
Office of Admissions
Coastal Carolina University

P.O. Box 261954  •  Conway, SC 29528-6054  •  www.coastal.edu

Enrollment process:
 1. Read the entire Enrollment Handbook.

 2. Complete and return the Enrollment Notification Card along with a $100 check or credit card 	
  authorization and the Health History/Immunization Form by the appropriate deadline below.

  Enrollment Deposit Deadlines:	 December 15 for Spring enrollment
   	 April 1 for Maymester
   	 May 1 for Summer I
   	 June 1 for Summer II
 
 3. Complete the Residence Life Application/Contract and pay the $150 housing deposit online 
  at www.coastal.edu/reslife. Applications are accepted on a first-come, first-served basis for 		
  residence hall students only. Please note that all new freshmen and transfers must pay the 
  $100 enrollment deposit before completing the housing contract. Once the enrollment deposit 	
  is received in the Office of Admissions, it will take 24 hours to generate the password needed 		
  to access the housing contract.
 

Enrollment Notification
Dear Student:

We are delighted that you have decided to join us as a Coastal Carolina 
University student. In order to continue the enrollment process, we need 
additional information from you that is included in this packet. It is our goal to make this process as 
easy and convenient as possible. If you have any questions, there are several ways you can contact us 
for assistance:

	 P	 Admissions Office
		  Telephone: 843-349-2026 or 843-349-2170 or 1-800-277-7000
		  E-mail: admissions@coastal.edu

	 P	 Residence Life
		  Telephone: 843-349-6400
		  E-mail: reslife@coastal.edu

	 P	 Student Health Services
		  Telephone: 843-349-6543

Thanks again for making the Coastal Carolina University choice!



Enrollment Notification Card  Coastal Carolina University  
Semester / Term of enrollment:  

  n  Spring, 20 _________   n  maymester, 20 _________   n  Summer I, 20 _________   n  Summer II, 20 _________

Is the information listed above the same as it is on your application?   n  Yes           n  No

Please check the appropriate response:
c I will enroll at Coastal Carolina University for the semester/term indicated above; enclosed is my $100 advance deposit.
 c   I have requested my final official transcript(s) be mailed to Coastal Carolina University.
 c   I would like to receive information about Coastal Carolina University’s services for students with documented disabilities.

c I have decided not to enroll at Coastal Carolina University. 
 • Please list the college or university you will be attending, if applicable. _______________________________________________________

 • My primary reason(s) for not enrolling at Coastal Carolina University include(s):
 c    Distance from home					     c    Financial aid package offered at another college
 c    Academic programs					     c    Cost
 c    Plan to participate in sports at another college		  c    Other _________________________________________________

To enroll at Coastal Carolina University please complete and return this card with your $100 advance payment (check, money order or credit card 
information) to the Office of Admissions in the envelope provided. A charge card form has been added to the bottom of this form for your conve-
nience. Please do not send cash. Refund policies are outlined in the Enrollment Handbook. No enrollment deposit refunds are processed after the 
Enrollment Deposit Deadline.

Signature of Student ____________________________________________________________________	 Date ______________________

Signature of Parent or Legal Guardian _______________________________________________________	 Date ______________________
(if student is under 18 years of age)

n  Freshman      n  Transfer

ACADEMIC MAJOR									            Status

Last name									            Social Security number  		

                        –                    –

First name								                     Home Telephone		

   City									                     State      Zip code                 Zip+four

E-mail

permanent address (skip one box between number and street)
   P.O. Box, RFD, Street                                                                                                                 Cellular Telephone

PARENT OR GUARDIAN E-mail  (Used to communicate with parent or guardian about obtaining various authorizations from your student such as billing information, etc.)

Credit card authorization for payment of advance deposit. (Complete this section only if you are paying the application fee by credit card. Please PRINT clearly.)
I authorize the use of my credit card account:  AMOUNT $100.
Name (as it appears on credit card) ______________________________________________________________________________________

Signature _______________________________________________________  Daytime telephone ( _________ ) _______________________

16-digit Credit Card Number   	        –                       –                       –	                Expiration date             –            –

3-digit V-Code		      (V-Code is located in the signature line and is the last three numbers on the reverse side of your credit card.)

Please check appropriate card:   c MasterCard         c Visa            c Discover            c American Express

Signature of Student ____________________________________________________________________	 Date ______________________

Signature of Parent or Legal Guardian _______________________________________________________	 Date ______________________
(if student is under 18 years of age)

 



Immunization Form   Complete if you were born in 1958 or after.

_______________________________________________________________________________       _____________________
Last name (print)                           First                                       Middle			        Date of birth	 	 	
          		
On the recommendation of the American Health Association and the South Carolina Department of Health, the following immunizations 
are required for all students including undergraduate, graduate, transfer and part-time students. Coastal Carolina University mandates 
that students be immune to measles and German measles. You must forward the required information to Student Health Services, Coastal 
Carolina University, P.O. Box 261954, Conway, SC 29528-6054; the telephone number is 843-349-6543.

