STEVENS

Institute of Technology

1 Castle Point on Hudson
Hoboken, NJ 07030

EDUCATIONAL OPPORTUNITY FUND
MATHEMATICS IMMERSION PROGRAM
MEDICAL INFORMATION AND TREATMENT AUTHORIZATION FORM

This information is required to enable the Health Services Office at Stevens Institute of Technology to
provide you with medical care during your participation in the Mathematics Immersion Program (MIP). All
information in your medical record is confidential and will not be released without your written permission.

Please type or print clearly, and answer all questions.
Part A: Identification Information

Name: Sex: M F
Last First M.1.

Social Security #: Age: Date of Birth

Home Address:

No. Street Apt #/Suite#/ Floor

Phone #: ( )
City State Zip AIC

Authorization for Medical Treatment

This authorization is provided in connection to my participation in the MIP summer
program. | certify that | have provided Stevens with all the information relating to any
health condition, which would require a special accommodation, medication or medical
treatment. | hereby authorize Stevens personnel to furnish or arrange to furnish such
minor medical care | may require. | also authorize emergency treatment in the event of
serious illness or injury.

| agree to hold Stevens, its trustees, officers, employees, and agents harmless from any
claims, liabilities or costs associated with providing medical care or treatment. | further
agree that neither Stevens nor its trustees, officers, employees or agents shall be
legally liable for any injuries, damages or other costs incurred by me as a result of
Stevens providing, securing or administering medical treatment or care to me.

| certify that | have read the above carefully.

Signature: Date:

Please complete Part B of this form on the reverse side, and also attach copies of
your medical and immunization records (this may be forwarded by your college’s
Health Services Office).



Part B: Report of Medical History

NAME, RELATIONSHI ANDADDRESS OF NEXT OF KIN

FAMILY HISTORY
Ago al Cauge of
Age  Susts of Health Occupation Douth Dcath
Futher
Molhu.r
Brother
Siaer

PERSONAL HISTORY FLEASE ANSWHR ALL QUESTIONS

HAVE YOU HAD? Yes No Yo Mo
#carkes Fover QQ Insomnis Qoo
Meaxies Q0 Frequemt Anxiety m D
Gorman Measles D U ‘Temor, Cancer, Cyis D D
Mumps Qa Worry/Nervousaess & (O
Chitken Pox a0 Recuirent Colds W |
Malarin oaga Wesknens, Parslyxis O a
Hay Fever Asthii Qo Ear, Nose, Throst
Venoral Dispare (i Troyble Q
Head Injury with aa Slomach or
Unconicloyineis CI CI Intestinal Trouble I:I D
“Trick” Knee, Shooider ano Recanl Gain or Lo
we. uf Weight o
SURGERY ALLERGY
Appoendeciomy 0 Q Penicillin aa
Tonsillecromy O O suironsmides ano
Hemia Repair QQ Foodt (which} Q a
Cehor g Q derum QQ
: Ciher aa

A.  Hus your ghysical activily beon restricted  during the past flve

yeara? (Qive rensons and durstions)
B. Hsve you hed difficulty with schoo! siedics, or tcachers

(Give detaili)
C. Huve you received treatment or counsaling for » neyvoul

condition, personallty of charasier dizorder, or emotional
probvlems? (Give dewlls)

D. Have you had any Iliness or injury or been hospiulized sther
than siready noled? (Qlve details)

E. Have you consulisd or been eated by clinics, physicians,
heateri, ar other practitiontes within the pan Tive yoars?

(Give delsils) .
F. Have you botn rejected for or discharged from military service

bocause of phyiical, smouonal, or eher reason.? (Give dciails)
G, Do you regularly wks medicsion? If so, lin
(Include tranquilizers)

HOME TELEFHONE NUMBER

Have any of your relatived over bad any of the following?

Yor
Tubarculosis a 3
Diabales ] ]
Kidney Digaase Q Q
Heart Disoase 0 a
Sudden Death Q Q
Arthrilis Q Q
Stomach Discnsc U a
Aunthma, Hay Fever CI Q
Bpilopsy, Coavulzion a ]

Write comment en all pazitive answers on the back side of this shest

Yea No Yeoi No
Chronie Cough O Q  asiwiedde TrowbisiGatinenss D 0
Pain/ Pressure in Chent (1 O Rocurrent Diarrhea Qo
Palpitations{Hear) QoQ Rupnure, Hernia oo
Frequent Urinalicn QQ Recurrens Hoadachod QQ
Dizzinedt, Fanlng [ Sinusitix aaQ
Eye Troublc 0 a Tuberculosis aa
Sherincsr of Broath o Q Back Problems aa
Epilepsy, Convulsion o High/Low Giood Pressure oo
Frequent Depression adQa Jaundics oo
Gum or Tooth Trouble 1 Discase or Injury of jolas
Albumin/Sugsr in o, Qo
Urine a o Rheumatic Fover or Hearnt
N Muyrmur a0
FEMALES ONLY
Exceasive Flow a0 .
Severo Cramps O a
cregular Period o a
e _ P
Yes No | IMMNIZATION TESTS MPORTANT MANDATORY
RECORDS
Qo
COMPLETED
Qo Yos No  Daio of las immunizaiion
Tetanus-Diptheria Toxoid
Booster withln last 10 ¥ra a a
Q0 | smuipex & Q
Polio Type: o Q
W] Diptheria a0
Messics Q O
Rubella aQa
an Mumps D D
Tubsreuiin Skin Test
D0 | within tawt 1 ¥r. Dates Pushive, Negative:
H positive, Chest X-Ray Required - Date
QL)  |Chemoprophylaxis Repon,
Dato Indvisted- -
Dale:,

K. Do you have any questions in regard lo your heslih, family history,
or other matiers, such oy premuriinl counseling which you would like

Lo disouss now with & member of the suff of the Health Services?

Date:

Student Signature:



