
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 _____________________________________ Marital status ___________ Month/year you are entering CCU________
(include copy)

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 signature required if student is younger than 18 years old.)

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                     ________  
 _                               ___       __  
                                              __   
                                               __  
                                              __   
                                             __   



Immunization Form		  	 Complete if you were born in 1957 or later.

__________________________________________________________________________________    _________________________
Last Name (print)		 	                    First	 	 	     Middle	       	         Date of birth
 
On the recommendation of the American College 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 the Student Health 
Services, Coastal Carolina University, P.O. Box 261954, Conway, SC 29528-6054.

 

Last name ___________________________________________________    Social Security number _____________________________

First name ___________________________________________________    Date of birth _____________________________________

Permanent address - PO Box, RFD, Street ____________________________________________________________________________

City _____________________________________________________  State _________________    Zip code ____________________

Mandatory Immunizations
Rubeola (Measles) (Date) _____________________	 Illness (Date) _________________	  Reimmunized (Date) ___________________

Rubella (German Measles) ____________________	 Titer (Date) __________________	  Reimmunized (Date) ___________________

OR

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 ________________________

CCU SHS • 7/07 


