
Student Health Form    
Part I: Immunization Record
MidAmerica Nazarene University policy REQUIRES that all students born after January 1, 1957, show proof of ttwwoo vaccina-
tions for MMeeaasslleess,,  MMuummppss,,  RRuubbeellllaa  ((MMMMRR)). A TTeettaannuuss--DDiipphhtthheerriiaa  ((TTdd)) vaccine is required within the last 10 years. A MMeenniinnggiittiiss
vaccine is rreeqquuiirreedd  ffoorr  AALLLL ssttuuddeennttss  lliivviinngg  iinn  MMNNUU  rreessiiddeennccee  hhoouussiinngg..  A failure to do so will result in the student being placed
on administrative hold and blocked from enrollment in the following semester.

For your own protection, students who have an exemption or have NOT met the required immunizations will be required to
leave campus in the event of a Measles or Rubella outbreak.

Proof of Immunizations
Please wwrriittee  iinn  ddaatteess & aattttaacchh one of the following: • a physician or clinic report

• OR a copy of your school immunization record

Required Immunizations Date (mo/day/year)

MMeenniinnggiittiiss  ––  CChheecckk  aapppprroopprriiaattee  bbooxx

❒ Received vaccine  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .____/____/____

❒ Signed waiver form . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .____/____/____
MMMMRR  ((MMeeaasslleess,,  MMuummppss,,  RRuubbeellllaa))  IIff  ggiivveenn  iinnsstteeaadd  ooff  iinnddiivviidduuaall  iimmmmuunniizzaattiioonnss

❒ Dose 1 – Immunized after 12 months of age  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .____/____/____

❒ Dose 2 – Immunized at 4 years of age or later  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .____/____/____
MMeeaasslleess  ((RRuubbeeoollaa))  ––  CChheecckk  aapppprroopprriiaattee  bbooxx

❒ Had disease, confirmed by office record  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .____/____/____

❒ Born before 1957 and therefore considered immune  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .____/____/____

❒ Has report of immune titer (specify date of titer)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .____/____/____

❒ Immunized with live measles vaccine at 15 months after birth or later  . . . . . . . . . . . . . . . . . . . . . . . . . . .____/____/____
MMuummppss  ––  CChheecckk  aapppprroopprriiaattee  bbooxx

❒ Had disease, confirmed by office records  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .____/____/____

❒ Immunized with vaccine at 12 months after birth or later  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .____/____/____
RRuubbeellllaa  ––  CChheecckk  aapppprroopprriiaattee  bbooxx

❒ Has report of immune titer (specify date of titer)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .____/____/____

❒ Immunized with vaccine at 12 months after birth or later  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .____/____/____
TTeettaannuuss--DDiipphhtthheerriiaa

❒ Completed primary series of tetanus-diphtheria immunizations  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .____/____/____

❒ Received tetanus-diphtheria booster within the last 10 years  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .____/____/____

Highly recommended immunizations
PPoolliioo

❒ Completed primary series of polio immunizations  ❒ yes ❒ no  Date of last booster . . . . . . . . . . . . . .____/____/____

Type of vaccine: ❒ Oral (OPV) ❒ Inactivated (IPV) ❒ Enhanced potency (E-IPV)

TTuubbeerrccuulloossiiss  ––  CChheecckk  aapppprroopprriiaattee  bbooxx

❒ PPD (Mantoux) test within the past year (Tine or Monovac not acceptable)  . . . . . . . . . . . . . . . . . . . . . . .____/____/____

Results: ❒ Negative  ❒ Positive   State size of reaction in m.m. ____________

❒ Positive PPD – Chest x-ray required. (Give date and result of chest x-ray) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .____/____/____

Results: ❒ Negative ❒ Positive Send copy of chest x-ray and treatment report.

