUUI 6w Date:

If student is under 18 years of age at time of college entry, parent/legal guardian is also required to sign in addition to student.

Parent/guardian signature: Relationship: Date:
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Name:

Birthdate: |__ | 11— 1 11—1_1

Last First Month Day Yea
(To Be Completed by Student)

FAMILY HISTORY

Mark (X) in the appropriate space if blood-related parent and/or sibling have had any of the following:

CONDITION Mother Father Brother/ CONDITION Mother | Father Brother/
Sister Sister

Diabetes Asthma

Tuberculosis Mental IlIness

Heart Disease Alcohol/Drug addiction

High blood pressure High Cholesterol

Cancer Deceased (Age)

10.

11.

12.

13.

PERSONAL HEALTH HISTOR Y

Do you h ave an Allergy to any Medicine (hives, rash, swelling, etc.)? ¢ No c¢ Yes IfYES, tell us the name of the medicine(s) and tell us

what happened when you took it?

Are you Sensitive to any Medicine (nausea, vomiting, racing heart, etc.)? ¢ No c¢ Yes If YES, tell us the name of the medicines) and what

happened when you took it?
Do you have any other Allergies, such as to bee stings, latex, certain foods, etc.? ¢ No c¢ Yes If YES, tell us what you are allergic to

and what happened when you came in contact with it?

Have you had Chickenpox? c¢ Yes What year: ¢ No ¢ Not Sure

Have you ever had Surgery? ¢ No c Yes If YES, what TYPE of surgery did you have and WHEN?

Have you ever been Hospitalized? ¢ No c Yes If YES, give dates and reason(s).

Do you take any Prescription or Non -Prescription medicine on a regular basis ? (include eye drops, birth control, supplements, herbals, etc.)

¢ No c Yes |IfYES, please list.

Do you receive Allergy Shots ? ¢ No c Yes If YES, allergy shots can be continued at TCNJ Health Services ¢ Contact our office if interested.

Has your Phy sical Activity ever been restricted for health reasons? ¢ No c¢ Yes If YES, give dates and reason(s).

Do you have any Chronic (long -term) health problems (e.g., asthma, diabetes, hepatitis, etc.)? ¢ No c¢ Yes If YES, please explain.

Have you ever been treated for anxiety, panic disorder, eating disorder, depression, suicide attempt/thoughts,  addiction, drug abuse or any

other mental health issues? ¢ No c¢ Yes If YES, please explain and provides dates.

Do you have a documented disability under ADA? ¢ No c Yes (please explain)

PLEASE NOTE THAT IN ORDER TO INITIATE SUPPORT AT TCNJ, YOU MUST REGISTER WITH THE OFFICE OF DIFFERING ABILITIES SERVICES - See
http://www.tcnj.edu/~sa/disability/index.htnfbr details and contact information.

Are there other aspects of your health that might cause problems for you or requir e special arrangements at TCNJ? If so, please explain:___
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Name: Birthdate: | | 1111 1—1__1I
Last First Month Day Yea

(Part A and Part B To Be Completed by Student)

PART A: TUBERCULOSIS SCREENING
Please answer the following questions:

1. Do you have a productive, prolonged cough that has lasted for more than 3 weeks with chest pain, bloody sputum, fever, chills, night sweats,
appetite loss, weight loss, tiredness? [ ] YES [ NO

2. Have you ever injected drugs or resided in, volunteered in, or worked in high-risk settings such as prisons, nursing homes, hospitals,
residential facilities for patients with AIDS, or homeless shelters? [Jyes [1INO

3. Areyou entering the health profession? [ ] YES [] NO

4. Do you have any condition such as HIV, diabetes, chronic renal failure, leukemia or lymphoma, low body weight (10% below the ideal),
gastrectomy and jejunoileal by-pass, chronic malabsorption syndrome, prolonged corticosteroid therapy (e.g., prednisone 15 mg per day for 1
month) or other immunosuppressive disorder? |:| YES |:| NO

5. Were you born, or have you arrived in the U.S. within the past 5 years from a country OTHER THAN: American Samoa, Australji@dgium,

Canada, Denmark, Finland, France, Germany, Greece, I¢étetahd, ltaly, Jamaica, Liechtenstein, Luxembourg, Malta, Monaco, Netherlaeis,
Zealand Norway, Saint Kitts and Nevis, Saint Lucia, San Marino, Sweden, SwitzerJasited Kingdom, Unied States, or the Virgin Islands (USA)?

