
Information you provide will not be used to influence your situation at this University; it will be used, if necessary, solely as an aid to providing necessary health care while you are a 

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

�����������	�
�����	
	����
�������

��������������������������������������������������� �����!���"���#��� 

$%�
����	
&'���&��� ���� ����'&$��(��)�%�*�+��,�(� �������(�
���))-.�)�/0112344/5��

�%�&
$%6&

���	+�
��7� � � ���%���%8�6�+&$��� &��%���9������������:�
 

____________________________________________________________________________________________________________________________________________________ 

Last Name     First Name    Middle Name     Cell Phone # 

____________________________________________________________________________________________________________________________________________________ 

Address      City    State   Country (If not U.S.A.)   Zip + 4 

 

Gender _________   Date of Birth (Month / Day / Year) _____/_____/_____   Colgate Class Year _______  

____________________________________________________________________________________________________________________________________________________ 

Mother:  Name    Home Address     Home Phone    Cell Phone # 

____________________________________________________________________________________________________________________________________________________  

Business Address        Business Phone  

____________________________________________________________________________________________________________________________________________________ 

Father:  Name    Home Address     Home Phone    Cell Phone # 

____________________________________________________________________________________________________________________________________________________  

Business Address        Business Phone  
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Do you believe that you have any special needs that the University should consider, in order to provide assistance with living and learning conditions?  

□ Hearing              □ Allergies              □ Motor Deficits              □ Dietary              □ Vision              □ Learning              □ Speech              □ Psychological              □ Other 

Describe: ___________________________________________________________________________________________________________________________________________ 
Lynn Waldman, Director of Disability Services, is available to discuss your concerns. Phone 315/228>7375 or e>mail �;������!���"���#���. 
 
Do you currently get allergy shots?  If yes, please specify:  ____________________________________________________________________________________________________ 
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� ���� �$������%'&+��7�Please review the student’s history and complete this form. Please comment on all positive answers. 

THIS STUDENT HAS BEEN ACCEPTED.  The information supplied will not affect the student’s status: it will be used only as a background for providing health care. This information is 

strictly for the use of the Health Services and will not be released without student consent. 

 

Name: ___________________________________________________   DOB:________________  was examined on this date: ____________________________ 
 
Physical Exam was Normal:           Y           N       Comments: _________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________________________ 

Physical activity:        Unlimited          Limited (explain): ______________________________________________________________________________________ 

 

 �7 __________ inches       >�7 __________ lbs       ��7 _____/_____       �6&7 __________      '&�&%
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SIGN HERE  

SIGN HERE  
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����???????????????????????????????????????????????????????????????????????????????????????????????????????��
                                                 Last                                                                                   First                                                                         M.I. 

Date of Birth (Month / Day / Year) ____/____/____               Colgate Class Year __________ 
 

�;����*�������������� ��������;�requires that all students born after December 31, 1956 be adequately immunized. ����
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As required by NYS Public Health Law, I have read or had explained to me, the information enclosed with this form about meningococcal disease.  
After choosing one of the following, the student or parent/guardian (if student under age 18) �������"������;.*  

____ I have had meningococcal vaccine:        Dose #1 Date: ___/___/___ 
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____ I decline to receive the vaccine at this time and understand the risks. 
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If convenient, you may attach a �������copy of your immunization records, which must include all previous and recent shots. 

�#����6#6#�#�(Measles, Mumps, Rubella) (Two doses required.)  
       1. Dose 1 given at age 12>15 months or later.           
������������
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       2. Dose 2 given at age 4>6 years or later, and at least one month after first dose.  
 
�#����������3+����������(Primary series with DtaP or DTP and booster in the last ten years meets requirement.)  
       1. Primary series of at least four doses with DtaP or DTP:      #1                           #2                            #3                           #4                           #5  
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       2. Tetanus>Diphtheria (Td) booster within the last ten years  
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       3. Tetanus>Diphtheria>Acellular Pertussis (Tdap) booster (one dose as an adult) 

$#����������9Primary series in childhood meets requirement.) 
       1.�IPV/OPV:      #1                           #2                            #3                          #4                        IPV Booster (If recommended for travel.) 
 
+#���'���������(Either a history of ����*�����@, a positive Varicella antibody, or two doses of vaccine given at least one month apart, meets the requirement.)  
       1.  History of Disease:       No _____     %�����Yes _____ (include date)  
������������%�� 
       2. Varicella antibody:         Non>reactive _____     %������Reactive _____ (include date)  
�������������%�� 

       3. Immunization:                #1                                          #2 (given at least one month after first dose)  
�
�#��� �����������(Three doses of vaccine or a positive Hepatitis surface antibody meets the requirement.)  
       1. Immunization:                #1                                           #2                                            #3  
�������������%���

       2. Hepatitis B surface antibody:       Non>reactive _____ �����%��������Reactive _____ (include date)�

8#���F�����,������ ��������������,�����'�������9 �':�(Three doses of vaccine for males and females 11>26 years of age at 0, 2, and 6 month intervals.) 
������State month, day and year.�#1                                           #2                                            #3  
 


#��� ������������(Two doses, given at least 6 months apart, for those who travel to parts of the USA or other countries with high rates of Hepatitis A.)  
       State month, day and year.�#1                                          #2 
�

 #���%���������Other Immunizations (such as Pneumococcal): _________________________________________________________________________________ 
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The physical condition of the above named person is such that immunization would endanger life or health, or is medically contraindicated due to other medical conditions.            
__________________________________________________________________ ______________  
                                           Signature of Physician                                                               Date  
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Parent or guardian of the above named person or the person himself/herself adheres to a religious belief opposed to immunizations. 
__________________________________________________________________ ______________  
    Signature of Parent or Guardian or Emancipated Student/Consenting Minor                   Date 
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