
Admission Health Forms Due: August 1 (Spring Registration, January 3) 

DON’T WAIT: SUBMIT YOUR HEALTH FORMS AND COMPLETE YOUR ONLINE 
HEALTH INSURANCE WAIVER! 

A critical next step in becoming a student at Western New England University is making sure you have 
submitted all necessary health forms and completed your health insurance waiver or enrollment online. 

(Important: without the waiver, the charge will remain on your bill) 

Who Needs to Complete the Health Forms: 
All full-time, incoming students are required to submit health forms. Physical must be current which means 
within 1 year for students and 6 months for varsity student-athletes from the first day of the start of classes. 

Suggestions for Health Form Completion: 
Physicals can be performed by appointment at WNE Health Services (even throughout the summer), by your 
home provider, or urgent care center. Immunization records can be obtained from school, or your provider 
and additional vaccines may be received from Health Services, your provider, or a pharmacy. 

Where to Find the Forms: 
The required health forms are included here and online on the Center for Health and Wellness website. The 
health form outlines the requirements. 

Risks of Missed Deadlines: 
Without the completed health forms, students including early arrivals will not be allowed to move onto campus. 
Class schedules may also be restricted. 

Student-Athletes MUST also Complete Athletic Forms: 
1. Physicals will not be accepted if they are performed more than 6 months prior to the start of classes (NCAA).

2. Must submit the complete athletic clearance form, signed by your primary care provider with the health form.

3. Must submit sickle cell test results.

Transfer students: We will accept a copy of the physical you provided to your previous school.

Questions or Assistance: 
413-782-1211

Send your Completed Health Forms to 
Healthservices@wne.edu



Admission Health Form 
Must be completed, submitted, and accepted by Health Services 

1. This form is for all Western New England full-time students.
2. The physical examination date can be no earlier than 1 year prior to the first day of classes and for athletes no earlier than 6

months prior (NCAA)

For fall registration return to Health Services prior to August 1, for spring registration return prior to January 3, 
or for alternate registration times return within 10 days of notification. 

STUDENTS: Please complete this page. Are You: Undergraduate Graduate    Pharmacy  OTD  Law 

I Identify My Gender As  M F other 
Last Name First Middle 

Date Of Birth (MM-DD-YY) Cell Phone Home Phone 

Home Address City State Zip 

Emergency Contact Name Relationship 

Cell Phone Work Phone Home Phone 
Any Allergies? Prescriptions or over the counter medicines you are taking (include dose) 

PERSONAL HISTORY: Please check any that pertain to you. Explain positives in space provided below.

Anxiety 

Asthma 

ADD/ADHD 

Cancer 

Chest pain 

Concussion/Head injury 

Convulsive disorder 

Diabetes 

Ear trouble/Hearing loss 

Eating disorder 

Eye trouble/Visual loss 

Fractures (including stress) 

Genetic disorder 

Headaches (recurrent) 

Hernia 

High Blood Pressure 

High cholesterol 

Intestinal/Stomach trouble 

Joint injury (sprain/dislocation) 

Kidney disease 

Mononucleosis 

Seizures 

Sicklecelltrait 

Sinus problems 

Spleen (Surgical removal) 

Syncope/Fainting 

Thyroid disease 

Tobacco use (e-

cigarettes, chewing,)

SELECT ONE  q   New Student   q   Returning Athlete



Physical Examination/Immunizations 
Name Date of Birth: 

Height Weight BP Pulse Vision R 20/ L 20/ Corrected Yes/No 

Normal Abnormal Findings
Appearance (Marfan stigmata) 

Skin 

Eyes, Head, Ears, Nose, Throat 

Respiratory 

Cardiovascular 

Gastrointestinal/Hernia 

Genitourinary 

Musculoskeletal 

Metabolic/Endocrine 

Neurological, Psychiatric 

Functional mobility 

Is there any reason this student should not participate in sports or rigorous activities? 
Is thepatient now undertreatment for emotional or psychological conditions? 
Do you have any recommendations regarding the care of this student? 

Yes No 
Yes No 
Yes No 

Specify 
Specify 
Specify 

Western New England University requires all the following immunizations whether a resident or commuter unless otherwise stated. 
Tetanus-Diphtheria Acellular Pertussis 
(Tdap/Adacel within 10 yrs.) 

