- * NOTE: A STUDENT MAY NOT REGISTER FOR CLASSES UNTIL THIS FORM 1S
- 4 |PROPERLY COMPLETED AND SUBMITTED TO THE STUDENT HEALTH SERVICE.

A Rice University - Student Health Data Form

Last Name First Name Middle
Date of Birth Place of Birth Sex (F / M) Marital Status
Social Security# Department (Graduate students)
Address
Telephone # E-mail
In Case of EMERGENCY, Please contact telephone#
Relationship
STUDENT ID #

IMPORTANT INSTRUCTIONS ABOUT THIS FORM

1. THIS HEALTH DATA FORM IS REQUIRED OF ALL FULL-TIME STUDENTS.
Please complete the front page and section I. Then take this form to your doctor.
The examining physician must complete sections 11, 111, & IV.
2. Y ASTUDENTWILL NOT BE ALLOWED TO REGISTER FOR CLASSES UNTIL THIS FORM IS <o
PROPERLY COMPLETED AND SUBMITTED TO THE STUDENT HEALTH SERVICE.
3. SUBMITTED FORMS WILL BE CONSIDERED INCOMPLETE IF,
a. THE IMMUNIZATION SECTION DOES NOT DOCUMENT THE REQUIRED VACCINATIONS
b. TB SKIN TESTING HAS NOT BEEN PERFORMED, INTERPRETED, AND DOCUMENTED
C. THE PHYSICAL EXAM SECTION HAS NOT BEEN COMPLETED BY A LICENSED MEDICAL PRACTITIONER
D. THERE ARE OTHER MISSING OR INCOMPLETE DATA
4. THIS FORM MUST BE RECEIVED BY JULY 1ST (DECEMBER 1ST FOR SPRING SEMESTER).
AFTER THIS DATE THERE ISA$30 LATE FEE.
5. Please make a copy of this form and retain for your records. Bring this copy with you.
6. Completed forms should be mailed to,
RICE UNIVERSITY STUDENT HEALTH SERVICE
6100 MAIN ST. MS#760
HOUSTON, TX 77005 USA
7. DO NOT FAX THIS FORM OR SEND ELECTRONICALLY.
8 Immunizations, TB skin testing, and the physical examination must be completed prior to arrival at
Rice University. The Rice Student Health Service will not perform these functions.
0. If a student is under age 18 as of the prst day of orientation week please pll out the parental consent
form and have it notarized. (form available on web site, www.rice.edu/health)

ADDITIONAL INFORMATION.

This form may be obtained online at, http://www.rice.edu/health

Answers to frequently asked questions regarding this form may be found at the above web page.
Additional questions should be directed to hisv@rice.edu, or (713) 348-4966

ofpce use

revised 2-08




NAME DATE
Section |. Health History (A\) - please putacheckmarkintheboxtoindicateifthereisahistory ofany ofthefollowing

conditions. Note: the examining physician must comment fully on any checked response.

1 [ allergies / hay fever 14 [ | eye disease or injury 27 | | mononucleosis (EBV)

2 [ anemia 15 [ migraines or frequent headaches | 28 | [] | pneumonia

3 [0 anxiety 16 | [ | gastrointestinal disorder 29 | [ | parasites

4 [ arthritis 17 | [ | heart disease 30 | [ | chicken pox (varicella)
5 [ asthma 18 | [ | heart murmur 31 [ | measles (rubeola)

6 | [ back or neck problems 19 [ hepatitis 32 3Q HWV

7 [ bleeding or clotting disorders 20 | | high blood pressure 33 | [0 | German measles (rubella)
8 | [ bone or joint problems 21 | | hospitalization(s) 34 | | typhoid fever

9 | O cancer 22 | [ | inyammatory bowel disease 35 [ | cholera

10 | [ | depression 23 | [ | kidney disease 36 | [ | Sickle cell disease or trait
11 [/ diabetes 24 | [ | malaria / tropical diseases 37 | [ | sexually transmitted disease
12 || eating disorder 25 | [ | neurological disease 38 | [ | surgery (any)

13 | | disease of mouth, teeth, or gums | 26 | [] | psychiatric illness 39 | [ | tuberculosis

40. Have you ever passed out during or after exercise? O Yes O No

41. Have you ever had chest pain during or after exercise? [ Yes O No

42. Have you ever had unusual shortness of breath or fatigue during or after exercise? 1 Yes CINo
43. Have any family members or relatives died of heart problems or of sudden death before age 507 Yes I No
44. Females only: Are your menstrual cycles...d regular O irregular (please comment)

(B) - Lifestyle Variables
Do you use tobacco? O No O ves - 1 yes please indicate type and amount per day (week)
Do you exercise? Ono O ves - if yes please indicate activity

How many days per week? Hours per week?
Do you drink alcohol? O No Oves if yes please indicate amount and frequency
Do you wear seat belts in the car? Ono DOves
Do you follow a specipc diet or are there any dietary restrictions? O No O ves - List
Do you take any supplements or herbal medications? O No O es - List

(C) - Family Medical History
Do any family members have any health problems or medical conditions? d No [ Yes (please indicate)

The following sections are to be completed by the examining physician

To the examining physician, the student has already been accepted to Rice University. The information on this
form will become part of the studentds conpdential medical record maintained by the Student Health Service.

Please fully complete Sections 11, 111, and IV

Section II. (A) - Please review the health history (sec. | (A) - above) and comment fully on all
positive responses the student has indicated (attach separate sheet(s) if needed)










