Health and Wellness Services This form, in its entirety, must be
T.A. Parish Hall ALFRED STATE COLLEGE submitted by:

10 Upper co"ege Drive STATE UNIVERSITY OF NEW YORK ]unel—Fall Semelster

Alfred. NY 14802 December 1 - Spring Semester

(607) 587-4210 Health Form

Forms should be submitted electronically to:
healthandwellness@alfredstate.edu

Last Name First Middle Student ID #:

Date of Birth Cell Phone Home Phone Number

‘Permanent Address (Number and Street) City State Zip Code
Emergency Contact Name Relationship Best Contact Number

IMMUNIZATION RECORDS - Required to attend

**If you do not have access to an electronic copy of your immunizations, please contact our office so we can assist you.

Required immunizations

Meningococcal Response
e  Measles, Mumps and Rubella (MMR) - two doses after first birthday, OR Titers showing immunity.
e Meningitis- two doses OR Titer showing immunity or signed declination below.

Meningococcal Vaccine Declined:

| understand the risks of not receiving the vaccine. | have decided that | (or my child) will NOT obtain immunization against
meningococcal meningitis disease.

Student signature (Parent/Guardian to sign if student is under 18) Relationship to Student Date

If the student is under the age of 18, please sign the consent for Health & Wellness Services Consent to Treat form

HEALTH HISTORY INFORMATION

Alfred State does notcurrently require studentsto have healthinsurance. However, itis strongly advised that health
insurance be maintained on all students to cover outside medical careand emergencies. Please attach a copy of your card
to this form for Health and Wellness Services to keep in file.

DrugAllergies/Intolerance:

Current Medications/Supplements:

Mental Health Concerns/Psychological Conditiot
Chronic lliness (Ex. Asthma, Seizures, Diabetes):
Past Surgeries/Significant Medical History:

*Please note many of the services provided by the Health & Wellness Services are covered by the mandatory student health fee (paid by
all fulltime students, 6 or more credit hours, (excludes all on line only students). This includes office visits, some medications (over the
counter and prescription) and counseling services. The student health fee does NOT cover testing not performed at the health center,
emergency room visits and medications not carried by the Health Center (student’s health insurance will be billed for these services and
out-of-pocket costs are the student’s responsibility).
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