MMR Vaccine #1(on or after the first birthday) 

MMR Vaccine #2 (at least 1 month after the first) 

Hepatitis B Vaccine #1 
Hepatitis B Vaccine #2 (at least 30 days after the first) 
Hepatitis B   Vaccine #3  (5 months after the second dose) 

Varicella Vaccine #1(at or after 12 months of age) 
Varicella Vaccine #2 (given > 4 weeks after the first dose) 

Meningitis Vaccine MCV4 or MPSV4  
(Required for all students 21 years of age or younger and 
must be within 5 years of the start of classes) 

Meningitis B Vaccine #1(Bexsero) (recommended/not required)  
Meningitis B Vaccine #2 (> 1 month after the first dose)            

Month/Day/Yr.          / / 

Month/Day/Yr.          / / 
Month/Day/Yr.          / / 

Month/Day/Yr.          / / 
Month/Day/Yr.          / / 
Month/Day/Yr.          / / 

Month/Day/Yr.          / / 
Month/Day/Yr.          / / 

Month/Day/Yr.          / / 
Month/Day/Yr.          / / 

Month/Day/Yr.          / / 
Month/Day/Yr.          / / 

    COVID-19 Vaccines (strongly recommended- not required)        Month/Day/Yr.          /  / 
 Month/Day/Yr.          /  / 

       Month/Day/Yr.          /  / 

Month/Day/Yr.          /  / 
If proof of immunization for measles, mumps, rubella, Hepatitis B or Varicella is not available a blood titer immunity proven by laboratory confirmation will 
be accepted. Please attach the laboratory results to this form. 

Print or Stamp 
Provider's Name Address Phone 
Signature             MD/DO/NP Date of Examination 



Western New England University Health Services 
TUBERCULOSIS (TB) RISK QUESTIONNAIRE 

 

Name ______________________________Date of Birth ____________________Date________________ 

                                                                                                   
1.  Have you ever had close contact with persons known or suspected to have active TB disease?               ❑ YES       ❑  NO 
2.   Were you born in one of the countries or territories listed below that have a high incidence of active TB disease?  
      (If Yes, Please CIRCLE the country below)                ❑ YES       ❑  NO                   

                                                            COUNTRIES WITH HIGH RATES OF TUBERCULOSIS (TB)* 

 
Source: World Health Organization Global Health Observatory, Tuberculosis Incidence. Countries with average incidence rates of ≥ 20 cases per 100,000 population. 

                                                                                                     
3. Have you resided in or traveled to one of more of the countries or territories listed above for a period of one to three months or more? (If yes, 
CHECK the countries or territories, above)                    ❑ YES    ❑    NO   
4.  Have you been a resident, volunteer, and/or employee of high-risk congregate settings (e.g., correctional facilities, long term care facilities, and 
homeless shelters?                          ❑ YES    ❑    NO   
5. Have you been a volunteer or health care worker who served clients who are at increased risk for active  
  TB disease?                                          ❑ YES   ❑    NO   
6. Have you ever been a member of any of the following groups that may have an increased incidence of laten M. tuberculosis infection or active 
TB disease: medically underserved, low income, or abusing drugs or alcohol?                                        ❑ YES   ❑     NO   
  

If you answered NO to the above questions, your TB screening is complete. If you answered YES to any of the above questions, 
please complete one of the following: Mantoux tuberculin skin test (TST) or Interferon Gamma Release Assay (IGRA). 
 

Tuberculin Skin Test (TST):         

Date Given: ____/ ___/_____ Date Read: _____/ ____/_______      

Result: _____mm of induration ** Interpretation: positive _____negative____ 

Interferon Gamma Release Assay (IGRA)/QuantiFERON Gold 
Date Obtained: ____/ ___/_____ 

Result: positive _____negative____ indeterminate_______ 

 

 

Name of health care professional (print or type): __________________________________________  

Address: ___________________________________________________________ Phone: __________________________________ 

Signature: ____________________________________________________________ MD/DO/NP/PA 



CONSENT TO TREAT MINOR PATIENTS 

I, 
(please print) 

am the parent/guardian of 

, date of birth , 
(please print) 

who is currently a minor. 

