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The State of Hawaii Department of Health requires that all students meet immunization and tuberculosis examination
requirements before attending any post-secondary school in Hawaii. Certain exemptions apply. (Please see page 5
for more details).

Chaminade University of Honolulu requires student health information for use in emergency or epidemic situations.
***Access to this information will be provided to the Chaminade University Counseling Center and the Residential Life
office.***

While Chaminade University does not provide on-campus health services, there are nearby medical practitioners and
clinics who provide basic services, immunizations, and lab testing for a fee.

THE FOLLOWING REQUIREMENTS MUST BE MET AND SUBMITTED BY ALL DAY
UNDERGRADUATE STUDENTS:

Student Information

Emergency Contact Information

Self-Reported Medical History

Student Verification Signature

Immunization & Tuberculosis Examination Form

Health Insurance Verification (Please see page 3 for more information)

Please send all documents to:

Chaminade University of Honolulu
ATTN: Student Support Services
3140 Waialae Ave.
Honolulu, HI 96816

Documents may also be faxed to (808) 735-4752.

Please complete this form and submit before your first semester at Chaminade and no later than the first day of
instruction. FAILURE TO PROVIDE ALL REQUIREMENTS WILL RESULT IN THE FOLLOWING:

* Inability to reside in Chaminade housing.

* Inability to pre-register for courses.

* Inability to participate in Intercollegiate Athletics.

* Inability to receive your Chaminade ID.

Questions or Concerns?
Please contact Student Support Services at (808) 735-4724,
Monday-Friday, between the hours of 8am-4:30pm HST.



CHAMINADE UNIVERSITY OF HONOLULU / For Office Use Only \
Student Support Services
Day Undergraduate Student Health Form Date Received:

Status: Clear Not Clear

Student Information \ TB MMR HIC Other

Last Name: First Name:
Date of Birth: / / (Month/Day/Year) Sex: Male Female
Address:
Address City/State/Zip
Country of Origin: Phone Number: ( )
Primary Email: Chaminade ID no.
Entering Term (Please Check One) & Year: Fall Spring 20
: Are you participating in Summer Bridge prior to Fall enroliment? Yes No
§Student Status: First Year Transfer Marianist Exchange Program .

Emergency Contact Information

Name: Relationship:

Address:

City/Street/Zip:

Daytime Phone Number: Evening: Mobile:



CHAMINADE UNIVERSITY OF HONOLULU
Student Support Services
Day Undergraduate Student Health Form

Chaminade students who are living in the residence halls, participating in intercollegiate athletics, or
who are International Students must provide proof of health insurance every semester that they are enrolled at
Chaminade. It is the student's responsibility to ensure that his/her current health insurance will be accepted in the State
of Hawaii. All students, regardless of coverage, are responsible for any and all emergency medical fees incurred as a
result of accident or illness. Chaminade University reserves the right to determine need and call emergency medical

support on your behalf without assuming obligation for expenses resulting from such support.

A. Please check all that apply and continue to section “B” (If NONE, please continue to page 4) :

Living in Chaminade Residence Hall Intercollegiate Athlete International Student

B. In addition to filling out the information below, ATTACH A COPY OF YOUR CURRENT HEALTH
INSURANCE CARD TO THIS HEALTH FORM.

Name of Insurance Provider:

Policy Number/Member ID:

Group Number (if applicable):

Name of Primary Policy Holder/Subscriber:

Policy Holder/Subscriber Contact Phone Number:

Policy Holder/Subscriber Address:

Student’s relationship to primary policy holder/subscriber:

Self Child/Dependent Spouse

Chaminade University and HMSA (Hawaii Medical Service Association) are pleased to offer
a student plan to all full-time undergraduate students who are enrolled with a minimum of
12-credits per academic semester. You have the choice of enrolling by semester or for the
entire academic year. If you would like to purchase the Chaminade University Student
Health Plan, contact Student Support Services for an application or go online at
www.hmsa.com/portal/student.
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[ Pl [l Self-Reported Medical History . Pl [l

Please answer ALL questions to the best of your knowledge. Please state N/A if not applicable.
All information submitted will be held in confidentiality.

