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Xavier University of Louisiana

Student Health Services

1 Drexel Drive, Box 36

New Orleans, LA 70125

(504) 520-7396

Pre-Collegiate Health Assessment Form
Program _____________________________
Participant’s ID#______________________         Residential____     Non – Residential____
Participant’s Name: _______________________________________________________________________
                                            Last                                              First                                     Middle
Birthday: _____/_____/_____   Age________                                  Sex:  Male________      Female________    
Home Address____________________________________________________________________________
                            P.O. Box /Street                           City                                   State            Zip Code
Home Phone: (        ) _________________________             Cellular: (       ) __________________________
Please attach a copy of the immunizations listed below to this form:
Diphtheria/Tetanus - 5 doses                                                             Polio – 4 doses                                                                         
Tdap orTd booster - (11yrs. of age or older.)                  
         Meningitis – 1 dose (dated no earlier than 2006)
Measles, Mumps, and Rubella – 2 doses                                          Hepatitis B – 3 doses  

Varicella – 2 doses of vaccine or history of disease

A TB skin test, Tetanus, Meningitis and two MMRs are required for residential hall living (No Exceptions)
Medical History:

List any allergies: _______________________________________________________________________________
List any medical conditions: _______________________________________________________________________  
List any medications currently taken: ________________________________________________________________
List any physical/mental disability: ____________________________________________________________
I request an immunization exemption for the following reason:
_____ Medical Reason                                      _____ Religious Reason                                      _____ Personal Reason
I understand that if I request an immunization exemption for any reason, I may be excluded from Xavier’s Campus, in the event of an outbreak, until the outbreak is over or until I submit proof of immunizations.
Parent/Guardian Signature: _______________________________________     Date: ________________
(If participant is a minor)
Over
CONSENT FOR CARE/EMERGENCY TREATMENT

FOR MINORS PARTICIPATING IN UNIVERSITY AFFILIATED

AND/OR UNIVERSITY SPONSORED PROGRAMS.
I understand that in accordance with Xavier University of Louisiana Policy a signed consent form from a parent or legal guardian must be on file at the University Health Services Center before providing treatment to minors who are participating in University-affiliated and/or University-sponsored programs.

In that regard, I hereby request and authorize the Xavier University Health Services Center to provide 

Participant Name (Print) _______________________________________________DOB____/____/____

                                           Last                                 First                           Middle

to receive any health care services available and deemed necessary by the staff of the Xavier University

Health Services Center.  These services may include, but are not limited to, such procedures as evaluation and treatment of acute illnesses and injuries.  Consent is specifically given for care in the event the above named minor presents himself/herself for treatment in my absence.  I also authorized my son/daughter medical information to be disclosed to me.

I also authorize and consent to referral of care of my son/daughter and if needed, emergency transportation, to other physicians, health-care professionals, hospitals, clinics or health care agencies as deemed necessary by the Xavier University Health Services Center staff.  I also consent to Xavier University Health Services Center staff’s contacting any such persons or agencies for the purpose of providing or receiving information and records necessary for the care of the aforementioned minor and will sign any necessary forms in that regard.

This Consent for Care is authorized for the length of time the participant is enrolled in this summer program. I may choose to withdraw the consent at any time by contacting Xavier University of Louisiana Student Health Services Center in writing.  My permission is hereby given to Xavier University of Louisiana, through its appointed representative(s) to use discretion in providing, at my expense (personal/insurance, etc.) emergency care.

Parent/Guardian’s Name (Print) ____________________________________________________________

                                                       Last                                             First                                         Middle

Parent/Guardian’s Signature__________________________________________________Date___/___/___

Home Phone: _________________________________ Cell Phone: ________________________________

Additional Emergency Contact Information

Name (Print) _____________________________________________ Relationship: __________________

                             Last                          First                                   MI

Phone: ______________________________________ Cell Phone: ________________________________

T.B. skin test (mantoux): needs to be done within six months of registration. Tine test is not accepted:


Skin test required, regardless of prior BCG inoculation.





Date applied____/____/____Site of injection_________Lot#_________Manufacturer__________________





Date read___/___/____Results (mm) _________ (Copy of Chest X-ray report required if TB test is Positive)


History of positive TB skin test: Complete TB interview or have M.D. send a statement documenting health


status-no communicable disease.





Health Care Provider’s Signature or Official or Official Stamp: __________________________________











