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COMPREHENSIVE STUDENT HEALTH REPORT – PART I – GENERAL INFORMATION 
SOU STUDENT HEALTH AND WELLNESS CENTER 

1250 Siskiyou Blvd., Ashland, OR 97520            Phone: 541-552-6136      Fax: 541-552-6693 
 
 
Name (Last)       (First)     (M.I.)   

Address (Street)       (City)   (State)  (Zip)   

Home Phone          Cell Phone         E-mail       

Marital Status         No. of Children       Social Security/Student ID #      

Place of birth (City)  (State)  (Country)       Female   Male     Date of birth      

 
Parent/Guardian Consent (Required only if student will be under 18 years old at time of enrollment.) 

I hereby give my permission to the physician selected by SOU Student Health and Wellness Center to hospitalize,  
secure proper treatment for, and order injections, anesthesia or surgery for my daughter/son with the understanding  
that every effort will be made to contact me in case of medical emergency. 

 
Parent/guardian signature          Date      

Print name of parent/guardian        Phone      

Address                 
  Street     City    State   Zip 
 
Emergency Contacts 

Primary            Relationship     

Address                 

Home Phone         Cell Phone          E-mail       

Secondary            Relationship     

Address                 

Home Phone         Cell Phone          E-mail       

 
Allergies                If yes, please list 
Are you allergic to penicillin, sulfa, aspirin, local anesthetic or  ___NO   YES____           
     other prescription medications?      
Are you allergic to over-the-counter drugs, latex, tape, iodine   ___NO   YES____           
     or anything else?       
 
Medications               If yes, please list type 
Are you taking prescription medications (including birth control)? ___NO   YES____           
Do you regularly take over-the-counter medications?   ___NO   YES____           
Do you regularly take herbs/vitamins?    ___NO   YES____           
 
Immunization Dates 
Last Tetanus   _____________    Tuberculin Test            Pos        Neg  
Varicella (Chicken Pox)   _____________    Meningococcal      
Hepatitis A   #1__________ #2 ___________   Hepatitis B   #1__________ #2 __________ #3 __________ 
*MMR:         #1__________ #2 __________  Oregon law requires two doses if born after 1/1/57.  (For exemptions, see below.) 
 
*I attest that the above immunization information is true.                 
       Signature of student                Date 
 
I meet the following exemption(s) and thus do not need the measles immunization: 
  My measles (rubeola) titer is attached and indicates I am immune to measles. 
  A signed and dated physician or nurse practitioner statement is attached indicating I had measles (rubeola). 
  A signed and dated physician or nurse practitioner statement is attached verifying I have a medical reason for not receiving  

 the immunization (anaphylactic reactions to eggs, immunocompromised state, etc.). 
  My religious beliefs prohibit my use of the immunization. 
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COMPREHENSIVE STUDENT HEALTH REPORT – PART II – MEDICAL HISTORY 
SOU STUDENT HEALTH AND WELLNESS CENTER 

1250 Siskiyou Blvd., Ashland, OR 97520            Phone: 541-552-6136      Fax: 541-552-6693 
 

 
Name                 
           (Please print) Last    First   M.I.  Social Security/Student ID # 
 
Have you ever had any of the following:                                               If yes, please give details including age, treatment provider  

and diagnosis if known. 
Adverse reaction to any medication  ___NO   YES____          
Environmental allergies   ___NO   YES____         
Eye, ear, nose or throat problems  ___NO   YES____         
Asthma or other lung problems  ___NO   YES____         
Heart murmur, palpitations, or arrythmia ___NO   YES____         
High blood pressure   ___NO   YES____         
Stroke     ___NO   YES____         
Stomach/Intestine disorder/ulcer  ___NO   YES____         
Hepatitis or liver problems   ___NO   YES____         
Kidney or liver problems   ___NO   YES____         
Cancer     ___NO   YES____         
Severe acne or other skin problems  ___NO   YES____         
Headaches     ___NO   YES____         
Head trauma or concussion  ___NO   YES____         
Seizures or other neurological conditions ___NO   YES____         
Diabetes     ___NO   YES____         
Thyroid problems   ___NO   YES____         
Mononucleosis    ___NO   YES____         
Muscle or joint disease   ___NO   YES____         
Bone or joint injury or fracture  ___NO   YES____         
Weight issues    ___NO   YES____         
Allergic reaction to insect bite/sting  ___NO   YES____         
Muscle/Joint disease   ___NO   YES____         
Sexually transmitted infection  ___NO   YES____         
Tuberculosis    ___NO   YES____         
Testicular or prostate problems  ___NO   YES____         
Menstrual disorder    ___NO   YES____         
Uterus, ovarian or tube problems  ___NO   YES____         
Sexual difficulties   ___NO   YES____         
History of abuse or domestic violence ___NO   YES____         
Vision, hearing or other physical disability ___NO   YES____         
Attention deficit disorder   ___NO   YES____         
Learning disability   ___NO   YES____         
Any disorder not listed above             
 
