HEALTH HISTORY

Name:
__________________________ 
ID Number:
_____________
Date:
___________

Please list any current or chronic health problems below.  Include medications that you take 

on a regular basis and any ALLERGIES.

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

If you have any of the following immunizations please record the dates:

Even if you have recently had a TB test in your home country, you will be REQUIRED to have a TB (tuberculosis) Skin Test after you arrive at UMD.
BCG__________
Polio__________

Hepatitis B_________

TB Skin Test______________ 
Reaction ________________

IF Positive, Chest X-ray results**_______________
**If a chest X-ray was done please bring the film with you when you come to UMD
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