❒ Had BCG vaccine – CChheesstt  xx--rraayy  rreeqquuiirreedd  iiff  PPPPDD  nnoott  ddoonnee  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .____/____/____

Results: ❒ Negative ❒ Positive

Other immunizations received
HHeeppaattiittiiss  BB  (available in MNU Health Center)   #1_________ #2_________ #3_________

IInnfflluueennzzaa  (available in the fall on campus)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .____/____/____
VVaarriicceellllaa  Hx of disease: ❒ yes ❒ no Vaccinated      #1_________ #2_________

OOtthheerr______________________________________________________________________________________________________________________________________________________________________________
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Have you had...?

Student Health Form
The MidAmerica Nazarene University Health Center welcomes
you to MNU. Our health services staff provides quality health care
for part-time and full-time students.

Part I: Immunization
WWrriittee  iinn  ddaatteess and aattttaacchh a copy of your immunization records. If
you are unable to obtain a copy of your high school records, then
take the enclosed immunization form to your physician’s office to
be completed in ink and signed.

RReeqquuiirreedd::

MMeenniinnggiittiiss  VVaacccciinnee  ((nneeww  rreeqquuiirreemmeenntt))

For all students in residential housing – see page 2.

MMeeaasslleess  ((RRuubbeeoollaa))

Documentation of two doses of the MMR vaccine is required
for all students born after January 1, 1957.The first immunization
must be given after 12 months of age.The second immunization
must be given at 4 years or later.

TTeettaannuuss  aanndd  DDiipphhtthheerriiaa

A booster is required every 10 years. Give date of last booster.

HHiigghhllyy  rreeccoommmmeennddeedd::

PPPPDD ((TTuubbeerrccuulloossiiss  tteesstt))

Must have received the test within the past year.

HHeeppaattiittiiss  BB

Series of three vaccines (available in MNU Health Center)

IInnfflluueennzzaa

Available in the fall on campus.

Exemptions from immunizations are permitted for medical, reli-
gious or philosophical reasons. Students who exempt themselves
from immunizations for religious or philosophical reasons must
sign the Part I Immunization Record. Parents must sign for stu-
dents under 18 years of age. A physician (M.D., D.O.) must sign the
area for medical exemptions.

FFoorr  yyoouurr  oowwnn  pprrootteeccttiioonn,,  ssttuuddeennttss  wwhhoo  hhaavvee  aann  eexxeemmppttiioonn  oorr
hhaavvee  NNOOTT mmeett  tthhee  rreeqquuiirreedd  iimmmmuunniizzaattiioonnss  wwiillll  bbee  rreeqquuiirreedd  ttoo
lleeaavvee  tthhee  MMNNUU ccaammppuuss  iinn  tthhee  eevveenntt  ooff  aa  mmeeaasslleess  oorr  rruubbeellllaa  oouutt--
bbrreeaakk..

Part II: Health History Form
This information is needed to provide you with well-informed
care. Please complete the form in ink and answer all questions as
completely as possible. A physical examination is not needed
unless indicated.The information contained in this record is con-
sidered confidential.

revised 11/05

((oovveerr))

YYeess NNoo

YYeess NNoo

AAccuuttee  iinnffeeccttiioouuss  ddiisseeaasseess
Chicken Pox
Hepatitis
Infectious mononucleosis (mono)
Pneumonia
Tonsillitis
Typhoid
Sexually transmitted diseases
Other: _________________________
_______________________________

Low blood sugar
Malaria
Orthopedic problems (knee, back)
Prolonged depression or anxiety
Speech, hearing, vision problem
Severe headache (migraines)
Thyroid or endocrine disturbance
Tuberculosis
Other: _________________________
_______________________________

OOtthheerr  ddiisseeaasseess
Alcoholism/drug addiction
Anemia
Anorexia/bulimia
Arthritis
Asthma
Bleeding disorder
Cancer
Chronic bronchitis
Chronic skin disease (eczema, psoriasis)
Convulsions, seizures (epilepsy)
Dental problems
Diabetes
Digestive tract disease (ulcer, colitis)
Gallbladder/liver disease
Glaucoma
Hay fever
Head injury
Heart disease (rheumatic fever, murmur)
High/low blood pressure
HIV infection
Kidney or bladder disease

OOtthheerr  hheeaalltthh  ccaarree  hhiissttoorryy
Have you ever been hospitalized?

