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Grace University Student Health Office

Housing Requirements

New Student Checklist:  Enrollment will not be complete without this information.

•  The Grace University Student Health Office offers non-acute primary care, basic medical treatment and evaluation 
provided by a Registered Nurse.  It is a walk-in clinic.  Sports physicals (a requirement to play any sport at GU) may 
be obtained through the Health Office each fall semester. If necessary, immunizations and flu shots can also be 
obtained through the Health Office.

•  Services are available for all students of Grace University, spouses and children. Most services through the Health 
Office are free of charge. However, there is a charge for Strep throat and mono testing, antibiotics and immuniza-
tions. The student is responsible for these costs which can be charged to the student’s Grace Account.  Personal 
health insurance is highly recommended for services provided by hospitals or physicians.  A copy of the parent’s 
insurance card would be helpful if the student is still under their insurance.

•  All medical information is treated as confidential, and may only be released by written permission of the student.

•  Proof of Health Insurance is required for all students who are involved in athletics, or are not US citizens, while 
health insurance is not required for all other students it is strongly recommended that student have insurance cover-
age while in school.

•  All traditional undergraduate students entering Grace University are required to provide complete information re-
garding family and personal history with proof of required immunizations.

Grace University policy requires immunity against:
•  Measles, mumps, rubella (MMR) plus an appropriate booster administered after January 1980 (1st at 15 mo. of age 

or older, 2nd after 5 years of age).
•  Diphtheria / Tetanus (within last 10 years)
•  Mantoux TB testing (within last year)
•  Hepatitis B series (series of 3)

Grace University strongly recommends immunity against:
•  Meningitis (Please note the enclosed brochure with information regarding this vaccine.)

If a student has not had the following immunizations they may receive them after arriving on campus. The cost for 
immunizations vary. The following prices are estimates:

TB - $10 DT - $30
MMR - $48 Meningitis - $92
Hepatitis B - $40

Cindy Costello is the resident nurse at the Health Office of Grace University.  In addition to serving as the nurse for 
Grace University, Cindy is also the Academic Advisor for all Grace nursing students.  Cindy graduated from Grace 
University in 1991 with her BS.  She and her family then spent 10 years as missionaries in Costa Rica and Spain.  
She graduated from Creighton University in 2005 with her BSN.  Professional nursing experience includes Intensive 
Care and Generalized Medical-Surgical Home Health Care.

Cindy and husband, John, have 2 children.  Cindy totally enjoys helping Grace Students!





Confidential Health History
ALL MEDICAL INFORMATION IS TREATED AS CONFIDENTIAL, AND MAY ONLY BE RELEASED BY WRITTEN PERMISSION OF THE STUDENT.

Original Date:   _____/_____/_____                             Date Revised:   _____/_____/_____         _____/_____/_____         _____/_____/_____         

STUDENT INFORMATION

Name:     
.               Last,                                          First,                                  M.I.

M
F

Social Security #:
- -

Date of Birth: / / Age:            Country of Birth:
Height:          Weight:          Country of Citizenship: 

Student Status:   Freshman     Sophomore     Junior     Senior     Graduate     EXCEL

Marital Status:    Single     Engaged     Married     Separated     Divorced     Widowed

EMERGENCY CONTACT INFORMATION

Home Address: . Home Number: ( )                                                                                      
                            Street       
                       

    
City/ State/ Zip 

Emergency Contact:   Home Number: ( )   . 
Relationship: Work Number: ( )   .

Family Physician: Phone Number: ( )
Address: 

Street City/ State/ Zip

HEALTH INSURANCE
Please note: Proof of Health Insurance is required for all student athletes and international students, and is strongly recommended for all other students.

Are you presently covered by health insurance?  Yes     No    Coverage Effective : to
Is this an HMO?   Yes     No

Insurance Company: 
Address for Claims:

Street

City/ State/ Zip

Policy Number:
(must be provided for processing)

Group Number:

Name of Employer (if provider of insurance): 
Address: 

Home Number: ( )
Work Number: ( )

Name of Policy Holder: 
Relationship to Policy Holder: 

Social Security Number of Policy Holder:  
- -

RISK FOR MENINGITIS
I have read the enclosed information about meningitis and understand that all on-campus housing students and their parents 
must be informed of the risks associated with the potentially fatal meningococcal disease and the availability of an effective vac-
cine to prevent the disease (which is strongly recommended by the AMA & ACHA).  I am aware that Grace University offers the 
immunization.