I authorize Health and Wellness Services, Western New England University, toprovidemedical and/or mental health 
care to my dependent, including but not limited to, diagnostic examinations, medical treatment, and mental 
health counseling. 

I understand that if an injury/illness is determined to be life-threatening, that an ambulance will be called to take my 
dependent to a hospital and that the provider will make every effort to contact me. 

I further understand that once my dependent reaches the age of maturity, my consent for treatment is 
no longer required. 

Bymysignature,IacknowledgethatIhavereadandunderstandthisconsent,andthatanyquestions Ihavepriorto 
signing this can be answered by callingHealth and Wellness Services at (413) 782-1211. 

 Date: 
(parent/guardian signature) 

Massachusetts law requires the consent of a parent/guardian for medical care of persons under 18 years of age. 
If your dependent is a student at Western New England University, or attending a program at the 
University, the information below must be completed before treatment can be provided. 

PARENT/GUARDIAN EMERGENCY CONTACTS 

Name: Phone (day):  

(evening): 

Name: Phone (day):  

(evening):  



Athle&c Prepar&cipa&on Evalua&on 
This form MUST be completed by intercollegiate athletes and cannot be done prior to 6 months before 8/28/2023. 
This form must be reviewed and signed by your primary care provider.  Further documentaCon may be requested 

by health services, athleCc training, or the team physician. 

Send completed health forms to: Healthservices@wne.edu 

Name ______________________________Sex ______    Age ______   Date Birth_________Sport/Sports___________________________________ 

YES NO  
Have you had a medical illness or injury 
Do you have an ongoing or chronic illness? 
Have you ever been hospitalized overnight? 
Have you ever had surgery? 
Are you currently taking any prescripEon or over-the-
counter medicaEon or using an inhaler? 
Have you ever taken any supplements/vitamins to help 
you gain or lose weight or improve your performance? 
Do you have any allergies (for example, to pollen, 
medicine, food, or sEnging insects)? 
Have you ever passed out during or aLer exercise? * 
Have you ever been dizzy during or aLer exercise? *   
Have you ever had chest pain, pressure, or chest 
Eghtness during or aLer exercise? * 

  

Do you get Ered more quickly than your friends during 
exercise? * 

  

Have you ever had racing of your heart or skipped 
heartbeats? * 

  

Have you ever had high blood pressure or high 
cholesterol? * 

  

Have you ever been told you have a heart murmur? *   
Has any family member or relaEve died of heart 
problems or of sudden death before age 50? * 

  

Have you or your family ever been diagnosed with a 
geneEc heart problem or pacemaker? * 

  

Have you had a severe viral infecEon like myocardiEs or 
mononucleosis within the last month? * 

  

Has a health care provider ever denied or restricted 
your participation in sports for any heart problems? * 

  

Has a health care provider ever requested a test for 
your heart? (EKG/ECHO) * 

  

Do you have any current skin problems (ex: itching, 
rashes, acne, warts, fungus, or blisters)? 

  

Have you ever had a head injury or concussion?   
Have you ever been knocked out, become unconscious, 
or lost your memory? 

  

Do you have frequent, prolonged, or severe 
headaches? 

  

Have you ever had numbness or Engling in your arms, 
legs, or feet? 

  

Explain all “YES” answers here   

 YES NO 
Have you ever had a burner, sEnger, or pinched nerve?   
Have you ever had a seizure?                                    
Have you ever become ill from exercising in the heat?
  

  

Do you cough, wheeze or have trouble breathing?   
Do you have asthma?     
Are you missing a kidney, an eye, a tesEcle (males), 
your spleen, or any other organ?  

  

Do you or does someone in your family have sickle cell 
trait or disease? 

  

Do you use any special protecEve or correcEve 
equipment that for your sport or posiEon (ex: knee 
brace, special neck roll, foot orthoEcs, retainer or 
hearing aid)? 

  

Have you had any problems with your eyes or vision?   
Have you ever had a sprain, strain or swelling aLer an 
injury? 

  

Have you broken or fractured any bones or dislocated 
any joints? 