Have you had any surgical operations?

Are you under medical treatment?

Do you take any prescribed medications or
injections?

Do you have a physical handicap?

Do you need special arrangements?

Have you been advised to seek 
psychological help?

Have you received psychological care?

Have you traveled outside the U.S.?

Age of onset:________________________

Problems (cramps, irregular, excessive flow)

Oral contraceptives

Female injections

Pregnancies

MMeennssttrruuaall  hhiissttoorryy  ((ffeemmaalleess  oonnllyy))

Where?______________________________________________

Weight:____________________ Height:___________________

CCoommmmeenntt  oonn  aallll  ““yyeess””  aannsswweerrss:: ________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________

AAlllleerrggiicc  rreeaaccttiioonnss  (e.g., penicillin, sulfa, food, immunizations, other)::____________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________

PPlleeaassee  lliisstt  aallll  ccuurrrreenntt  mmeeddiiccaattiioonnss DDoosseess RReeaassoonn  ffoorr  ttaakkiinngg

_________________________________ ______________________________ ____________________________

_________________________________ ______________________________ ____________________________

_________________________________ ______________________________ ____________________________

HHeeaalltthh  iinnssuurraannccee  iinnffoorrmmaattiioonn

If you are covered by health insurance, either your own or a parent’s policy, it is important that you carry a card from the insurance
company with you. If you are unable to obtain a card, at least carry a Xerox copy that contains the information from both sides of
the card since most facilities require proof of insurance.

SSttuuddeennttss  uunnddeerr  1188 – Note: Permission to treat must be granted by parent/guardian.
I understand that the student will be responsible for making his/her own decisions related to health issues/treatment, and do not
expect MNU to pay for medical expenses incurred. I grant permission to the medical staff of the MNU Health Center and/or their
Designee to treat my son/daughter as may be necessary, and if needed, to refer to private care or to activate the local emergency
system (911) when special service is indicated.

Signed____________________________________________ (parent/guardian)   Date __________________________

SSiiggnnaattuurree  – Your signature below indicates that the information you provided is accurate and complete, and that all immuniza-
tions and required tests have been correctly and truthfully recorded.

Signed___________________________________________________ (student)  Date____________________________

Page 4



Meningitis Health Information Facts/MNU Policy & Waiver Information
To reduce the spread of bacterial meningitis among the student population, the MIDAMERICA NAZARENE UNIVERSITY campus
requires that all students living in MIDAMERICA NAZARENE UNIVERSITY residence housing are to receive the meningitis vaccina-
tion.All students living in student housing must either provide written documentation of immunization or sign a waiver to indicate
they have been informed about the disease and vaccine and have chosen not to be immunized. Non-compliant students will be
placed on administrative hold following the first week of classes and remain on administrative hold until the compliance is docu-
mented with Student Health Services. Students will be unable to enroll for the following semester until the hold is released.
Furthermore, it is strongly recommended that students living in other forms of group housing receive the vaccination. The
MIDAMERICA NAZARENE UNIVERSITY campus encourages all other students to consider vaccination as well as to become knowl-
edgeable about meningitis and its symptoms in order to reduce their personal risk.The vaccination is available at the MIDAMERICA
NAZARENE UNIVERSITY Health Center.

Waiver of meningococcal meningitis immunization
My signature below signifies that I have received and read the material provided to me on meningitis as provided by MIDAMERI-
CA NAZARENE UNIVERSITY. I have chosen not to be immunized. In the event I contract meningitis, I waive my claim against the
University as a result of my failure to receive the vaccination.

Signature of student______________________________________________________________________________ Date________

Signature of parent/guardian (if student is under 18 years of age)
_______________________________________________________________________________________________Date________

Statement of exemption to immunization requirement
If your personal or religious beliefs or a specific medical condition preclude inoculation, you must sign one of the following
waivers. In the event of an outbreak, exempted persons will be subject to exclusion from school and/or quarantine.