 I am declining the immunization at this time.
 Please reserve an immunization for me (approx. $93), which I will receive during registration in August.

AUTHORIZATION- All attempts will be made to contact the parent before emergency medical treatment.
I hereby give consent to medical personnel associated with Grace University to provide general and emergency treatment they deem appropriate and to 
make medical referrals for the above student during his/her attendance at Grace University. I fully understand that I am legally responsible for any medi-
cal expenses incurred during my enrollment at Grace University, and the University will not be held responsible for any medical expenses. This informa-
tion is restricted to the use of limited personnel at Grace University and the Student Health Office, and will not be released without the student’s knowl-
edge or consent. 

Student Signature Date

Signature of Parent or Guardian (if student is age 18 or under) Date



I certify that the above information (personal information, health and family history, immunization record) is complete and accurate to the best of my knowl-
edge. I understand that all charges for health care treatment while I am enrolled at Grace University are my responsibility.

Student Signature Date

Signature of Parent or Guardian (if student is age 18 or under) Date

Childhood Illnesses: Measles   Mumps   Rubella   Chickenpox   Rheumatic Fever                        

Immunizations and 
Dates:

Diphtheria/Tetanus          /               Meningitis           /           . 

Hepatitis B            /          /            
                               /          /         

           /          /             

MMR #1        /         
MMR #2        /        
Measles, Mumps, Rubella

Proof of two doses of live measles 
vaccine given after the age of 15 

months is required of all students 
born after 1957.

TB  /               /            Other 

 PERSONAL HEALTH HISTORY
Medications (Prescription and/ or over-the-counter): 

Allergies (e.g. medications, food, other): 

IMMUNIZATION RECORDS

Have You Had: Yes No Other Diseases Continued… Yes No
Acute Infectious Diseases Migraine headaches

Hepatitis Speech, Hearing, Vision Problems

Infectious Mononucleosis (Mono) Thrombophlebitis

Pneumonia Thyroid or Endocrine Disturbance

Tonsillitis Tuberculosis

Typhoid Other

Sexually Transmitted Diseases Health-Care History Yes No
Other Have you been hospitalized?

Other Diseases Yes No Have you had any surgical operations?

Alcoholism/Drug Addiction Are you under medical treatment?

Anemia Do you have a physical handicap?

Anorexia/Bulimia Are you under care of the State?

Asthma Have you been advised to seek psychological help?

Cancer Have you received psychological care?

Chronic Bronchitis Have you traveled outside the U.S.? Where?

Chronic Skin Disease (eczema, psoriasis)

Convulsions, Seizures (epilepsy) For Females Only: Yes No
Dental Problems Severe cramps

Excessive flow
Bleeding between periods

Diabetes

Digestive Tract Disease (ulcer, colitis)

Gallbladder/Liver Disease Severe mood swings

Glaucoma Any urinary tract, bladder or kidney infections within the last year?

Hay Fever Health-Related Behaviors Yes No
Heart Disease (rheumatic fever, murmur) Are you a current or past cigarette smoker?

High Blood Pressure Do you consume alcohol on a regular basis?

HIV Infection Do you exercise on a regular basis?

Kidney or Bladder Disease Do you keep track of your dietary fat intake?

Malaria Do you know your current cholesterol level?
Any additional comments:

FAMILY HEALTH HISTORY

Asthma 
Abnormal Bleeding 
Arthritis 
Cancer 
Diabetes 
Glaucoma 
Heart Disease 

Kidney Disease 
High Blood Pressure 
Mental Disorder 
Migraines 
Seizures 
Thyroid 
Tuberculosis 

Other history we should know:

Have any relatives (parents, siblings, grandparents) suffered from the following diseases: 



PARENT’S INSURANCE FORM FOR STUDENT ATHLETICS
Please note:  Students cannot participate in PRACTICES or games until this form is completed.

Athlete’s Name: 
   Last,                   First,                  M.I.

