WHEELING UNIVERSITY

Doctorof Physical Therapy

Pre-Entrance Health Record

Completed health forms and additional requirements must be received by the Student Health Center by August 3, 2020.

PLEASE PRINT CLEARLY

Name: Sex: o Male o Female
LAST FIRST MIDDLE
Date of Birth:: / / Email that you check regularly:
MM DD YYYY
Student Cell Phone: ( ) StudentHomePhone: ( )
Address: Cy: State:  Zip:
Emergency ContactPerson: Relationship:
Address: City: State/Country: Zip:
HomePhone:(__ ) Alternative Phone: ( ) Emergency Contact Email:
Famiy Physician / Health Care Provider:: Phone:( )
Address: City: State/Country: Zip:

MANDATORY AUTHORIZATIONTO RENDER HEALTH SERVICES.

Iherebyauthorize Wheeling University’s StudentHealth Centertorender services deemed necessary formy healthandwell-being. I grant
permission for my transfer to an accredited hospital or other care facility if deemed necessary by the VP of Student Services or his/her designee. |
agreetoberesponsible forany expenseinconnection with the aforesaid, ifmyinsurance does notprovide paymentofthe same. | grant permission for
the hospital orother care facility to provide information concerning my treatmentby their facility to Wheeling University’s Health Center for continuity
of care.

StudentSignature: Date:

ANNUAL MEDICAL INSURANCE COVERAGE REQUIREMENT

Thisrequirementistoensurethatallstudentswillhave accesstomedical care, ifneeded. Yourmedicalinsuranceinformation will be kept
confidentialand onfileforschedulingmedical referralsto outside physicians, outpatienttreatment, emergencies, and participationinthe
Doctor of Physical Therapy Program at Wheeling University.

Please submitacleanreadable copy and aletter of verification with startand end dates of coverage. Youare requiredto provide current
insurance information whenever there is a change.

ANNUAL PHYSICAL REQUIREMENT
Itis mandatory thatall students in the Doctorof Physical Therapy Programat Wheeling University submitan annual physical. Your
initial physical isrequiredtobe dated after July 1 and received by the Health Center by August 3, 2020.

Completed health forms and additional requirements must be received by the Student Health Center by August 3, 2020.

You are required to make a copy of all of your documents before mailing them to the Student Health Center.

Mailto: The StudentHealth Center For questions or concerns, please call: 304-243-2225 or
Wheeling University email: healthcenter@wiju.edu (put your name and major in the subject line)
316 Washington Ave.

Wheeling, WV 26003
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Personal Health History

This information will be used only as an aid in the consideration of your health needs and will remain confidential among the appropriate healthcare professionals. PLEASE
USE ADDITIONAL SHEETS OF PAPERIF NECESSARY.

Are you presently under any medical treatment? o Yes o No
Ifyes, explain:

Are you presently taking any medications (prescription, nonprescription, inhaler)? o Yes o No
Ifyes, explain:

Are you now receiving or have you ever received professional help for emotional or psychological problems? O Yes o No
Ifyes, when:

Do you have a physical impairment such as paralysis, loss of vision, loss of hearing, etc.? O Yes o No
Ifyes, explain:

Do you have any sensitivity to food, medicine, or environmental contact? o Yes o No
Ifyes, explain:

Have you ever had a head injury or concussion? o Yes o No
If yes, explain and give dates:

Has a physician ever denied or restricted your participation in sports for any health problems? O Yes o No

Ifyes, explain:

Have you ever had, or do you currently have (CHECK ALLTHAT APPLY):

o Anemia o CardiacDisease (Type ) o Gastrointestinal Issues (Heartburn/GERD/Irritable Bowel)
o Anxiety o Chicken Pox o Gynecological Issues

o Asthma/Exercise Induced Asthma o Depression o Mononucleosis

o Bladder/Kidney Problems o Dermatological Issues (Type ) o Seizures

o Bleeding Disorders o Diabetes (Hyperglycemia/Hypoglycemia) o STDs

o Blood Clots (Leg/Lung) © Fractures (Broken Bones) Where? o Suicidal/Homicidal Ideation

o Cancer(Type ) o Gallbladder Disease o Thyroid Disease (Hyperthyroidism/Hypothyroidism)

Ifyoucheckedanyoftheabove,pleaseprovidefurtherinformation:

