UNIVERSITY OF WVYOMING

STUDENT IMMUNIZATION AND HEALTH HISTORY FORM

Student Health Service e Dept. 3068 » 1000 E. University Ave.  Laramie, WY 82071
(307) 766-2130 o fax (307) 766-2711 e TTY (307) 766-2132 e e-mail: studenthealth@uwyo.edu

In order to register for classes, Section | (REQUIRED IMMUNIZATION- MMR) of this Immunization and Health History Form must be
completed, signed and returned to the University of Wyoming Student Health Service at the above address. Alternatively, you can
complete the top three lines of this page, and page two, and append a verified, signed and dated qop?/ of an immunization record to this
form. Please complete both sides. All information is confidential and will become part of your medical record. Contact the Student Health
Service if Kzu have questions regarding completion of this form.

If your MMR immunization information is incomplete, your registration process will be delayed.
Name
Last First Middle
Phone Number Date of Birth
Permanent Address
Street address/P.O.Box City, State, Zip code, Country (if not USA)

SECTION I - IMMUNIZATIONS

REQUIRED IMMUNIZATION - MMR
The University of Wyoming requires each incoming student born on or after 1/1/57 to be protected against measles, mumps, and rubella.
Compliance with this requirement is in one of four ways, as follows (check appropriate line)

1. Born PRIOR to January 1, 1957

2. Medical provider diagnosed measles, mumps, and rubella illnesses REQUIRES SIGNATURE OF MEDICAL PROVIDER

Measles (date) (medical provider signature)
Mumps (date) (medical provider signature)
Rubella (date) (medical provider signature)

3. Blood test of immunity to measles, mumps, and rubella (attach copy of test results)
4. Receipt of 2 MMR vaccinations REQUIRES SIGNATURE OF MEDICAL PROVIDER (at bottom of this page)
MMR #1 (date) Must be at 12-15 months of age or later
MMR #2 (date) Must be at age 4-6 years old or older, and at least one month after 1* dose
Exemption to the required immunization may be granted for medical or religious reasons. If an outbreak of any of these three illnesses
occurs on the UW campus, students with exemptions will be excluded from campus for the duration of the outbreak.
1. Medical exemption REQUIRES SIGNATURE OF MEDICAL PROVIDER
The above student is exempt from the MMR immunization requirement due to the following medical contraindication:

Medical Provider Signature Date
2. Religious exemption
Requires a signed, notarized form, available from our website or office, attesting to religious beliefs contrary to immunizations.
Please attach the notarized RELIGIOUS EXEMPTION TO MANDATORY MMR IMMUNIZATION form.

RECOMMENDED IMMUNIZATIONS
The following immunizations are recommended to lessen the risk of certain contagious diseases. All are available at the Student Health
Service for a nominal charge.
TETANUS-DIPHTHERIA (primary series plus booster)
Primary series with DTaP or DTP #1 #2 #3 #4 #5 (dates)
Tetanus-diphtheria booster (circle Td or TdaP) within past 10 years booster #1 booster #2 (dates)
VARICELLA (history of illness, positive blood test for immunity, or vaccine)
History of disease (chickenpox) (date)
Blood test showing immunity (date; attach copy of results)
One dose of varicella vaccine
HEPATITIS B (3 shot series, or positive blood test for disease dose#1 dose#2 dose#3(dates)
Blood test showing immunity (Hep B S Ab; date; attach copy of results)
POLIO ( primary series in childhood)

OPV 4 doses dose#1 dose#2 dose#3 dose#4 (dates)
IPV four doses dose#1 dose#2 dose#3 dose#4 (dates)
MENINGOCOCCAL (one dose at entry to college) (date) Please note Menomune Menactra

Signature of medical provider Date



SECTION Il - HEALTH HISTORY

Please complete this section so the Student Health Service can be aware of any specific health issues that may affect you while a student at
the University of Wyoming. Section Il can be completed at the time of your first visit to the Student Health Service. Use an additional
sheet to complete answers if necessary. All information is confidential.

1.

Have you ever been hospitalized? Yes No
If yes, please give details and dates
. Have you ever had surgery? Yes No
If yes, please give details and dates
. Do you take any medication (prescription, nonprescription, herbal, etc.) on a regular basis? Yes No
If yes, please list medication and dosage
. Do you have any allergies to medication, food, environment, or other substances? Yes No
If yes, please list allergies and reaction
. Do you smoke or chew tobacco? Yes No
If yes, age began
How many cigarettes do you smoke each day? How many cans of tobacco do you use each week?
. Have you had or do you now have any of the following? If yes, note date of occurrence, if known.
No Yes (Date) No Yes (Date)
Head/Neurological Gastrointestinal
Frequent headaches O Abdominal pain O
Migraine headaches O Ulcer O
Dizziness or fainting O Blood in stool O
Loss of consciousness O Hepatitis O
Head injury O Hernia O
Seizures/epilepsy O Irritable bowel syndrome O
Eyes Inflammatory bowel disease [
Vision or eye problems 0 Musculoskeletal
Wear glasses/contact lens O Swollen/painful joints O
Ears/Nose/Throat Recurrent low back pain [
Allergies/hay fever O Avrthritis O
Ear or hearing problems 0 Endocrine
Frequent sinusitis O Diabetes mellitus O
Dental problems or TMJ O Thyroid problem O
Skin Genitourinary
Acne or other skin disorder O Urinary tract infections O
New or changing moles O Kidney stones O
Blood disorder Menstrual disorder 0
Anemia | Psychological disorders
Bleeding disorder O Eating disorder O
Enlargement of glands or Depression O
lymph nodes O Anxiety O
Sickle cell disease 0 Additional Medical Conditions
Heart/Chest Cancer 0
Heart murmur O Unusual fatigue O
Rapid or irregular pulse O Recent gain or loss (>10 Ibs)
Blood clot O of weight O
High Blood Pressure O Insomnia O
Elevated cholesterol 0 Mononucleosis 0
Respiratory Other illnesses not listed
Asthma O O
Pneumonia O O
Positive PPD or Tuberculosis O
Chronic cough (>1 month) O
If yes to any of the above conditions, please give details
Signature of student Date

THANK YOU FOR COMPLETING THIS FORM
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