Medical History

University of lowa Student Health Service

The University of Iowa Student Health Service requests this confidential information for the purpose of providing patient
care. Persons outside the Student Health Service are not routinely provided this information without the patient’s knowledge
and written consent. Responses to all items are required in order to facilitate appropriate patient care.

0 A. Personal Data Gender: [ Male [ Female 1 Other
":: Last name first name middle Student ID#
Home address (number, street) city state zip date of birth
Emergency contact person (address) telephone
B. Personal Medical History
Do you have or have you had any of the following? (Respond to every item. For items marked “Y” make comments in part H)
Y| N Y | N Y | N
Eye disorders (not corrective lenses) Disease or injury of joints Jaundice or hepatitis
Ear, nose, throat problems High blood pressure Stomach or intestinal problems
Genetic disorder Tuberculosis Tumor or cancer
Diabetes Convulsive disorder Weakness or paralysis
Head injury Rheumatic fever High cholesterol (specify results)
Hay fever Heart problems Sexually transmitted infection
Asthma Back problems Menstrual irregularity
Hemophilia Other :
Have you ever been hospitalized or had surgery? If so, please specify
Have you ever had treatment for a mental health condition?
List any medications you currently take: (include over the counter meds, contraceptives, herbal drugs, or supplements)
List any allergies to: Medications (list type of reaction you had)
Food or environmental allergens:
C. Family History
1. Background about your immediate family: 2. Have any of your relatives had the following (state relationship to you):
Age | Occupation | Any health problems? Y | N [Relationship Y | N |Relationship
Father High blood pressure Cancer
Mother High cholesterol Stroke
Brothers Tuberculosis Psychiatric
Diabetes Arthritis
Sisters Heart disease Epilepsy
Kidney disease Alcohol/drugs
D. Social History Hereditary disease

1. Do you engage in exercise? [1yes [Ino (If yes, how often and what form?)

Other

. If you will require an interpreter or other communication assistance, please inform the scheduler when scheduling your appointment.

2. What is/will be your living arrangement? (e.g. Residence Hall or apartment)

3. Do you have any weight or eating concerns?

4. Do you know how to protect yourself from sexually transmitted infections? [ yes [ no

5. Do you use tobacco? U yes [ no (If yes, indicate how much and for how long.)

6. Do you drink alcohol? [ yes [ no (If yes, indicate how much and how often.)

7. Do you require assistance completing your normal daily activities? [ yes [l no (If yes, please describe)
8. Do you have any difficulty understanding English? [J yes [ no What is your primary language?

9. How do you prefer to learn? (check as many as apply) Read  Write  Listen  Observe  Perform
10. Please describe any circumstances that affect your ability to understand and learn about health issues

11

12

E. Verification:

. If you have any Advance Directives, such as a living will, please send a copy with this form.

Student signature

Date

Return this form to: Student Health Service, The University of lowa, 4189 Westlawn, lowa City, 1A 52242-1100

S:\Forms\Medical Record\Medical History.doc

10/07



F. Immunization Information: You must have the information in this Name
section validated with the signature of your physician, nurse, or
immunizing official (see part G). You may also send a copy of your Birth date Student ID #
immunization record.

Required: Measles, Mumps, Rubella (MMR) - As a public health measure, and in accordance with the Centers for Disease Control
Guidelines, The University of lowa requires verification of MMR immunization for all students born after 12/31/1956. Certain colleges
have additional requirements (e.g. health science students). Please review your information sheets for your specific requirements.

YOU WILL HAVE ONE SEMESTER TO PROVIDE THE STUDENT HEALTH SERVICE WITH VALIDATION OF YOUR IMMUNITY
TO MMR. YOU WILL NOT BE ALLOWED TO REGISTER FOR SUBSEQUENT SEMESTERS UNTIL YOU HAVE COMPLIED.