Datesofsignificantinjuries oroperations ormedicaladmissionstohospitals: o NONE

Personal Habits (please indicate use of any of the following):

Tobacco Use: © Never o No o Yes QuitDate: How many years did you smoke?
CurrentSmoker: Packs/day: #ofyears: Other tobacco: o Pipe o Cigar o Snuff o Chew
Alcohol Use: Do you drink alcohol? © No © Yes #ofdrinks/week: © Beer © Wine o Liquor

Ifyouwishtoreceive careforanyhealthproblemorconcernatthe WU StudentHealth Center, pleasebringcopiesofanyappropriatemedicalrecords withyoutocampus
and call (304) 243-2275 for anappointment.

| hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct.

StudentName (pleaseprint): Signature: Date:

Completed health forms and additional requirements must be received by the Student Health Center no later than August 3.

In case your records are not received, please make a copy of all of your documents before mailing them tothe Student Health Center.

Mail to: The StudentHealthCenter For questions or concerns, please call: 304-243-2275
Wheeling University or email: healthcenter@wiju.edu (put your name and major in the subject line)
316Washington Ave.

Wheeling, WV 26003
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Insurance, Immunizations, Lab work, Tuberculin Skin Tests

PLEASE BE MINDFUL THAT SOME REQUIREMENTS ARE TO BE COMPLETED DURING A SPECIFIC TIMEFRAME.

An accurate record of immunizations is required for all health science majors. This can be obtained from your private physician/healthcare
provider or health department. Your Board of Education is one source for official proof of primary records. You can also get any needed
immunizations and tuberculin skin tests administered at any of your local walk-in type urgent care clinics.

Belowis alist of additional requirements. Please attach official documentation of each requirement to your health form and submit them

together.

You must meetthe required submission deadline of August 3 210 to give the Student Health Centertime to review yourrecords for accuracy. The
StudentHealth Centerwillthen havetimetoalertyou ofanydeficientrecords, ifany, sothatyouwillhave time to bring allrequirements up-to-date
before you attend classes.

1)

)

Proof of health insurance coverage. A photocopy of your card (front and back) AND a letter of coverage from your insurance provider. You will
beexpectedtomaintain healthinsurance coverage atalltimes whileenrolled asastudentatWU. Yourmedicalinsuranceinformationwillbe
kept confidential and on file for clinical rotations, scheduling medical referrals to outside physicians, outpatient treatment, and for
emergencies.

Immunizations AND titers (blood work): You can get documentation ofimmunizations from your doctor OR check with your previous school to
seeiftheyhavearecordonfile. Youcanalsogetany neededimmunizations throughacounty healthdepartmentorawalk-inurgentcare type

IMPORTANTNOTEABOUTYOURTITERS: Completealltiters before Julyincasethereisaneed toberetitered—thistimeframeistoensure

thatyouwillmeetrequirements before starting classes. Ifatiter shows no evidence ofimmunity, your doctorwilladministeraboosterand then
retiter after about 4-8 weeks to see if the booster provided immunity. Your doctor may also suggest restarting a vaccine series.

MMR (measles, mumps, rubella) 2 dose vaccine series AND a titer (blood work) for each

HepatitisB-3 dosevaccineseries AND atiter (blood work). Ifyouhave nothadthe 3dosevaccineseries, pleasestartthe process,assoon
as possible. You should have time to complete the first two doses before starting class. During this process you will be consideredin
‘conditional status’ while waitingto getthe 3rd (final) dose. You must schedule a titer once you’'ve completed the series.
Varicella-2dosevaccineseriesordocumentationthatyouhave hadthedisease AND atiter (blood work), regardless ofhavinghadthe
disease or vaccine series.

Tdap(tetanus,diphtheria,acellularpertussis), 1dose - Importantnote: ATdapvaccineisonlygoodfor10years. Pleasemakesurethat
your vaccine is current and will not expire during the course of your WU studies and clinical rotations.

Polio - 3 dose vaccine series

Meningococcal - This vaccine is strongly recommended. Please visit the Center of Disease Control website (www.cdc.gov) to read the VIS
forMCV4. Ifyou choose nottoreceive this vaccine, you must sign the WU Meningococcal Release included in this packet.

