{A University of
Massachusetts

UMASS L owell

Dear Newly Accepted Graduate Student:

The Department of Public Health insists that all colleges and universities in the State
fully comply with the College Immunization Law. The law states that “all full-time college
students, as well as part-time students in health science must present evidence that they are
immunized against measles, mumps, rubella (MMR), diphtheria, and tetanus and the have completed
the Hepatitis B Series in order to register for classes. The meningitis vaccine is also required
for all newly enrolled full-time students who will be living in on-campus housing. Dates,
including month, day and year of immunization, must be filed with Health Services. Students
will not be allowed to register if immunization information is not provided to Student Health
Services.

Each student is responsible for providing evidence of the following immunizations:

1. Measles, mumps, rubella (MMR) vaccine given after the age of one, or after Jan. 1 1968,
and a second dose given at 18 month of age or after.

2. Any combination of three or more doses of DPT, DT or tetanus provided the last dose
was administered within 10 years.

3. A complete series of three Hepatitis B immunizations.
4. Meningitis vaccine given within the last 5 years. (required for students living on-campus)
Only the following statements are acceptable in lieu of immunization histories:

1. A medical certificate signed by a physician stating specific immunizations are
contraindicated for health reasons.

2. A statement signed by a clergyman indicating immunization conflicts with religious
beliefs.

3. Laboratory evidence of immunity for measles, mumps, rubella and evidence for
Hepatitis B.

4. Only the meningitis vaccine may be waived by completing the enclosed waiver form.

In addition, please complete the enclosed report of medical history and have a physical
examination performed by a health care provider.

Please send all documentation directly to Ms. Nancy Quattrocchi, Director of Health Services, 30
days prior to registration.

Student Health Services
University of Massachusetts Lowell
71 Wilder Street, Suite 5
Lowell, MA 01857-3091
(978) 934-4991



U MASS LOWELL ?

STUDENT HEALTH SERVICES 3

71 Wilder S. Suite 5 MASS
Lowell, MA 01854-3091
HEALTH EXAMINATION REPORT

STUDENTSWHO DO NOTSUBMIT A COMPLETE HEATH EXAMINATION REPOR AND IMMUNIZA TION
FORMWILL NOT BE PERMITTEDTO REGISTER
With the exception of your Immunization Records, this information is strictly for the use of the Health Center and will not be

released to anyone without your knowledge and written consent. Please completetthie fiegfes of this form prior to going
to your health care provider for examination.

Date Form Completed / /
Name
Last First Middle Student ID or Social Security Number
HomeAddress / /
Street Birth Date (Mo. Day Yr)
City State Zip Code HomeTelephone Number
Birth Place Male O Female [
Date Entering UMass Lowell Falld  spring] Year Undegraduatd]  Graduatd] Transfer [
Father's Name
(or Guardian) Last First Middle Occupation
(h)
(w)
Street City State Zip Code Telephone Numbers
Mother's Name
(or Guardian) Last First Middle Occupation
(h)
(W)
Street City State Zip Code Telephone Numbers

PERSONTO NOTIFY IN CASE OFAN EMERGENCY

Name

Last First Middle Occupation

(h)

(W)

Street City State Zip Code Telephone Numbers

School Insurance  Yes[d No[

Other Insurance: /

Company State Subscriber ID Number Group Number



Family History

State | Age Cause Have any of your relatives had any of the following:
Age | Of at of
Health| Death Death Yes| No Relationship
Father Allergy, asthma, hay fever
Mother Cancer
Brothers Diabetes
Heart Disease
Sisters High blood pressure
Kidney disease
Spouse Neuro-muscular disorder
Children Tuberculosis
Other
Personal History
Do you have, or have you ever had: (check all that apply) ExfiBranswers below
Head & Nervous System Neck Urinary Allergy

1 0 Frequent headaches

230 Thyroid disease

416 O Frequent urination

70 O Hay fever

2 O Migraine

24 0 Enlaiged lymph nodes

47 O Painful urination

710 Hives/rashes

3 O Severe head injury/concussion

Heart

48 O Blood in urine

72 0 Food allegy

4 O Seizures/convulsions

25 O High blood pressure

49 O Protein in urine

73 0 Insect bites/bee stings

5 O Dizzy spells/fainting

26 O Heart murmur/click

50 O Sugar in urine

74 0 Drug allegy (please list below)

6 O Insomnia

27 O Heart trouble

51 O Bladder infection

Other

7 O Recurrent anxiety

28 O Palpitations

52 O Kidney infection/disease

75 O Tumor/malignancy

8 O Recurrent depression

29 O Shortness of breath

53 O Kidney stone

76 O Sexually transmitted disease

Eyes, Ears, Nose, Throat

30 0 Chest pain

Bones, Joints

77 0 Anemia

9 O Wear glasses/contact lenses Lungs 54 O Fractures or dislocations 78 O High cholesterol
100 Blindness 310 Asthma 55 O Painful or trick joints 79 O Diabetes
11 O Injury/disease 32 O Bronchitis 56 O Deformity 80 O Anorexia/bulemia
120 Double vision 33 0 Pneumothorax 57 O Paralysis or polio 81 O Following any special diet
13 0 Deafness/hearing aid 34 O Pneumonia 58 O Arthritis Special Needs