MMR Proof of immunity to MMR is a requirement for registration and must be validated (see part G below).
This requirement is fulfilled if you meet one of the following criteria:
[J  were born before 1957 OR [J have copies of MMR titres that verify immunity to these diseases OR

[0 received 2 doses of MMR vaccine:
MMR #1 (month, day, year) - - Must be after your 1* birthday, and in 1969 or later.

MMR #2 (month, day, year) - - Must be at least 28 days after #1 — usually given at age 4-6 years or later.

(Note: For a fee, you may get the vaccination at the Student Health Service. Remember you have one semester to comply with the
requirement or you will not be allowed to register for subsequent semesters.)

*******************IMPORTANT PLEASE READ*******************

Meningitis is an infection of the fluid surrounding the brain and spinal cord that is caused by a virus or bacteria. Bacterial meningitis can be
severe and cause organ damage and death. There are vaccines available that can prevent 4 types of bacterial meningitis, including 2 of the 3
most common in the U.S. Meningitis vaccines cannot prevent all types of the disease. Meningitis vaccine is recommended for college fresh-
men living in dormitories, and for other adolescents who want to decrease their risk of contracting meningitis. IOWA LAW requires us to

provide this information on meningitis and meningitis vaccine. We are also required to collect data on meningitis immunization on our campus.

Please indicate if you have received the meningitis vaccine: [ yes [J no; If yes indicate date given (day, month, year): - -

Your signature verifies that you have read this information. (Signature) (date)

Record of tests and immunizations below are encouraged, but not required for most students. Health Science students are required to provide
documentation of all of the immunizations below EXCEPT those that are shaded.
e Chicken pox (Varicella). Proof of immunity may be established by having:

] Had vaccination series - (month, day, year) given: #1 - - s #2 - - ; OR

[J Had the disease - (month, day, year) - -

e Tdap (valid only if within 10 years) - (month, day, year) given - - ; OR
[0 Tetanus (valid only if within 10 years) - (month, day, year) given - - ; AND
[J Diphtheria (valid only if within 10 years) - (month, day, year) given - -

e Polio - date (month, day, year) given: - -

o Hepatitis B series (month, day, year) given: #1 - - ; #2 - - ; #3 - - ; OR
[ Hepatitis B antibody titre. (If so, provide a copy of the original lab report). If non-immune, boosters required according to protocol. OR
[0 Hepatitis A/B Combination (month, day, year) given: #1 - - ; #2 - - ; #3 - -

Tuberculin skin test (TST) (Mantoux STU/PPD intradermally only-(the Tine or HEAF tests are not acceptable). TST is valid only if read
48-72 hours from the time it was given.

OO0 TST given: - - ; date read: - - ; Result: [ negative [ positive
(Greater than or equal to 10mm induration) state reaction in mm: ; OR
U QuantiFERON TB Gold Test (QFT-G) - (month, day, year) given: - - ; Result: [ negative [ positive
* If your TST/QFT-G is positive, send a copy of your chest X-ray report and treatment record if you have had or are on INH treatment.
e HPYV series (month, day, year) given: #1 - - s #2 - - ; #3 - -
o Hepatitis A series (month, day, year) given: #1 - - s #2 - -

o Sickledex screening test: Sickle cell anemia is an inherited disease of people with African or Mediterranean ancestry, which can be
detected by a “sickledex” screening test. [1 T have not had this test; [1 I have had this test, the result was: [ negative [ positive

G. Validation. The signature of your physician, nurse, or immunizing official is required to validate your immunizations/test listed above.

Signature of your physician, nurse, or immunizing official telephone date

H. Comments: Use this space to make comments from section B, and for any additional information you feel we should know.

Return this form to: Student Health Service, The University of lowa, 4189 Westlawn, lowa City, IA 52242-1100
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University of lowa
Student Health Service

Authorization for Release of Information Student ID#
and Payment Request

I.

II.

Name

Birth Date

Insurance, payment information and assignment of benefits

® [ request The University of lowa Student Health Service (SHS) to submit claims on my behalf to my insurance
company, Medicare, or other third party payor for my care and authorize disclosure of health information to the
extent necessary to obtain payment.