Oyes [InNo
6. Have you been in close contact with a person with tuberculosis? [_] YES [ ] NO

7. Have you had a positive result to a Tuberculin Skin Test or QuantiFERON-TB Gold Test? |:| YES |:| NO |:| not sure/never tested

IFYOU -26$1$#w?8 HUESTWON W2, 3,4, 5, OR 6: |
e You are required to obtain a Tuberculin Skin Test or QuantiFERON-TB Gold test. BCG vaccination does NOT exempt you from this
requirement.
e Your health care provider must document the date and test result on the Tuberculosis Testing section of Immunization Record (page 5).
e If your Tuberculin Skin Test or QuantiFERON-TB Gold test is positive, you must obtain a chestx-UE a8 WE OE wUUEODPOwUT 1 wla>
interpretative report of a normal chest IN ENGLISH. DO NOT SUBMIT X-RAY FILM.
e  Send documentation of type and length of treatment (if determined to be necessary by your health care provider).

IF8. 4w -26%$1%$#w?8%22w3. wo4$23 (.- wAo
e Youarerequiredto UUEODOwUT | wOaxi EwUE E b OOEGih BochiakOhast X ®ayithatwdsl pEHbrohed YAF TER) yourdest.U w
Report must be in EnglishDO NOT SUBMIT X-RAY FILM.
e  Send documentation of type and length of treatment (if determined to be necessary by your health care provider).

PART B: REQUIRED INFORMATION ON  MENINGOCOCCAL DISEASE AND VACCINATION

The New Jersey Department of Health and Senior Services (NJAC 8:57-6.7) requires that NJ colleges and universities provide incoming students
with information about meningococcal disease and the meningococcal vaccine. N.J. State Law (NJAC 8:57-6.8) also mandates that new students
living in campus housing receive one (1) dose of meningococcal meningitis vaccine as a condition of attendance. Students will not be permitted to
enter housing until Health Services receives valid proof of this vaccination and clears the student for move-in.

Mening ococcal DiseaseInformation
Please read the information on Meningococcal Disease and Prevention on page 4E OE wUi Ux OOE w0 OwU0T 1 wi 600O6pDHOT 0 w? ( wi
, 1 6POT OEOEEEOWEDUI EVUI OwOi T wiiii EODYI 61 UOwWOI wiOi i Uiy ¥t E[JINOWE OEw0iT | WEVEDC

Mening ococcal Vaccination
O 1 will be residing on -campus. | am therefore required by N. J. State Law to receive a meningococcal meningitis vaccine. At this time, |
have either received the vaccine, or | plan to receive the vaccine prior to the submission deadline for this form.
|:| I will not be residing on campus, but | have already received the vaccine.
[ 1 will not be residing on campus, and | have decided not to receive the meningococcal meningitis vaccine.
] 1 will not be residing in campus housing, and | am undecided about whether or not to receive the meningococcal meningitis vaccine.

Student signature: Date:

Parent or legal guardian signature (if student is under 18 years of age):
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@ The College of New Jersey

Student Health Services

Meningococcal Meningitis Disease Informatiorand Prevention

Meningitis is an infection of the spinal cord fluid and the fluid surrounding the brain. There are two major types of meningitis. The most common is
viral meningitis, which can be caused by a variety of viruses. While viral meningitis may be a serious illness, people usually recover completely in
several days.