140 Perforated eardrum 350 Pleurisy 59 O Back problems 82 0 Regular medical care
150 Repeated ear infections Digestive 60 O Knee or ankle problem 83 O Limited physical activity
16 O Sinus trouble 36 0 Ulcers I nfectious Diseases Past IlInesses

17 O Repeated nose bleeds

37 0 Chronic abdominal pain

61 O0 Mononucleosis

84 [0 Hospitalizations

18 O Frequent sore throat

38 0 Diarrhea, chronic/recurrent

62 O0 Measles (Rubeola)

85 [0 Operations

190 Strep throat

390 Colitis, llietis

63 0 Mumps

86 I Serious illnesses

20 O Tonsils/adenoids removed

40 O Gall stones

64 O German measles (Rubella)

87 O Serious injuries/accidents

Dental

41 O Hepatitis/jaundice

65 O Chicken Pox (dricella)

88 O Emotional problems

210 Poor teeth/tooth aches

42 O Appendectomy

66 O0 Rheumatic fever

88 O Psychological treatment

22 O Bleeding gums/gum disease

43 O Hemorrhoids

67 O Malaria

89 O Psychiatric treatment

440 Irritable bowel

68 O Meningitis

45 O Sudden weight change

69 O TB or positive skin test

Identify YES answers by number. Provide details, including dates:




IMMUNIZATION RECORD

This form must be completed and signed by a health care provider

In accordance with Massachusetts College Immunization Law, Chapter 76, Section 15¢, U Mass Lowell requires verification of immunity for
measles, mumps, rubella, tetanus, diptheria and hepatitis B. Exact dates are required for all immunizations and/or serologic test results. If serology

titers indicate lack of immunity, vaccines must be administered. History of disease is not acceptable documentation of immunity.

Massachusetts Law (MGL Ch. 76, s.15D) now requires new full and part-time undergraduate and graduate students in degree granting programs at
post-secondary institutions that provide or license housing to receive meningococcal vaccine. All new students, living on campus, must provide
documentation of having received this vaccine (within the last five years) at least two weeks prior to the beginning of classes.

Student's Name

Last First M.IL

I. REQUIRED IMMUNIZATIONS

MMR (Measles, Mumps, Rubella)
O Dose 1 Immunized on or after first birthday Dose 1
[ Dose 2 Given at least one month after Dose 1 Dose 2

If unable to document MMR immunization dates, must provide:

MEASLES (Rubeola)

Date of Birth

Month ~ Day Year

O Measles serology immune titer value Interpretation: 0 Immune [ Not Immune Date:
MUMPS
O Mumps serology immune titer value Interpretation: O Immune [ Not immune Date:
RUBELLA
O Rubella serology immune titer value Interpretation: CJImmune [ Not immune Date:
TET ANUS-DIPTHERIA
[ Completed primary series of tetanus-diptheria immunizations Date:
O Received tetanus-diptheria booster within last 10 years Date:
HEPATITIS B
O Completed series of Hepatitis B immunizations Dose 1 Date:
Dose 2 Date:
Dose 3 Date:
If unable to document Hepatitis B immunization dates, must provide:
[ Hepeatitis B serology Interpretation: O Immune CINot immune Date:
MENINGOCOCCAL VACCINE
[ Menactra or O Menimune Date:
II. OTHER IMMUNIZATIONS
Month  Day  Year Month Day Year Month Day Year
Varicella Vaccine Dose 1 / / Dose 2 / / or titer
HEALTH CARE PROVIDER (Please print)
Name Signature
Address Telephone ( )

Rev: 5/08



PHYSICAL EXAMINATION

(Must be completed within the past twelve months)

Sudent Name Date of Exam
Height Weight BP Pulse Hearing: Right Left
Vision: Without correction: Right 20/ Left 20/ With correction: Right 20/ Left 20/

TheAthletic Trainer may have access to the physical examination report of students who elect to participate in athletics.

SYSTEM NORMAL DESCRIBE ABNORMALITY

Skin

HEENT

Respiratory

Breasts

Cardiovascular

Gastrointestinal

Genitourinary

Pelvic (if indicated)

Lymphatic

Musculoskeletal

Neurological

Endocrine

Psychological

Lab Work (if indicated): Hgb/Hct: Cholesterol: Urine: Glucose: Protein: Micro:

CURRENT MAJOR & CHRONIC PROBLEMS ACUTE & MINOR PROBLEMS

If the student is under care for a chronic condition or serious illness please provide additional clinical reportsto assist usin providing
continuity of care.

Additional comments and recommendations:

Please list any speciBl ETARY REQUIREMENTS:

Please list alAL L ERGIES (including medications, insect venom, foods, etc.):

Type of reaction

Please list alM EDICATIONS currently being taken (include OTC's, contraceptives):

Recommmendations for physical activityd unlimited O limited (specify)

Health Care Provider (please print) Mail completed form to:
UMASS Lowell
Address Student Health Services

71 Wilder Sreet, Suite 5
Lowell, MA 01854-3091
Phone () Fax () Telephone: (978)934-4991
Fax: (978)934-3080

Provider's Signature
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