


Saint Peter’s University Office of Health Services Entrance Health Record 

2 
 

———DEMOGRAPHICS——— 
 

 
Status:    Undergraduate  Graduate  Transfer:         Yes   No 

Starting Semester:  Fall               Spring  Academic Year: ___________ 

Housing Status:        Resident                      Commuter 

 
Name: ____________________________________________________________________________________ 
 Last     First    MI  Maiden/Former 
 

ID or S.S: ____________________________________ Date of Birth: ______/______/_________Sex:_______ 

 
Address: __________________________________________________________________________________ 
    Street Address    City    State   Zip  
 
Phone: ____________________________________________________________________________________ 
 Home      Work      Cell 
 
PERSONS TO NOTIFY IN CASE OF EMERGENCY: 
 
Name: _______________________________________ Relationship: __________________________________ 

 
Phone: ____________________________________________________________________________________ 
 Home      Work      Cell 
Name: _______________________________________ Relationship: __________________________________ 
 
Phone: ____________________________________________________________________________________ 
 Home      Work      Cell 
HEALTH /HOSPITALIZATION INFORMATION: 
 
Do you have health insurance? _____Yes   _____No If yes, please indicate the following: 
Insurance Company ________________________________ Name of Insured _________________________ 
Policy # _________________________________________ 
MEDICAL CONSENT AND RELEASE: 
Permission is hereby given to perform routine health examinations, provide preventative measures, medical 
treatment, first aid, and referrals at Saint Peter’s University Office of Health Services. I also consent to the release of 
my medical records to the appropriate health care providers in the event of an emergency. 
 
Signature _______________________________________________ Date ______________________________ 

Signature _______________________________________________ Date ______________________________ 

Parent/Guardian Signature required if student is under 18 years of age. 
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——— REQUIRED IMMUNIZATIONS——— 
TO BE COMPLETED BY PHYSICIAN 

(SEE IMMUNIZATION REGULATIONS FOR MORE INFORMATION) 
Proof of Immunizations Consist of One of the Following: 

1. Certificate of Immunization Signed and Stamped by Physician 
2. Signed Record from School, University, or Public Health Immunization Office. 
3. Lab Work (Titer) Showing Immunity. 

 
MENINGITIS A REQUIREMENTS: 
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	Meningitis Regulations