The other type, bacterial meningitis, is caused by several kinds of bacteria. The most serious is Neisseria Meningitidis which causes Meningococcal
meningitis. Meningococcal disease is the leading cause of bacterial blood stream infection and meningitis in children and young adults in the United
States. Surveillance of Meningococcal disease among U.S. college students found a modestly elevated rate of this disease among first-year students
living in residence halls. Data has also suggested that certain social behaviors such as, exposure to passive and active smoking, bar patronage and

Though rare, the effects of Meningococcal disease can be devastating. Despite treatment with appropriate intravenous antibiotics and optimal medical
care, the overall fatality rate of meningococcal meningitis is 9 to 12 percent, with a rate of up to 40 percent among patients with meningococcal blood
stream infection. Eleven to 19 percent of survivors of meningococcal disease have permanent injury, such as hearing loss, neurologic disability, or loss
of a limb.

One of the challenges of diagnosing Meningococcal disease is that its symptoms are difficult to distinguish from those of more common but less serious
ilinesses. Generally, symptoms include a sudden onset of headache, fever, and stiffness of the neck, sometimes accompanied by nausea, vomiting, light
sensitivity, confusion, or a purplish rash. This illness can progress rapidly with tragic consequences in a few hours unless appropriate intravenous
antibiotic treatment is started shortly after the symptoms begin.

Most cases of Meningococcal disease occur sporadically or as individual cases without apparent connection to any case or person. Persons directly

I RxOUl EwUOOwWEOwW PO 1 EUI Ew x1 UUOOz U utobroitO masusditation) are éxCeldvatedrsk frOcaniaetidd) 9 didase.O O U U1
Meningococcal bacteria is NOT spread through casual contact. Persons who have had close contact with the oral secretions of an infected person need
post-exposure antibiotic therapy preferably within 48 hours to prevent the disease. This even includes those who have received the Meningococcal
meningitis vaccine.

The best way to decrease the risk of Meningococcal disease is vaccination. Meningococcal vaccination is 85 to 100 percent effective against four of the
five most common types of the bacteria that cause the disease. Studies show that up to 80 percent of cases of Meningococcal meningitis on college
campuses are vaccine-preventable. Currently, there are two Meningococcal vaccines licensed and available in the U.S. The preferred Meningococcal
YEEEPOI wbUwWUT T w" . -)4& 3swlax] wpbDOwUT 1 was280w, I OEEDtHBvactng ArEtide@ispMenomngd, U U £ O
Sanofi Pasteur) is acceptable as long as vaccination occurred within 3 years of college entry. If not, a repeat vaccination must be obtained.

It is important for recipients of the Meningococcal vaccine to remember that no vaccine offers 100% protection. The Meningococcal vaccine consists of
only 4 of the 5 most common types of Meningococcal disease. This means that the vaccine does not offer protection against all types of Meningococcal
bacteria that cause this disease. In addition, not all cases of meningitis are caused by Meningococcal bacteria. Therefore, if symptoms of meningitis
should develop, a vaccinated person should still seek immediate medical attention.

Incoming TCNJ students can obtain this vaccination from their personal health care provider or TCNJ Health Services. Call Health Services at 609-771-
2483 for more information, or visit our website at tcnj.edu/healthservices.

PLEASE NOTE: New Jersey State Law (NJAC 8:57-6.6)requires that
new students attending N.J. colleges and universities receive one (1)
dose of Meningococcal Meningitis A,C,Y,W -135 vaccine before entering
campus housing. The deadlines are listed below.

EOF Summer Program June 13
Fall semester entry July 18
Spring semester entry January 9
Summer entry May 12

YOU WILL NOT BE ADMITTED TO CAMPUS HOUSING UNLESS  STUDENT HEALTH SERVICES HAS RECEIVED
PROOF OF MENINGOCOCCAL MENINGITIS VACCINATION!
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The College of New Jersey, Student Health Services, P.O. Box 7718, Ewing, NJ, 08628-0718, Phone: (609) 771-2483 *DO NOT FAX*

IMMUNIZATION RECORD

Birthdate: |___ | 1111 1—_1__1I TCNJStudentID# | || 11— 111
Month Day Year

TO BE COMPLETED AND SIGNED BY YOUR HEALTH CARE PROVIDER  ON THE BOTTOM OF PAGE 60OR YOU MAY ATTACH
ACCEPTABLE RECORDS OF IMMUNIZATION TO THE FORM. All information & attached documents must be in English.