M
F

Social Security #:
- -

Dear Parent:
Our athletic accident policy, which provides insurance for your son or daughter for injuries occurring while participating in the play or 
practice of intercollegiate sports in “EXCESS” or “SECONDARY” to any other collectible group insurance benefits. This means that any 
claim for benefits must first be filed with the group insurance company providing coverage to your son or daughter through your em-
ployer or your spouse’s employer. After they have paid all available benefits, our athletic insurance company will consider remaining 
amounts based on USUAL and CUSTOMARY charges.

WE, AS THE SCHOOL, DO NOT HAVE THE OPTION OF WAIVING THE REQUIREMENT
OF FILING WITH YOUR GROUP INSURANCE.

PLEASE NOTE:
1. Most employer’s group insurance allows dependent coverage to be continued to age 23 if the dependent is a full-time student. DO NOT drop de-

pendent coverage while your son or daughter is participating in intercollegiate athletics.
2. Claims against your group insurance plan DO NOT increase your individual insurance premiums.

Father/Mother/Guardian/Spouse/Self (circle one)

Name: 
Social Security #: 
Home Address: 

Street City/ State/ Zip Code
Home Number:   Work Number: 
Employer’s Name: 
Employer’s Address: 

Street City/ State/ Zip Code
Name of Group Insurance Company: 
Group Number:   Policy Number:   Phone Number: 
Address for Claims: 

Street City/ State/ Zip Code

Does your insurance require:
A second opinion for surgery? YES          NO Is your primary insurance an HMO?YES          NO
Pre-authorization for services? YES          NO        Is your primary insurance a PPO?  YES         NO

IS YOUR DEPENDENT SON/DAUGHTER COVERED UNDER THE ABOVE POLICY?        YES   NO

Father/Mother/Guardian/Spouse/Self (circle one)

Name: 
Social Security #: 
Home Address: 

Street City/ State/ Zip Code
Home Number:   Work Number: 
Employer’s Name: 
Employer’s Address: 

Street City/ State/ Zip Code
Name of Group Insurance Company: 
Group Number:   Policy Number:   Phone Number: 
Address for Claims: 

Street City/ State/ Zip Code

Does your insurance require:
A second opinion for surgery? YES          NO Is your primary insurance an HMO?YES          NO
Pre-authorization for services? YES          NO        Is your primary insurance a PPO?  YES         NO

IS YOUR DEPENDENT SON/DAUGHTER COVERED UNDER THE ABOVE POLICY?        YES   NO

I hereby authorize a claim to be filed on my behalf under the above group medical policy in the event of an athletic injury       
sustained by .
I hereby certify that the answers provided are true, complete and correct to the best of my knowledge. A photocopy of this     
authorization shall be considered as effective and valid as the original.

Signature of Parent or Guardian (if student is age 18 or under) Date



GRACE UNIVERSITY STUDENT ATHLETES ONLY

Athlete’s Name: 
   Last,                   First,                  M.I.

M
F

Social Security #:
- -

What sports are you interested in at Grace? 
Have you had: Yes No Health-Care History Yes No
Allergies (hay fever, food…) Have you been told not to participate in any sport?
Close relative with heart problems 
before age 40

Have you been a patient in a hospital for an op-
eration or any other reason?  If so, what?

Black-out or fainting during exercise Are you injured or ill now?
Fracture or dislocation Have you had any other serious injuries?
Knee or ankle sprain (left or right) Do you take any kind of medicine every day?  If 

so,  what? 
Memory loss or unconsciousness 
due to a blow to your head

Is there any other pertinent information you feel 
we need to know?

SPORTS PHYSICAL – TO BE COMPLETED BY A PHYSICIAN
Age 
Height 
Weight 
Blood Pressure 
Hct 
UA 
Eyes R  L 
Ears  R  L 
Nose 
Sinuses 
Throat/ Mouth 
Skin 

Respiratory 
Cardiovascular 
Liver 
Spleen 
Abdomen 
Hernia  R  L 
Genitalia 
Musculoskeletal 
Knees 
Ankles 
Neurological 

Other history we should know:

I certify that I have on this date examined this student and that, on the basis of the examination requested by the school 
authorities and the student’s medical history as furnished to me. I have found no reason which would make it medically 
inadvisable for this student to compete in supervised athletic activities except those CROSSED OUT BELOW.

BASKETBALL SOCCER VOLLEYBALL

Dr. Signature Date of Examination