Have you ever had surgery or hospitalization?___NO   YES____         
 

 
Family History (blood relatives only)    Please specify family member  
 
I am adopted or my family medical  ___NO   YES____  
      history is unknown. 
Heart disease    ___NO   YES____         
High blood pressure   ___NO   YES____         
Diabetes     ___NO   YES____         
Cancer     ___NO   YES____         
Alcohol abuse/alcoholism   ___NO   YES____         
Drug abuse/addiction   ___NO   YES____         
Depression    ___NO   YES____         
Bipolar     ___NO   YES____         
Suicide     ___NO   YES____         
Other     ___NO   YES____         
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COMPREHENSIVE STUDENT HEALTH REPORT 
PART III – CONFIDENTIAL MENTAL HEALTH HISTORY 

 
SOU STUDENT HEALTH AND WELLNESS CENTER 

1250 Siskiyou Blvd., Ashland, OR 97520            Phone: 541-552-6136      Fax: 541-552-6693 
 

 
Name                 
           (Please print) Last    First   M.I.  Social Security/Student ID # 
 
This page must be completed by the student. 

 
All information disclosed on this form will be kept confidential and will be shared with appropriate university personnel on a need-to-
know basis only.   
 
Do you:   
 Smoke or chew tobacco?  Amount: ________          Years:  _______ 
 Have a special diet?  Explain:             
 Drink alcoholic beverages?  Type:     # drinks per week:   
 Have you consumed ≥5 alcoholic drinks in one setting in the last six months?  ____ No     ____ Yes 
 Regularly use drugs (illicit, stimulant, diet pills, steroids, etc.)?  Explain:        
 Use caffeine?  How much?    
 
Have you ever experienced any of the following: If yes, please provide details including age, 

treatment provider and diagnosis if known.   
  Depression     ___NO   YES____        
 Anxiety     ___NO   YES____        
 Anorexia, bulimia or other eating disorder ___NO   YES____        
 Bipolar disorder    ___NO   YES____        
 Obsessive compulsive disorder (OCD)  ___NO   YES____        
 Anger management issue   ___NO   YES____        
 Post traumatic stress disorder (PTSD)  ___NO   YES____        
 ADD/ADHD (Attention deficit)  ___NO   YES____        
 Suicide attempt    ___NO   YES____        
 Serious suicidal thoughts   ___NO   YES____        
 Cutting or self mutilation   ___NO   YES____        
 Domestic violence    ___NO   YES____        
 Sexual abuse     ___NO   YES____        
 Sleep disorder    ___NO   YES____        
 Panic disorder    ___NO   YES____        
 Learning disability    ___NO   YES____        
 Anti-social or conduct disorder   ___NO   YES____        
 Alcohol or substance abuse or dependence ___NO   YES____        
 
Are you now or have you ever taken medication  ___NO   YES____        
       for any of the above?  (specify medications and dates)          
         
Are you now or have you ever been in counseling ___NO   YES____        
      for any of the above? 
Have you ever been admitted to a hospital for a ___NO   YES____        
      suicide attempt? 
Have you ever been hospitalized for a  ___NO   YES____        
      psychiatric disorder? 
Have you been treated for alcohol and/or drug  ___NO   YES____        
      addiction? 
Do you intend to begin or continue counseling ___NO   YES____        
      during college? 
Is there anything else you think would be   ___NO   YES____        
      helpful to us in meeting your needs? 
 
Please return your completed report forms to the Student Health and Wellness Center at the above address. 