TCNJ REQUIRED VACCINATI ONS & TESTS :

|. Measles, Mumps, Rubella : Two (2) doses of Measles, Mumps and Rubella vaccine or laboratory proof of immunity meet the requirement. Mandated only for
students born after 1956. If you were born before 1957, check this box |:|

FIRST dose given after 1968 and on or after 12 months of age. = SECOND dose administered no less than 28 days from the first dose.
R —»
MMR#L || 11| MMR#2]__|__ 1111111
Month Day Year Month Day Year
Measles (Rubeola) Virus —» Equivocal
MEASLES: TWO doses, administered after 1968 on or after 12 months of age, at least 28 days apart. IgG Antibody test results are
OR demonstrating immunity. NOT
Copy of laboratory report
Date |__|__11__I__I1__1__I Datel __|__I1__1__I1__1__| Do mttachod acceptable.
Month Day Year Month Day Year i
Mumps Virus IgG » Equivocal
MUMPS: TWO doses administered on or after 12 months of age, at least 28 days apart. OR Antibody test results are
demonstrating immunity. NOT
Copy of laboratory report
Date |__1__11__I__11__1__| Date |__1__11__|__11__1__I st be attached acceptable.
Month Day Year Month Day Year i
N Rubell_a Virus 1gG | Equivocal
RUBELLA: TWO doses administered on or after 12 months of age, at least 28 days apart. OR Antibody test results are
demonstrating immunity. NOT
Copy of laboratory report
Date |__|__11__I__I1__1_1 Date |_|__ [ 1__l_11__I__| i be atohon acceptable.
Month Day Year Month Day Year :

1. Hepatitis B:  Three (3) doses of Hepatitis B containing vaccine OR a positive hepatitis B surface antibody meet the requirement. Mandated only for students enrolled
in 12 or more credits their first semester at TCNJ.

Hepatitis B vaccine Hepatitis A and B combined vaccine Hepatitis B Surface Equivocal laboratory
Antibody test  _y, resuits do not demonstrate
Dose#1 1 | I 11 L1 OR | Dose#L | | Il 1111 OR denc'l:onstraftllng immunity. —immunity and are therefore
Month Day Year Month Day Year opy of laborator y NOT acceptable as an
report must be attached. alternative to vaccination.
Dose#2 | __|__N__I__H__1__I Dose#2 | __|__N__I__1__1__I
Month Day Year Month Day Year
Dose#3 |__|__N__I__H__1__I Dose#3 | __1__N__I__1__1__I
Month Day Year Month Day Year

Ill.  Meningococcal Meningitis:  One (1) dose required. Mandated only for new students who plan to live in campus housing.

*Preferred: Meningococcal A, C, Y, & W-hut k wEOONUT EUI woi 61 Pate,] $1_ 1B1] Kb wjwwjw *OR*

(Please note that Menactra was not available for use in the U.S. until 2005) Month Day Year
Meningococcal A, C, Y, & W-135 polysaccharide (e.g. MENOMUNE®) within 2 years of collegeentry: Date |__ | 1|11 |__1I
Month Day Year

IV. Tuberculosis Testing ¢ TARGETED AT HIGH-RISK INDIVIDUALSt ( | wx EUDT OUWEOUPT Ul Ew? 8 $ 2> wl O wradA. i Gberowlr(Skin w
Test or QuantiFERON-TB Gold test is required. BCG VACCINATION DOES NOT EXEMPT A STUDENT FROM THIS REQUIREMENT.

TUBERCULIN SKIN TEST (MANTOUX) Given within the past 12 months. QUANTIFERON- *posterior-Anterior Chest X-Ray
TB GOLD (QFT-G) to rule out pulmonary TB
DateGiven: __ DateRead:___ (must be read 48-72 hrs. after test) | OR TEST —> is REQUIRED IF

Tuberculin Skin Test or QuantiFERON _ -
TB Gold Testis POSITIVE,
(Attach Radiology Report or Lab Report)

Copy of laboratory

Reaction: mm induration  Result: Positive: [ ]*  Negative: [] report must be
attached.
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RECOMMENDED VACCINATIONS FOR COLLEGE STUDENTS:

V. Varicella (Chickenpox) Routine vaccination of all healthy persons aged >13 years without evidence of immunity has been recommended by the CDC/ACIP since
2005 .