MMeeddiiccaall  eexxeemmppttiioonn  dduuee  ttoo  iimmmmuunniizzaattiioonn  rreeqquuiirreemmeenntt

The physical condition of the named student is such that the required immunizations would endanger life or health, or is medical-
ly contraindicated due to other medical conditions. Please specify physical or medical condition.

Physician’s signature___________________________________________   Print name_____________________________________

Address ____________________________________________________________________________________________________

Date____________________________  Phone (_______)___________________________

RReelliiggiioouuss//PPhhiilloossoopphhiiccaall  EExxeemmppttiioonn  ttoo  IImmmmuunniizzaattiioonn  RReeqquuiirreemmeenntt

Parent or guardian of the named person and or the person himself/herself adheres to a religious or philosophical belief opposed
to immunizations.

Signature of student_________________________________________________________________________  Date____________
Signature of parent/guardian (if student is under 18 years of age)_____________________________________ Date____________ 

Part II: Health History Form Student ID #_____________________ (office use only)

This form must be filled out and returned with Proof of Immunization before you will be officially admitted to
MidAmerica Nazarene University.This form is confidential and kept on file as a part of your permanent health
record in the MNU Health Center.

Please type or print in black ink

DDaattee  ooff  eennttrraannccee  ttoo  MMNNUU:: month_____ year_____   RRee--eennttrryy?   ❒ yes  ❒ no    DDaattee: month_____ year_____

Name_________________________________________________________________________________________

Home phone (______)____________________________________ Gender: ❒ male  ❒ female  

Date of birth_______________________ Country of birth________________________ Marital status: S  M  D  W

Home address__________________________________________________________________________________

Father’s name_______________________________________Address_____________________________________

Father’s employer____________________________________ Employer’s phone____________________________

Mother’s name______________________________________ Address_____________________________________

Mother’s employer___________________________________ Employer’s phone____________________________

PPeerrssoonn  ttoo  ccaallll  iinn  eemmeerrggeennccyy __________________________________________________________________________________________________________________________________________

Relationship________________________________________ Phone # (______)_____________________________

Health Care
Name and address of your primary physician or other health care provider.

Name__________________________________________________ Degree ______________ (M.D., D.O., R.N., etc.)

Office address___________________________________________ Office phone (____)_______________________

Family History
If you answered “yes”to any of the above, please explain: _________________________________________________________

_________________________________________________________________________________________________________
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Last                                  First                                             Middle Initial

(If different from above)

(If different from above)

Street                                                            City                            State                  Zip

Street                   City                    State           Zip

RReellaattiioonn AAggee SSttaattee  ooff
hheeaalltthh

IIff  ddeecceeaasseedd
(cause of death)

AAggee  aatt  ddeeaatthh YYEESS NNOO CChheecckk  eeaacchh  iitteemm

Father Asthma, Hay Fever

Mother Cancer

Brothers Diabetes

Heart trouble

Convulsive disorder

Sisters Alcoholism

Hypertension

Tuberculosis

HHaass  aannyy  bblloooodd  rreellaattiioonn  
((ppaarreenntt,,  bbrrootthheerr,,  oorr  ssiisstteerr))  hhaadd::

Information contained in your medical records will not be
released to others without your signed authorization. PPaarreennttaall
rreeqquueessttss  ffoorr  iinnffoorrmmaattiioonn  ccaannnnoott  bbee  ggrraanntteedd  wwiitthhoouutt  ssttuu--
ddeenntt//ppaarreenntt  nnoottiiffiiccaattiioonn  aanndd  rreelleeaassee..

