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Henry Wise Wellness Center 

14000 Jerichi Park ld., Biwie, MD 20715"9465 
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Mail ti the abive address ir fax ti (301)860"4179; Call (301)860"4170 fir questiins 
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Name (Last) ________________________ (First) ________________________________ (Middle) _________________ 

Yiur 1st BSU enrillment (Semester, Year) ___________________ Last 4 digits if SSN ______________ Date if Birth ___________ 

Student ID # _________________ Email________________________________________ 

Student Status:   □ U.S. Citizen                              □Permanent lesident                            □Internatiinal  

Permanent Address __________________________________________________________________________________   
Hime Phine___________________   Cell Phine______________________ 

Emergency Cintact _____________________________________________ Telephine Number __________________ 
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����40� Date: _______________    	�$       ����45� Date: _________________ 
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�������������.�Date: _________________  lesults: ___________________     
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�����&����. Date: _________________  (If yiu di nit plan ti receive the vaccine, please read and sign the waiver in 

page 2.  ����
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	!-.  Date #1_______________   Date #2_______________ Date #3______________   Date #4______________ 

 

�� 	�������.��Date #1_______________   Date #2_______________ Date #3______________ 
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8	
���!!	 (Chicken Pix)  Date #1_______________   Date #2_______________ 

���histiry if disease  Date: ___________________   �
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a.) T.B Skin Test within 12 minths:  Date Given: _______________  Date lead: _______________ 

lesults: ��$%
	�����___________ mm. (if ni induratiin, write “0”)   □Pisitive □Negative 
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Date if chest x"ray: _______________     lesults:  □Nirmal   □Abnirmal 
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�� A cipy if yiur high schiil immunizatiin recird (in English). 

�� Immunizatiin recirds frim yiur care privider’s iffice (in English). 
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Fir Staff Only    Date leceived  _____________ 

UID#_____________________ Semester/Year if Enrillment ___________ 

Chart ______________   EMH Hild _______________ 

Initial, Date________________ 

                          □MMl  □MEN  □WAIVEl 

 □Cimplete  □Incimplete  □Cintacted, Date___________ 
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A Meningiciccal  Vaccine is available fir pritectiin against mist strains if the bacteria that causes meningitis. Meningitis is 

inflammatiin if the civering if the brain and spinal cird that is fatal in 10 – 15 % if the cases. Althiugh the disease is rare, cillege 

students living in dirmitiries and individuals with weak immune systems can be mire susceptible ti the disease. The immunizatiin 

requires ine injectiin in the arm and is 85 – 90 % pritective against strains A, C, Y, and W"135, but nit type B. Mist meningiciccal 

diseases in the U.S. are caused by type B ir C. 

I understand that under Maryland law, student enrilled in a Maryland institutiin if higher educatiin and whi reside in in"campus 

student hiusing are required ti be vaccinated against meningiciccal meningitis disease, ir may seek exemptiin frim this law.  I have 

read the meningitis material where the risks are detailed.  In additiin, I ackniwledge the detrimental health effects if the disease.  

Lastly, I have read and understand the availability and effectiveness if the vaccine, which is available pissibly frim Prince Geirge 

Ciunty Health Department ir frim my persinal physician. 

 

_____I have read abiut the Meningiciccal Disease.  I have read and understand the benefits if the vaccine fir Meningiciccal 

Meningitis. I $����� ���) ti receive the vaccine and I viluntarily agree ti release, discharge, indemnify and hild harmless the 

State if Maryland, the University, its ifficers, empliyees and agents frim any and all cists, liabilities, expenses, claims, 

demands, ir causes if actiin in acciunt if liss ir persinal injury that might result frim my nin"cimpliance with the law. 

Signature _________________________ ______________________________ __________________ 

(Parent ir guardian must sign fir student whi is yiunger than 18.) Print Name   Date 
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□ □ Drug allergy (Specify)  □ □ Other allergy (Specify) 

□ □ Hispitalizatiin within 6 minths □ □ Disability which requires assistance 

□ □ Nervius ir emitiinal priblems □ □ Travel abriad within last 6 minths 

□ □ Smike cigarettes ir chew tibacci □ □ Use street drugs 

□ □ Drink alcihil   □ □ Asthma 

□ □ High bliid pressure  □ □ Diabetes 

□ □ Seizure disirder   □ □ Sickle cell disease ir trait 

□ □ Malaria    □ □ Cancer/ Leukemia 

□ □ Bleeding disirder   □ □ Sexually transmitted infectiins (Specify)�
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__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
Please list All current medicatiins, including vitamins,  Please list any illness, injury, disability, ir surgery nit mentiined  

birth cintril pills, nutritiinal supplements.   abive, include tinsillectimy, appendectimy , and psychiatric treatment 

_______________________________________ ir ciunseling.______________________________________________ 

_______________________________________ ________________________________________________ 
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Student Signature__________________________ Print Name______________________  Date____________ 

*	
���	!�*�
����+"�
���%$�����%�$�
�	&��0>�����)��"�
���$	���"�	$�������������
-�
I give my permissiin fir such diagnisis and therapeutic pricedures as may be deemed necessary fir my sin/daughter and agree ti 

present infirmatiin cincerning his/her medical cinditiin ti ither respinsible ifficials when deemed necessary. 

Parent / Guardian Signature_______________________     lelatiinship_______________   Date___________ 

Print Name__________________________________ 
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