Two (2) doses are now the recommended regimen for ALL ages. Varicella Zoster Virus

(VZV) 1gG Antibody History of Disease
OR test demonstrating OR
Dose#l |__ | M__I1__1__1__1 Dose#2 |_|__I__1__I__1I_| immunity.
Month Day Year Month Day Year I:l Yes

Copy of laboratory
report must be
attached.

VI. Tetanus -Diphtheria -Pertussis (Tdap) Since 2006, the CDC/ACIP has recommended that adolescents aged 11--18 years who received Td receive a single dose
of Tdap to provide protection against pertussis if they have completed the recommended childhood DTP/DTaP vaccination series. Adults aged 19--64 years should receive a
single dose of Tdap to replace tetanus and diphtheria toxoids vaccine (Td) for booster immunization against tetanus, diphtheria, and pertussis. See CDC/ACIP website for
detailed information.

Booster Tdap (preferred) to replace single dose of Td for booster immunization (space at
least 2-5 years since last dose of Td).

OR Booster Td within the last ten years.
]

N R N O N Month Day Year
Month Day Year

VII. Hepatitis A Recommended by the CDC/ACIP since 2006 for the routine vaccination of children aged >1 year in the United States.

Hepatitis A vaccine Hepatitis A and B combined vaccine

OR
Dose#L ] 1 M1 MH__1__1 Note chtes of dses on pageuhder Hepatitis B
Month Day Year
Dose#2 |__|__H_—1__H__I__I
Month Day Year

VIII. Quadrivalent Human Papillomarvirus Vaccine (HPV) The CDC/ACIP has recommended vaccination since 2007 for females aged 9-26 years who have
not been previously vaccinated or who have not completed the full series of three (3) doses of vaccine.

Dose#l |__ | N__1__1__1__1 Dose#2 |__ 1 N__1__H__1__I Dose#3|__ | M__I__I1__1__I
Month Day Year Month Day Year Month Day Year

HEALTH CARE PROVIDER ¢ PLEASE COMPLETE INFORMATION BELOW & SIGN .

Print Name & title: Address or Office Stamp:
Signature:
Date: Phone (with area code): ( )

-6- 6/08




The College of New Jersey
Student Health Services
P.O.Box 7718

Ewing, N.J. 08628-0718
609-771-2483

El\y The College of New Jersey

FRESHMAN -REQUIRED PHYSICAL EXA MINATION
(Form can be completed by your health care provider based on a physical examination performed within
(1) year of the Health Form due date)

EXAMINER: Your patient has been accepted at The College of New Jersey. Please address the following during this visit:

e Administer required & recommended immunizations if indicated.

. If high-risk for Tuberculosis, administer Tuberculin Skin Test or QuantiFERON-TB Gold test (see page 3).

e Assess need for dental, vision or gynecological care & provide referral.

. Address medical, emotional, sleep, behavioral & addiction problems. Develop a plan with your patient for continued care & support before

he/she comes to college.

Name: Birth date:
Blood pressure: URINALYSIS VISION
(optional) .
Pulse: Left Right
) Protein: Uncorrrected:
Height:
Glucose: Corrected:
Weight:
[] glasses [] contact lenses
Normal Abnormal Description of Any Abnormality/Remarks

Skin
HEENT
Neck/Thyroid

Cardiovascular

Lungs

Breasts

Abdominal

Genito-urinary

Neurological

Musculoskeletal

Is patient able to participate in rigorous sports activity? |:| Yes |:| No

Does this patient, to the best of your knowledge, have a current or past history of significant chronic or acute medical, psychological, emotional or

addiction issues? |:| No |:| Yes If Yes, please describe (may attach summary to this form):

Comments/Recommendations:

$REOPODOT w/ UEEUDPUDOOI UzUw2bT OECUUI o

Date:

Telephone:

Examining PractitioneUz Uwop/ UDOUOWOE OiI A6 w

Address or office stamp:
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