  

Have you had any other problems with pain or swelling in muscles, 
tendons, bones, or joints? (If yes check appropriate box and explain 
below) qHead qElbow qHip qNeck qForearm qThigh qBack 
qHand qWrist qKnee qChest qFinger qAnkle qFoot qShin or 
calf qUpper Arm qShoulder 
Do you want to weigh more or less than you do now?   
Do you regularly lose weight to meet weight 
requirements for your sport? 

  

Have you ever had an eaEng disorder?                 
Do you feel stressed or under a lot of pressure?     
Do you ever feel sad, hopeless, depressed, or anxious?   
Have you had COVID 19?                                         
Do you have groin or tesEcle pain or a painful bulge or 
hernia in the groin area? 

  

Menstrual Ques,ons Only   
When was your first menstrual period?    
When was your most recent menstrual period?    
How many periods have you had in the last year?     
 

  

I hereby state that, to the best of my knowledge, my answers to the quesEons are complete and correct.    
Signature of Athlete (parent/guardian if under 18) _________________________________Date: _________________ 

   ______________ The remainder of this form is to be completed and signed by the licensed health care provider: ________________ 

AIer reviewing this health history form with the paCent/athlete I have determined that they are  
Cleared    q                     Cleared with RecommendaCons (reason and comments on reverse)  q                              Not cleared    q 
*ECG and referral to cardiologist for any abnormal cardiac history or examinaCon findings or a combinaCon of both. 
Name of health care professional (print or type): ____________________________________________ Date of exam ______________ 
Address: ___________________________________________________________ Phone: _____________________________________ 

Signature: ____________________________________________________________ MD/DO/NP/PA 

SELECT ONE 
  New Student  
  Returning Athlete



Send Completed Health Forms: 
Healthservices@wne.edu 

Name: 

SICKLE CELL TRAIT FORM 

FOR STUDENTS PARTICIPATING IN AN OFFICIAL NCAA ATHLETIC PROGRAM 

• Sicklecell trait is not a disease. Sicklecell trait is an inherited conditionaffecting theoxygen-carrying substance, hemoglobin, in the red blood cells. 
You are born with sickle cell trait; it cannot be developed over time or contracted like a disease.

• Sickle cell trait is a common condition (> three million Americans).

• Although Sicklecell traitoccurs mostcommonly in African Americansandthose of Mediterranean, Middle Eastern, Indian, Caribbean, and
South and Central American ancestry, persons of all races and ethnicities may test positive for this condition.

• Those with sickle cell trait usually have no symptoms or any significant health problems. However, sometimes during very inte nse, sustained physical
activity, as canoccur withcollegiate sports, certain dangerous conditionscandevelop in thosewithsicklecell trait, leading to blood vessel andorgan
(kidneys, muscles, heart) damage that cancause collapse and death. Some of the settings in which this canoccur include timed runs, all out exertion
of any type for 2 to 3 continuous minutes without a rest period, intense drills, andother bursts of exercise after doing prolonged conditioning
training. Extreme heat anddehydrationincrease the risks.(NCAA: A Fact Sheet for Coaches, Sickle Cell Trait, http://\veb l.ncaa. orgAveb files/health
safety/SickleCellTraitforCoaches.pdf).

• Moreinformationandresources regarding sickle cell trait andthe NCAA’srecommendation forsicklecell trait testing can be found at the 
NCAA website resource pages regarding the sickle cell trait, accessible at: www.NCAA.org/health-safety.

Sickle Cell Trait Testing 
• The NCAArequiresall student-athletes haveknowledgeof theirsickle cell traitstatus. Student-athletes must submit documentation of prior test 

results; OR have a blood test to check for sickle cell trait. Cost of testing is the responsibility of the student. This must be completed once before
the athlete participates in any intercollegiate athletics event, including strength and conditioning sessions, practices, competitions, etc.

• Athletes who are positive for the trait will be allowed to participate in intercollegiate athletics; this does NOT prohibit you from playing.

One of the following options must be chosen. Include documentation: 
1. Copy of athlete’s newborn sickle cell testing result attached.    Date: 

Most states require testing at birth, check with your hospital or pediatrician.

OR 

2. Copy of recent sicklecell screening test result attached.
Cost of testing is the responsibility of the athlete.

Date: 


	WNE-Physical-Health-and-History
	Preparticipation form 5.9.23 FINAL



