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PERSONAL/ FAMILY HEALTH HISTORY AND MENINGITIS RESPONSE FORM 
For the student: Please complete the following form. It does not need to be signed by your primary care physician. 

, , / / 
Last Name First Name Middle Name  Birthdate 

Home Address (Street & No.) City/Town State Zip Gender 

�6�W�X�G�H�Q�W�¶�V preferred name/nickname:  Students Phone #:      Email: 

Emergency Contact Full Name:    Relationship: Contact Phone #: 

Do you take any medications daily:  Yes or No 
If yes, list below: medication name, dosage, and for what condition this is taken (ex: Claritin, 10 mg daily for seasonal allergies) If you need 
additional room, please list on a separate sheet and attach with form. 

Have you ever had any of the following:  Yes or No 

Asthma                   Diabetes                     Epilepsy                Hospitalization 

Have you ever been diagnosed with COVID-19�"���,�I���\�H�V���S�O�H�D�V�H���O�L�V�W���D�S�S�U�R�[�L�P�D�W�H���G�D�W�H�� 

 If �³�<�H�V�´ to any of the above, please specify:   

Do you have any �P�H�G�L�F�D�W�L�R�Q��or �I�R�R�G��allergies�����R�U���V�S�H�F�L�D�O���G�L�H�W�D�U�\���Q�H�H�G�V���U�H�V�W�U�L�F�W�L�R�Q�V�"���,�I allergies please specify���U�H�D�F�W�L�R�Q��

If  so, yes to the above do we have your permission to share these needs/restrictions with dining services to ensure that options are available to fit your needs? 

Yes No 

 

Phone Number: ________________________________________ 

Do you have any additional physicians/health care providers, such as specialists, that you see on a regular basis? If so, please provide 
their name(s) in the space provided: 
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________ 

"I give consent for the medical staff of St. Bonaventure Health Services to contact my primary care physician and/or other 
medical providers listed above, for the purpose of exchanging medical information that may be required for providing me 
with the best possible healthcare while I am a student or employee at St. Bonaventure University. I understand that this 
consent may be revoked at any time by writing to the Director of the Center for Student Well�E�H�L�Q�J"

Student Signature: Date: 










