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ALL FULL-TIME STUDENTS MUST COMPLETE THIS FORM AND RETURN IT TO THE ELI


Name:  
______________________________________________________________________________________________________________________

First Name 



Middle Initial

Last Name
Address: _____________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
Date of Entry _______/_______
Date of Birth _________/_________/________

          Month       Year

           Month            Day        Year
TO BE COMPLETED AND SIGNED BY YOUR HEALTH CARE PROVIDER. 

All information must be in English.
REQUIRED FOR ALL FULL – TIME STUDENTS
YOU MUST HAVE THE INNOCULATION
(PHYSICIAN MUST COMPLETE INFORMATION ON THIS FORM) 
Tuberculosis - Testing required for entrance (regardless of prior BCG inoculation)
1. Received BCG: Yes         No          If yes.......................................................    
 _____/____/_____     












Month     Day     Year
2. PPD (Mantoux) test within 6 months prior to admission to college (Tine or Monovac not acceptable)

Give date, results, and measurement of induration..........Date Administered   
_____ /_____/____                                                                                                                                                 
Month     Day     Year


Result: Neg.  
Pos.   Complete mm results            mm   Date Read       _____ /____/_____
                     Month     Day     Year
3.  If greater than 10mm induration, chest x-ray required.

          Give date and result of chest x-ray -..........Result: Normal          Abnormal              _____ /____/____
     (Please attach chest x-ray report if abnormal)



          Month     Day     Year
                            
HEALTH CARE PROVIDER
Name ___________________________________________________________
Date _____/____/____
Address ______________________________________________________________________________

_____________________________________________________________________________________  Signature_______________________________________________Telephone  _____________________   For Office Use:
Loyola Student Health Reviewer  _______________________________________________ 
Date ______/______/______
MENINGOCOCCAL VACCINE REQUIREMENT

I have received the meningococcal vaccine as required by Maryland law for students residing in on-campus housing.

_____________________________________________________________________
______________________

Name









College ID# 

MENINGOCOCCAL VACCINE (MENOMUNE) Dosage 0.5 ML


Date: ______________

The vaccine is effective for approximately three to five years.  Student, whose vaccinations have not been issued within the past five year, will be asked to update their immunization.

_____________________________________________________________________
______________________

Physician Signature







Date

_____________________________________________________________________
______________________

Physician Name








Phone Number

WAIVER:

Individuals 18 years or age and older may sign a written waiver choosing not to be vaccinated against meningococcal disease.  For individuals under 18 years of age, the parent or guardian of the individual must review the information on the risks of meningococcal disease and sign a written waiver that she/he has chosen not to have the individual vaccinated against meningococcal disease.

For individuals 18 years of age or older:

I am 18 years of age or older.  I have received and reviewed the information provided on the risk of meningococcal disease and the effectiveness and availability of the meningococcal vaccine.  I understand that meningococcal disease is a rare but life threatening illness.  I understand that Maryland law requires that an individual enrolled in an institution of higher education in Maryland who resides in on-campus housing shall receive vaccination against meningococcal disease unless the individual signs a waiver to the vaccination.

I choose to waive a receipt of the meningococcal vaccine.

____________________________________________________________________________________________

Name of Student
(Print)







_______________________________________________________________
________________________

Signature of Student






Date

For individuals under the age of 18:

I have received and reviewed the information provided on the risks of meningococcal disease and the effectiveness and availability of the meningococcal vaccine.  I understand that meningococcal disease is a rare but life threatening illness.  I understand that Maryland law requires that an individual enrolled in an institution of higher education in Maryland who resides in on-campus student housing shall receive vaccination against meningococcal disease unless a waiver to the vaccination is signed.

I choose to waive receipt of the meningococcal vaccine for my child.

_____________________________________________________________________________________________

Print Name of Student







________________________________________________________________
________________________

Signature of Parent/Guardian





Date
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