® In consideration of the health care services provided to the Patient, I assign and authorize my insurance company,
Medicare, or other third party payor to make payments directly to SHS including charges for physician services.

® [ have been informed that:

o [ must pay all charges, co-payments, deductibles, and coinsurance not covered by my insurance company,
Medicare, or third party payor, and these will be charged to my UBill.

o [ must pay all charges incurred if I lack insurance coverage and will also contact SHS to work with them to
identify financial options available for me.

e The policy holder of my health insurance may receive information pertaining to my visits.

¢ [ may revoke this consent to release medical information at any time by sending a written notice to Student
Health Service, 4189 Westlawn, University of lowa, lowa City, lowa 52242. Except as provided below * this
release is valid until revoked.

® [ authorize SHS to share my third party payor information with The University of lowa Hospitals and Clinics.

® [ agree to pay for non-covered services or services not covered as a result of my failure to obtain pre-authorization for
treatment as required by any such payor, or agreed upon services deemed as medically unnecessary by the payor.

® SHS will use good faith efforts to protect patient’s right to confidentiality in appropriately providing health
information to payors.

Specific Authorization for Release of Information

I specifically authorize SHS to submit medical information regarding diagnoses, treatment, consultations, prescriptions,
and medical history to my insurance company, Medicare, or other third party payor or its authorized agents or
representatives for the purpose of determining benefits and facilitating payment. This authorization is valid for one (1)
year*. Disclosures may only be made pursuant to the written authorization of an individual or an individual’s legal
representative. The unauthorized disclosure of this information is unlawful and civil damages and criminal penalties
may be applicable to the unauthorized disclosure of said information pursuant to the lowa code. I may revoke this
specific consent to release information at any time by sending a written notice to Student Health Service, 4189
Westlawn, University of lowa, lowa City, lowa 52242. I understand that the information to be released may include
information in the following categories unless I specifically deny the release (initial any category not to be released).

Substance Abuse Acquired Immune Deficiency Syndrome (AIDS)
including Human Immuno-deficiency Virus (HIV)
* Mental Health (valid for two years)

Patient Signature/Responsible Person Date Signed Relationship/Legal Title (if not patient)
(Patient must be 18 or over to sign)

Witness Date Signed Witness Date Signed

*Please complete the back side of this form*
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University of Iowa Name
Student Health Service Birth Date
INSURANCE INFORMATION

Student ID#

*PLEASE INCLUDE A COPY OF THE FRONT AND BACK OF YOUR INSURANCE CARD*

(S

I. Primary Policyholder Information:

Name of Policyholder:
Address of Policyholder:
(Street) (City) (State) (Zip)
Phone of Policyholder: ( ) -
Birth Date of Policyholder: / /

Relationship to Patient: O Self [ Spouse [ Partner [ Father [ Mother [ Other

Primary Insurance Information:

Insurance Company:
Address of Insurance Co:
Phone Number(s): ( ) -- ;o ( ) --
Policy Number:

Group Number:

Employer of Policyholder:

**Do you have other health insurance? Yes _ No Ifyes, please complete the following information:

II. Secondary Policyholder Information:

Name of Policyholder:
Address of Policyholder:
(Street) (City) (State) (Zip)
Phone of Policyholder: ( ) --
Birth Date of Policyholder: / /

Relationship to Patient: O Self 0O Spouse [0 Partner [ Father [ Mother [ Other

Secondary Insurance Information:

Insurance Company:
Address of Insurance Co:
Phone Number(s): ( ) -- 3 ( ) -
Policy Number:

Group Number:

Employer of Policyholder:

*WE RECOMMEND THAT YOU HAVE YOUR INSURANCE CARD WITH YOU AT SCHOOL*

Return this form to: Student Health Service University of lowa 4189 Westlawn lowa City, IA 52242-1100
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