
STUDENT HEALTH RECORD Warren Wilson College
Admission Office
P.O. Box 9000,
Asheville, NC 28815-9000

Date of Birth: ________________

Sex: _____

Status:  First Year _____      Transfer _____

Date __________________

Student’s Name: ___________________________________________

Parent/Guardian's Name: ____________________________________

Address: _________________________________________________

________________________________________________________

Parent/Guardian's Telephone:  (_____) _________________________

Insurance Company Name ___________________________________            Policy # _______________

Policy Holders Name _______________________________________

first middle last

city state  zip

Medical History (To Be Completed By The Student)
Indicate with one of the symbols whether you have ever had any of the following conditions: (Y for Yes; N for No)

___ Allergies (hay fever, sinus, etc.)
___ Diabetes
___ Dizziness/Fainting
___ Heart Murmur
___ Headaches
___ Tuberculosis
Serious Injuries: ____________________________________________________________________________________________
Chronic/Serious Illnesses: ____________________________________________________________________________________
Operations: ________________________________________________________________________________________________
List any medications you are now taking:_________________________________________________________________________
List any known drug sensitivity, allergies, or reactions: ______________________________________________________________
Have you ever had any psychological/psychiatric treatment? _________________________________________________________
Have you ever been hospitalized for psychiatric reasons? ____________________________________________________________
Have you ever been in an alcohol or other drug treatment program? ____________________________________________________
Have you ever interrupted school or work either because of mental or emotional illness or after psychiatric consultation? _________

Physician Examination (To Be Completed In Its Entirety By A Physician/PA)
Note:  This form must be completed in its entirety.  Please review the student’s history before completing the physical examination.

Height: _________ (inches)     Weight: __________ (lbs.) Blood Pressure:____/____     Pulse: _________ (min.)
Vision:  corrected: right: 20/_____ left:  20/_____

uncorrected: right: 20/_____ left:  20/_____ Hearing:  left: _____  right: _____

Are there abnormalities in the following systems?  Please describe fully using additional space if necessary (Y for Yes; N for No).
Please comment on all yes answers to the following questions:
___ Head, Ears, Nose, Throat
___ Hernia
___ Metabolic/Endocrine
Comments/Description: _______________________________________________________________________________________
___________________________________________________________________________________________________________

Hemoglobin: __________     Urinalysis: __________     Date of Meningoccal Vacine: __________
Date of Mantoux Tuberculin Test: __________     Result: _________ Date of Chest X-Ray: (if indicated) __________

___ Seizures
___ Asthma

Women Only:
___ Irregular Periods
___ Severe Cramps

___ Do you smoke?
___ # of Packs per day
___ High Blood Pressure
___ Infectious Mononucleosis
___ Kidney Infection/Disease
___ Bladder Infection/Disease

Please note: You will not be allowed to register for classes
until this record is received by the Health Center, this
information will be kept in confidence.

month date year

North Carolina State Law Requires Immunizations of ALL college students. Therefore, immunization records must be
complete and on file with the WWC Health Center prior to registration. No form, no registration.

___ Gastrointestinal___ Eyes
___ Musculoskeletal
___ Cardiovascular

___ Respiratory
___ Genitourinary
___ Neuropsychiatric



As of July 1, 1994, N.C. State Law Requires a 2nd MMR for first-time college students.
This student  MAY / MAY NOT  participate in college activities such as strenuous competitive athletics. (circle one)

Print Physician Name _______________________________________

Physician’s Signature _______________________________________

Office Phone  (            ) _____________________________________

Date of Examination __________________________

Stamp or seal from physician's office

WWC STUDENT HEALTH CENTER IMMUNIZATION RECORD
REQUIRED PRIOR TO REGISTRATION

Part 2. REQUIRED VACCINES
To be completed and signed by your health care provider- all information must be in English.

A. Dates of three TETANUS-DIPHTHERIA (td) or Diphtheria-Pertussis-Tetanus (dpt) vaccinations
(One of which must have been administered within the last ten years)

________ Dose #1 date          ________ Dose #2 date           ________ Dose #3 date

B. MEASLES-MUMPS-RUBELLA Vaccinations (MMR): TWO doses required. Both of which must be after the
first birthday.

________ Dose #1 date     AND     ________ Dose #2 date

OR

A report of positive immune titers for each disease (measles, mumps, rubella).

Date of positive titers for:
measles _________
mumps _________
rubella _________

Meningitis:  College students, especially freshmen living in residence halls, are at a slightly increased risk for contracting
meningococcal disease. The bacterial form of this disease can lead to serious complications such as swelling of the brain,
coma, and even death within a short period of time. A vaccine is currently available that will decrease, but not completely
eliminate a person’s risk of acquiring meningococcal meningitis. This element of uncertainty remains because there are
five different serotypes and the current vaccine does not offer any protection from serotype B. The vaccine, Menomune,
probably protects for 3-5 years, and is extremely safe to use. In 1997, the American College Health Association recom-
mended that students consider vaccination to reduce their risk of contracting meningitis. While the meningitis vaccine is
not required for enrollment, the WWC Student Health Center, in accordance with the ACHA, recommends the meningitis
vaccine for all freshmen planning to live in the residence halls.
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