AAllll  MMNNUU  ssttuuddeennttss  mmuusstt  rreettuurrnn  iimmmmuunniizzaattiioonn  iinnffoorrmmaattiioonn
aanndd  PPaarrtt  IIII  iinn  tthhee  eennvveellooppee  pprroovviiddeedd..  TThhee  ccoommpplleetteedd ffoorrmmss
mmuusstt  rreeaacchh  tthhee  AAddmmiissssiioonnss  OOffffiiccee  pprriioorr  ttoo  rreeggiissttrraattiioonn.. If
you are not in compliance with the immunization require-
ments, you will be placed on administrative hold following
the first week of classes and remain on administrative hold
until the compliance is documented with Student Health
Services. Students will be unable to enroll for the following
semester until the hold is released.

If additional information is desired, please call the MNU
Health Center at (913) 782-3750, ext. 3382, weekdays from
8 a.m. to 5 p.m.Thank you for your cooperation in complet-
ing this form.

RReettuurrnn  ccoommpplleetteedd  ffoorrmm  iinn  eenncclloosseedd  eennvveellooppee  ttoo::

MidAmerica Nazarene University
Admissions Office
2030 E. College Way
Olathe, KS 66062-1899
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WWhhaatt  iiss  mmeenniinnggooccooccccaall  mmeenniinnggiittiiss??

Meningococcal meningitis is a sever bac-
terial infection of the bloodstream and
meinges (a thin lining covering the brain
and spinal cord). It is a relatively rare dis-
ease and usually occurs as a single isolat-
ed event. Clusters of cases or outbreaks
are also possible.

WWhhoo  ggeettss  mmeenniinnggooccooccccaall  mmeenniinnggiittiiss??

Anyone can get meningococcal menin-
gitis, but it is more common in infants,
children and young adults. Also, college
freshmen who live in dormitories have a
slightly higher risk of getting this infec-
tion than others their age.

HHooww  iiss  tthhee  ggeerrmm  tthhaatt  ccaauusseess  tthhiiss  ttyyppee  ooff
mmeenniinnggiittiiss  sspprreeaadd??

The meningococcal germ is spread by
direct close contact with nose or throat
discharges of an infected person. Many
people carry this particular germ in their
nose and throat without any signs of ill-

ness, while others may develop serious
symptoms.

HHooww  ssoooonn  ddoo  tthhee  ssyymmppttoommss  aappppeeaarr??

The symptoms may appear two to 10
days after exposure, but usually within
five days.

WWhheenn  aanndd  ffoorr  hhooww  lloonngg  iiss  aann  iinnffeecctteedd
ppeerrssoonn  aabbllee  ttoo  sspprreeaadd  tthhee  ddiisseeaassee??

From the time a person is first infected
until the germ is no longer present in dis-
charges from the nose and throat, he or
she may transmit the disease. The dura-
tion varies among individuals and with
the treatment used.

WWhhaatt  iiss  tthhee  ttrreeaattmmeenntt  ffoorr  mmeenniinnggooccooccccaall
mmeenniinnggiittiiss??

Certain antibiotics are very effective in
eliminating the germ from the nose and
throat. Penicillin is the drug of choice for
meningitis.

SShhoouulldd  ppeeooppllee  wwhhoo  hhaavvee  bbeeeenn  iinn  ccoonnttaacctt

wwiitthh  aa  ddiiaaggnnoosseedd  ccaassee  ooff    mmeenniinnggooccooccccaall
mmeenniinnggiittiiss  bbee  ttrreeaatteedd??

Only people who have been in close con-
tact (household members, intimate con-
tacts, health care personnel performing
mouth-to-mouth resuscitation, day care
center playmates) need to be considered
for preventative treatment. Such people
are usually advised to obtain a prescrip-
tion for rifampin from their physician.
Casual contact as might occur in a regu-
lar classroom, office or factory setting is
not usually significant enough to cause
concern. People who think they have
been exposed to meningococcal infec-
tion should contact their local health
department to discuss whether they
should receive preventative treatment.

IIss  tthheerree  aa  vvaacccciinnee  ttoo  pprreevveenntt  mmeenniinnggoo--
ccooccccaall  mmeenniinnggiittiiss??

Presently, there are two vaccines that will
protect against several strains of the
meningococcal germ.