A. Please check any of the following Health Conditions that you have had or now have:

____Arthritis/Rheumatism ____Tuberculosis (TB) ___ Malaria ____ Diabetes
__High Blood Pressure __ Fainting Spells __ Asthma __ Measles
____ Clinical Depression ____Hypoglycemia ____ Chicken Pox ___ Mumps
____Heart Trouble ____Epilepsy Other (Please Specify):

Allergies (Please Identify):

Other significant medical conditions which require regular visits to a physician:

B. Prescription Medication

1. Are you currently taking any prescribed medication on a regular, ongoing basis? Yes
If YES, please identify medications below:

2. Have you made arrangements for refills of medication while at Chaminade? Yes
If NO, please explain how you are going to obtain refills below:

No

No

C. Conditions which may impact mobility, require special care or assistance, or which may limit participation or
require accommodating at University events, field trips, etc. Please note that if you require ADA accommoda-

tions, please contact the Chaminade Counseling Center at (808) 735-4845.

Pl ] Student Verification of Information Pl ]

| certify that, to the best of my knowledge, the answers to all questions are correct and that | have read the policy and
instructions of Chaminade University and the Hawaii State Department of Health. Any evidence in the future that this

form has been falsified or incomplete may be grounds for immediate suspension from Chaminade University.
Chaminade reserves the right to reject or overturn acceptance for admission to the University if information on this

form

would indicate a need for such action. | understand that failure to complete this form in full and to return it to Student

Support Services prior to the compliance deadline may result in the University preventing me from completing my

registration for classes, assuming occupancy in the residence halls and/or participating in university-related events and
athletics. | understand that | am also responsible for having an authorized health professional sign the immunization

portions of this health form.

Student Signature Date

1| hereby authorize admission to the hospital in case of emergency and agree that the attending physician may, in
I case of extreme emergency, operate and/or administer the necessary anesthesia if the undersigned cannot be
; contacted.

: Signature of Parent or Legal Guardian Date



**PLEASE READ THIS PORTION CAREFULLY***

I

I

I 1. A medical professional (U.S. Licensed, MD, DO, APRN, or PA) must complete and sign or stamp the

I contents of this page.

| 2. OR You may attach a copy of your records of your examinations and immunizations, signed or

| stamped by an MD, DO, APRN, or PA. This record must include complete dates (month/day/year).

| ***Laboratory evidence of immunity may be substituted for a record of immunizations. A laboratory report signed
Lby an MD, DO, APRN, or PA certifying immunity is required.

— *Marianist Exchange program students do not need to provide a copy of
their tuberculosis clearance.

e A certificate of Tuberculosis (TB) examination is required before post-secondary education in any course longer than 6
months. This requirement may not be deferred or postponed.
¢ The test must have been given within 12 months prior to first attending post-secondary education in Hawaii.

¢ Certificate of TB examination may be issued by the Hawaii Department of Health or a U.S. licensed MD, DO, APRN, or PA.
¢ If transverse diameter of induration (raised skin reaction) is 10mm or greater, a chest x-ray is also required. Students with
previous positive PPD, may have a chest x-ray without a repeat skin test.

Date: Date:

Print Name of Authorized Medical Professional completing this form. Please Circle One: MD DO  APRN PA

Signature/Stamp of Medical Professional completing this form. Contact Information: Address/City/State/Zip/Phone

¢ You must provide documentation of any of the following:

1) Two doses of measles-containing vaccine, with at least one of the two being Measles-Mumps-Rubella (MMR)
vaccine. The first dose must have been given on or after 12 months of age and the second must have been given at
least four weeks after the first dose.

2) OR Record of positive Measles Titer, Mumps Titer, and Rubella Titer. A laboratory report, signed by an MD, DO,
APRN, or PA certifying that the student is immune to the specified diseases is required.

e Students born prior to 1957 are exempt from the measles, mumps, and rubella requirement.

Date: Date: Date:

Date: Date: Date:

Print Name of Authorized Medical Professional completing this form  Please Circle One: MD DO APRN PA

Signature/Stamp of Medical Professional completing this form. Contact Information: Address/City/State/Zip/Phone

MMR TITER:
If you are unable to provide dates for your MMR vaccine you will need to order an MMR titer (blood test). Please submit a
copy of the laboratory report, signed/stamped by an MD, DO, APRN, or PA with a note certifying immunity to measles,
mumps, and rubella. If your results are NOT positive (i.e. you are not immune) you will need to get two doses of the 5
MMR vaccine.





