O PLEASE RETURN FORM TO:
UNIVERSITY HEALTH CENTER
UNIVERSITY HEALTH CENTER 1232 UNIVERSITY OF OREGON

Personal Health History EUGENE, OR 97403-1232
UNIVERSITY (541) 346-2770
OF OREGON
Name:
last first middle
UO ID#: Date Entering University of Oregon:
Age: Date of birth: Gender:
Local address (if known): Phone #:
Permanent address: City/State/Zip:
State or country of birth: Citizenship:
Name of parent, guardian, or spouse: Relationship:
Address of above: Phone #:
HEALTH REVIEW
Height: Weight: Current State of Health:
ALLERGIES TO MEDICATIONS:
ALLERGIES - Other: Do you receive immunotherapy?
Current medications:
Do yousmoke? Yes[ ] No[] (quitdate ) Never Smoked [ ]
Have you ever had: Yes | No Yes | No
Attention Deficit/Hyperactivity Dis. Malaria
Alcohol/Drugs Problems Mononucleosis or Infectious Mono
Anemia Orthopedic Problem (e.g. knee, back)
Anorexia/Bulimia/Eating Problems Pneumonia
Asthma Prolonged Depression or Anxiety
Cancer Radiation Treatment to head/neck
Chronic Bronchitis Sexually Transmitted Diseases (Please List )
Cholesterol or lipid problems Speech, Hearing, or Vision Problem
Chronic Skin Disease (e.g. eczema, psoriasis) Splenectomy
Convulsions, Seizures (epilepsy) Stroke
Diabetes Thrombophlebitis
Digestive Tract Disease (e.g. ulcer, colitis) Thyroid or Endocrine Disturbance
Fractures/Broken Bones Transfusion of blood/blood product
Gallbladder/Liver Disease Tuberculosis
Glaucoma Viral Hepatitis (Specify-A, B, ?)
Hay Fever Other:
Headache (migraine)
Heart Disease (rheumatic fever, murmur)
Hepatitis/Yellow Jaundice
High Blood Pressure Please comment on any yes answers listed above:
HIV Infection
Kidney or Bladder Disease

Have you ever been hospitalized? Yes[ | No[ ]

Dates: Reason:
Dates & types of surgery:
I am currently under treatment for:

FOR WOMEN: Last Pap Smear Date Result
Last Mammogram Date Result




IMMUNIZATIONS

REQUIRED IMMUNIZATION: Measles and mumps immunization or other proof of immunity is required by the
University of Oregon. ALL incoming college students born on or after January 1, 1957 must document receipt of TWO
(2) doses of MMR vaccine or provide other proof of immunity to measles and mumps. Medical and religious exemption
forms are available.

Dates of MMR (Measles/Mumps/Rubella) Immunization (attach a copy of your immunization records):

MMR: First dose Second Dose
Month/Year Month/Year

Other proof of immunity (required only if you have not received 2 doses of MMR vaccine):
[ ] Measles disease* [ ] Mumps disease*

Signature of Health Care Provider Date

*The signature of a health care provider is required to confirm diagnosis of Measles and/or Mumps disease.

[] Laboratory evidence of immunity to measles** [ ] Laboratory evidence of immunity to mumps**

**|f you check “Laboratory evidence of immunity to measles/mumps you must provide copies of the laboratory results.
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OTHER IMPORTANT IMMUNIZATION INFORMATION: The following immunizations are not required
or mandatory. If you have received any of these immunizations please attach your immunization records.

Tetanus/Diphtheria
Polio Series

Hepatitis B

Hepatitis A
Meningococcal Vaccine
Varicella

Last Tuberculin Skin Test: Date: Result:
BCG
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FAMILY HISTORY

If any member of your immediate family (parents, grandparents, siblings, or children) has any of the following,
please circle and indicate which family member.

Alcoholism High Blood Pressure Mental Iliness/Suicide
Cancer Stroke Hepatitis/Yellow Jaundice
Diabetes Kidney Disease Tuberculosis

Heart Disease

Age, if Living Serious Illnesses If Deceased, Age & Cause of Death

Father

Mother

Siblings
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Student's Signature Date

ALL CURRENTLY REGISTERED STUDENTS ARE ENTITLED & ENCOURAGED TO USE THE HEALTH CENTER

The information on this form is confidential and will be released only with your written authority or a subpoena issued by
the courts. The purpose of this questionnaire is to provide information to aid Health Center practitioners with your
continued medical care, both in an emergency, and routine situations.

Clinic Forms: Personal HHX. Form: Rev. 05/07: TFR/kmb



