
Medical Health History Form

Personal Information
Name										            FPU ID#				  

Mailing address														            

Cell phone 					       Email address								      

Birth date		    Gender 	

I am a/an (check all that apply): c On-campus resident   c Commuter   c International student   c US citizen but live outside the country

Your physician’s name							         Phone number 					   

Physician’s address													           

Personal History
Have you ever been diagnosed with or had problems with the following: 

FIRST 			   MIDDLE			   LAST

STREET					     CITY			   STATE	 ZIP		  COUNTRY

STREET					     CITY			   STATE	 ZIP

Other disorders or illnesses (please list) 											         

																              

Allergies (medications, foods, environmental, etc.) 										        

																              

Current/on-going medical problems 											         

																              

Current medications (dosage/amount used) 											        

																              

Previous hospitalizations or surgeries 											         

																              

Do you have a history of any chemical dependency (including alcohol), eating disorder (including anorexia or bulimia), depression 
or any mental health problem? Please explain 										        

																              

Please submit these forms and all medical records and/or immunizations to the confidential email below. Please contact the Health Center for 
any questions or concerns related to past or current medical issues. Email: health.center@fresno.edu. Phone: 559-453-2197

677623513 | CL | Medical History 2021: Health Form | Digital Form PROOF 6

Revised 5/2021

Condition Yes No Condition Yes No Condition Yes No

ADD/ADHD Eye/Vision Difficulties Orthopedic/Physical Disability

Allergies Heart Disease Psychotherapy

Anemia High Blood Pressure PTSD

Asthma HIV/AIDS Relationship Difficulties

Bipolar Disorder Kidney Disease Smoke Tobacco

Cancer Learning Disability Stomach Problems

Celiacey Disease



For students who will be under the age of 18 upon the start of classes: 



Tuberculosis (TB) Screening Questionnaire
Please answer the following questions: 

Have you ever had a positive TB skin test?							       c Yes   


Meningitis Advisory and Information 
Meningococcal meningitis is a bacterial infection that can cause severe swelling in the membranes surrounding the brain and spinal cord.

SIGNS AND SYMPTOMS
Early symptoms of the meningitis infection may include a sudden onset of fever, headache, stiff neck, nausea, vomiting, increased sensitivity

HOW IS IT TRANSMITTED?
Meningitis is spread by direct contact with infected individuals. To reduce the risk of contracting meningitis, avoid sharing beverages or 

WHO IS AT RISK?
College-age students primarily living on campus have signi�cantly higher risk of contracting meningococcal meningitis. The Centers 

IS THERE A VACCINE AGAINST MENINGOCOCCAL DISEASE?
Yes. There is an effective meningococcal conjugate vaccine that can provide long-term protection against four out of �ve strains of the 

IS THE MENINGOCOCCAL VACCINATION R EQUIRED BY F R ESNO PACIFIC UNIVERSITY?
No, FPU does not require students to have the meningococcal vaccination, however, it is highly recommended.

PLEASE CHECK ONE BEL OW:
�F��  I have received a meningococcal vaccination. *Date: 	 	 	

�F��  I have decided to accept the meningitis vaccine from my family physician or local clinic. *

�F��  I have decided to accept the meningitis vaccine from the County of Fresno: Department of Public Health (Phone: 559-455-3550). *

�F���  I am aware of the above risks and I have decided not to get a meningitis vaccination. I take full responsibility in the event of any possible 

								      					 	 		

								      					 	 		

(Required if student is under 18 years of age.)

DATEPRINTE D STU D E NT NAME
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