Important! All of the above items (health forms, insurance, required immunizations, and titers (bloodwork)) are due on or before August 3. |

3.)Physical(aformisincludedinthis packet). Yourphysical shouldbe completedbetweenJuly 1andAugust1sothatyourannualduedate
does not conflict with your first clinical rotation. Submiton or before August3.

4.) Two-StepTST(tuberculinskintest): Your TSTshouldbecompletedbetweenJuly 1andAugust1sothatyourannualdue date doesnot
conflictwhileoutonyourfirstclinicalrotation. Please note:aBCGvaccineoranassessmentquestionnairewillnotbeaccepted. Achestx-
rayorbloodtestwillbeaccepted ifthereisdocumentedmedicalevidenceastowhyyoucannotreceivetheskintest. Submit on or
before August3.

The TSTis not animmunization, so you may never have had one before. This skin testis a method of determining whether a person is infected with
Mycobacteriumtuberculosis. Atwo-steptestingisusefulfortheinitial skintestingofadultswhoaregoingtoberetestedperiodically. Thistwo-
stepapproachcanreducethelikelihoodthataboostedreactiontoasubsequentTSTwillbemisinterpretedasarecentinfection.

Thesecondstepisplaced 1-3weeksafterthefirststepisread. Youwillexpecttoreturntoyourdoctorwithin48-72hoursaftereachTSTsothat
yourarmcanbecheckedfortheresult. Ifyourresultis positive, please provide yourdoctor’s planoftreatment. Failuretohavetheresult
documentedforeachstepwillmeanthatyouwillhavetorepeatthetest. Pleasenote: ifyoufinditdifficulttogetanappointmentwithyourdoctor

toprovidethistest, youcanalsogetitthroughyourcountyhealthdepartmentorawalk-inurgentcaretypeclinic. Theseoptionswillhelpyouto
meet yourdeadline.
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MENINGOCOCCALVACCINEWAIVERFORM

Afewyearsago,researchbythe CenterforDisease Control (CDC)foundthatstudentsappeartobeathigherriskformeningococcal diseasethan
college studentsoverall. The College and University StudentVaccination Acthas beenin effectinmany states since. It states thatall students
residing in campus housing receive a one-time vaccination against meningococcal disease or sign a waiver for religious or other reasons after they
have been provided withinformation on the risks associated with the disease and the effectiveness of the vaccine. Given the seriousness of
meningococcaldisease, Wheeling University strongly recommends thatall students receive avaccination against this meningitis,
regardless oftheirresidential status. Anystudentchoosingnottoreceive this vaccination must sign thiswaiverindicating thatthey understand
the risks associated with meningococcal disease and the availability and effectiveness of the vaccine.

What is meningitis?

Meningitis is an infection of the fluid of a person's spinal cord and the fluid that surrounds the brain. People sometimes referto it as spinal
meningitis. Meningitisis usually caused byaviral orbacterialinfection. Knowingwhethermeningitisis caused by avirus orbacteriumisimportant
because the severity of illness and the treatment differ. Viral meningitis is generally less severe and resolves without specific treatment, while
bacterialmeningitis can be quite severe and mayresultin braindamage, hearingloss, orlearning disability. Forbacterial meningitis, itis also
importanttoknowwhich type ofbacteriais causingthe meningitis because antibiotics can preventsome types fromspreadingandinfectingother
people.Beforethe 1990s, Haemophilus influenzaetypeb (Hib)wastheleadingcause ofbacterialmeningitis, butnewvaccinesbeinggiventoall
childrenas partoftheirroutineimmunizations have reducedthe occurrence ofinvasive disease dueto H. influenzae. Today, Streptococcus
pneumoniae and Neisseria meningitidis are the leading causes of bacterial meningitis. This information has been taken from the Center for Disease
Control website. We encourage students to visit < http://www.cdc.gov/> to receive more information about meningitis before signing this waiver.

STUDENT RELEASE UPON REFUSAL
OF IMMUNIZATION AGAINST MENINGITIS
lunderstandthatitisrecommendedthatall university students receive the vaccination againstmeningococcal disease. | understand thatby
decliningthisvaccine, Icontinuetobeatriskofacquiringmeningitis,aseriousdisease. |,also, understand thatthe majority of clinical placement
sites are requiring evidence of meningococcal disease immunity before accepting health science students for clinical practice and | acknowledge
that, if| do not have evidence of this immunity, my placement for clinical practice may be affected (if applicable).