Last name ________________________________________________	 Social Security number ___________________________

First name ________________________________________________	 Date of birth ___________________________________

Permanent address - P.O. Box, RFD, Street _______________________________________________________________________

City _____________________________________________________	 State _________     Zip code ______________________

Mandatory Immunizations
Rubeola (Measles) (Date) _______________	 Illness (Date) _______________	 Reimmunized (Date) _______________

Rubella (German Measles) ______________	 Titer (Date) ________________	 Reimmunized (Date) _______________

Measles/Mumps/Rubella (MMR)        	 Dose 1 (Date) _______________	 Dose 2 (Date) ____________________

Either certified immunization or positive titer is required. Previous clinical diagnosis of rubella is not sufficient.

Physician’s Signature or Stamp ______________________________________________	 Date ____________________________

P Coastal Carolina University recommends the following additional immunizations:

• Tetanus Booster (Td) (Vaccination within last 10 years)	 Date ____________________________

• Tuberculin Skin Test (PPD) (Within 6 months prior to beginning of class)	 Date ____________________________

• Hepatitis B (3 doses)   Date _____________________     Date _____________________      Date _____________________

•  Varicella (Immunization or Disease) 	 Date _____________________

• Meningitis Vaccine (Strongly recommended by the American College Health Association)       Date _____________________

Physician’s Signature or Stamp ______________________________________________	 Date ____________________________



Have you had    Yes  NO
Anemia	  m 	  m  
Back Problems	  m 	  m  
Dizziness/Fainting	  m 	  m  
Gall Bladder Trouble	  m 	  m 
Jaundice	  m 	  m 
Palpitations	  m 	  m 
Rheumatic Fever	  m 	  m 
Rubella	  m 	  m 
Weight Changes	  m 	  m 
MALES ONLY
     Testicular Mass	  m 	  m 
     Prostate Infection	  m 	  m 

Coastal Carolina University  •  Student Health Services  •  Health History Form
Last name (print) __________________________________  First _________________________  Middle ____________________
Today’s date _____________________________________    Social Security number ______________________________________
Home address ______________________________________________________________________________________________
City __________________________________________  State/Country __________________ Zip code _____________________
Telephone number ( _________ ) _______________________   Date of birth ________________________     m Male      m Female
Emergency contact: Name __________________________________________________ Relationship ________________________ 
Address ___________________________________________________________________________________________________
Emergency contact telephone ( _________ ) _____________________   Business telephone ( _________ ) _____________________
Health insurance (include copy) ________________________________________________________  Marital status ______________ 
Month/year you are entering Coastal Carolina University ______________________

Are you allergic to any of the following?
m  Yes	 m No 	 Medications:  If yes, name  _________________________________________________________________
m  Yes	 m No 	 Food:  If yes, name  _________________________________________________________________________
m  Yes	 m No 	 Insect venom:  If yes, name ________________________________________________________________
m  Yes	 m No 	 Pollen, dust, mold, animals:  If yes, name _________________________________________________
m  Yes	 m No 	 Other ___________________________________________________________________________________

Family History					     Family History	
	    Age	       State of        Occupation	      Age of	        Cause of 			   Yes	 No	 Relationship
		        Health		      Death           Death
Father 						      	 Tuberculosis	 m  	 m  	 _____________
Mother						      	 Diabetes	 m  	 m  	 _____________
Brothers						      	 Kidney Disease	 m  	 m  	 _____________
						      	 Heart Disease	 m  	 m  	 _____________
						      	 Thyroid Problems	 m  	 m  	 _____________
Sisters						      	 Cancer	 m  	 m  	 _____________
						      	 Asthma	 m  	 m  	 _____________
						      	 Depression/Drug/Alcohol	 m  	 m  	 _____________
							       Seizures	 m  	 m  	 _____________

Present medications: (Please include birth control, vitamins and herbal supplements.)
Drug 		  Dose			   Reason
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
Do you smoke?  	 m  No	 m  Yes	  If yes, how much ____________________________________________________________
Do you use alcohol?	 m  No	 m  Yes	  If yes, how much ____________________________________________________________
Do you exercise?	 m  No	 m  Yes	  If yes, how often/type _________________________________________________________
The above information is true to the best of my ability. I consent to medical treatment at Coastal Carolina University’s Student Health Services.

Student signature ___________________________________________________________________ Date ____________________
(Parent or legal guardian’s signature required if student is younger than 18 years of age.)

Have you had    Yes  No
Anxiety	  m 	  m 
Bone Disease	  m 	  m 
Ear problems	  m 	  m 
Headaches	  m 	  m 
Insomnia	  m 	  m 
Chest Pains	  m 	  m 
Heart Murmur	  m 	  m 
Stomach Troubles	  m 	  m 
STDs	  m 	  m 
FEMALES ONLY
    Menstrual problem	 m 	  m 
    Endometriosis	  m 	  m 

Have you had    Yes  No
Asthma	  m 	  m 
Cancer	  m 	  m 
Eye problems	  m 	  m 
Hypertension	  m 	  m 
Mumps	  m 	  m 
Recurrent Diarrhea	  m 	  m 
Surgery	  m 	  m 
     Appendectomy	  m 	  m 
     Tonsillectomy	  m 	  m 
     Hernia Repair	  m 	  m 
ADHD	  m 	  m 
Diabetes	  m 	  m 

Have you had    Yes  No
Eating Disorders	  m 	  m 
Head Injury	  m 	  m 
Measles	  m 	  m 
Rupture, Hernia	  m 	  m 
Scarlet Fever	  m 	  m 
Tuberculosis	  m 	  m 
OTHER                                  
                                                
                                                
                                                
                                                
                                                