Despitetherisksdescribedabove, Irequestthatmyrefusalbehonored, andlherebyrelease WheelingUniversity, its officers, trustees, employees
andagentsaswellasanyclinicalagencyinwhich|practiceduetoanystudentrole fromanyandallliability thatmayarisedirectly or indirectly as a
result of my refusal of the meningococcal disease vaccine.

I, refuse immunization against meningitis.
(Print name)

Signature; Date:
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Doctorof Physical Therapy

YOURPHYSICIANORNURSEPRACTITIONER
MUSTCOMPLETE,SIGN,ANDDATE THISFORM.

PLEASE PRINT
STUDENT NAME: DATEOFBIRTH:
Last First Middle Initial

Family history: Amongyourimmediaterelatives (parents, siblingsand grandparents), is there any history of, or presentillness from, any of the following:
» Cancer *Diabetes * Asthma, Hay Fever, or other Allergies
* HeartDisease *Marfan’sDisease + Sudden death under age 50 from non-trauma cause

Please explain any of the marked replies:

Height: Weight: Blood Pressure: Pulse:

LIST MEDICATIONS:

Normal Abnormal Notes of Abnormality
Skin _
Hearing
Head

Ear, Nose, Throat
Neck: Thyroid
Cardiovascular
Lungs
Breasts
Abdomen
Genitalia
Menstruation
Back & Extremities
Reflexes

Student must be able to lift up to 50 pounds. Does this student meet this qualification?

ALLERGIES/REACTIONS: Noknown allergies:

Latex: food:

dyes: medication:

(REQUIRED RESPONSE) Does this student have any past or current physical or emotional conditions that you consider important?

(REQUIRED RESPONSE) Is this student presently under medical therapy or psychological counseling?

Recommendations:

Name of Physician OR NP (print):

Phone:| | Fac [ ]
Address: (City) (State)___ (Zip)
Signature of Physician OR NP: Date:
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ThisFormistobe Completed
by aLicensed Medical Professional

NAME (please print): (Last) (First) (Middle Initial) DOB:

ATTACH ORIGINAL COPIES TO SUPPORT THE FOLLOWING INFORMATION.

STRONGLY RECOMMENDED: MCV4 Vaccine (meningococcalconjugatevaccine) (1dose)  month day year
Student refused this vaccine. Yes___ No ___

REQUIRED: Polio Vaccine (3 dose series)
Dose #1: month day year ; Dose #2: month day year ; Dose #3; month day year

REQUIRED: Hepatitis B Vaccine (3 dose series)
Dose#1:month day year ; Dose#2: month day year ; Dose:#3::month day year
AND a titer that shows evidence of immunity

REQUIRED: Tdap Vaccine (tetanus, diphtheria, acellur pertussis): 1 Dose within the last ten years: month day year

REQUIRED MMR Vaccine (measles, mumps, rubella) (2 doses)  Dose #1: month day year Dose #2: month day year
AND a titer that shows evidence of immunity

VaricellaVaccine (chickenpox) Hasthisstudenthadthedisease? ""yes ""no approximate year of having disease
Hasstudenthadvaricellavaccine(2doses)? ___yes __no Notrequired unless the required titer report shows no evidence of immunity.
Dose #1: month day year Dose #2: month day year AND atiter that shows evidence ofimmunity

Mandatory Antibody Titer Results formeasles result mumps result rubella result varicella result hepatitis result
If any titer does not show immunity, please attach follow-up plan of actions and documentation(s).

Note: In order to participate in service learning experiences these results must be complete and received in the Health Center no later than August 3.

REQUIRED Tuberculosis Screening

Two-Step PPD (purified protein derivative) Skin Test

1st of Two-Step Placedmonth __day _ year_; Readmonth __ day __ year_  Resultinmillimeters _ mm
2nd of Two-Step Placed:month _ day _ year_ ;Read:month __ day _ year_  Resultinmilimeters — mm

Or ATTACH a chest x-ray report if the student has had a history of a previous PPD.

Signature  of Physician or Nurse Practitioner Print Name:

Address: City: State: Zip:

Telephone: Fax:

Date:

Please attach documentation for all required immunizations,
both tuberculin skin tests, and required antibody titer reports.
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