Application
for
Admission

Campbell University Divinity School
Application Information for Graduate Programs
The Campbell University Divinity School welcomes applications from all persons with a college or university
degree who are seeking further education for Christian service. We are a Baptist school whose identity is formed around
our mission statement, which is to provide Christ-centered, Bible-based, and ministry-focused theological education.
Because of that, we welcome applications from women and men from every Christian tradition who identify with this
statement.
Applications may be submitted anytime, up to one year prior to starting the degree program. July 1 is the final
deadline for the fall term and November 15 for the spring term. If you need assistance in completing forms, call the Office
of Admissions, Campbell University Divinity School, 1-800-760-9827, extension 1865.
Eligibility
A four-year bachelor’s degree with a minimum grade point average of 2.5 on a 4.0 scale from a regionallyaccredited university or college or proof of equivalent education at a college outside the United States is required for
regular admission. Regional accreditation agencies include the Southern, Middle States, New England, North Central,
Northwest, and Western associations of colleges and schools. A specific major is not required. The degree must be
equivalent to the undergraduate degrees offered by Campbell University, which require 128 semester hours of course credit.
Application materials, references, an interview, academic background, and evidence of readiness for ministry
provide a profile for consideration. To be considered for admission, applicants must be members of and provide references
from a local church or other ecclesial body, and must remain in good standing in a church as a condition for enrollment
each semester. In general, the Admissions Committee seeks students who are spiritually, academically, and emotionally
prepared for theological education as evidenced by their Christian growth and discipleship demonstrated over three or more
years since conversion, sense of call to ministry, leadership potential, church involvement, and a balanced program of
undergraduate studies.
All applicants whose first language is not English must submit a Test of English as a Foreign Language (TOEFL)
score of at least 92 on the Internet-based test or provide documentation showing the ability to communicate in written and
spoken English at the graduate level is required. Graduation from an accredited university in the United States would be
acceptable documentation. Persons who are not U.S. citizens or who have earned their undergraduate degree outside the
United States should contact the Divinity School office for additional requirements.
Campbell University Divinity School reserves the right to limit admissions for any reason to ensure the quality of
the degree programs and to maintain the purposes for which the school was established. Additional documentation,
including standardized test results and educational references, may be requested from applicants to determine their
readiness for graduate theological education. The Admissions Committee reviews all applications, determines eligibility,
and makes recommendations for admission. Materials submitted in support of an application are not released for other
purposes and cannot be returned to the applicant.
Application Procedures
If you have not discussed possibilities for enrolling at the Campbell University Divinity School with the Director
of Admissions, please call and make arrangements. If the opportunities at Campbell meet your needs and you wish to apply,
follow these steps:









Complete and sign the application for admission. Return it with a $20 non-refundable application fee.
Request that all post-secondary educational institutions in which you have studied send a transcript directly to the
Campbell University Divinity School.
Prepare and type the essay, Statement of Personal Faith and Calling, and enclose with your application. Please be
sure to give close attention to the instructions on page 4.
Complete and submit the Immunization History form along with your application.
Request recommendations from your pastor or church official, a professor, and a character reference. You
must be acquainted with at least one recommender for three or more years. Family members may not serve as
recommenders. In addition, recommenders selected must not be related to another recommender. Recommendation
forms must be mailed directly from the appropriate persons to the Campbell University Divinity School.
Request that your church complete the Church Recommendation Form and mail it directly to the Campbell
University Divinity School.
Materials should be addressed to: Office of Admissions, Campbell University Divinity School, Post Office Drawer
4050, Buies Creek, NC 27506.
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Campbell University Divinity School
P.O. Drawer 4050, Buies Creek, NC 27506
1-800-760-9827 FAX 910-893-1835
divinity.campbell.edu

Application for Admission
First Professional Degree Programs
PERSONAL INFORMATION (TYPE OR PRINT CLEARLY IN BLACK INK.)
Name ____________________________________________________________________________________________
Last
First
Middle
(Preferred)
Current Address ____________________________________________________________________________________
P. O. Box or Street
City
State
Zip
Permanent Address __________________________________________________________________________________
P. O. Box or Street
City
State
Zip
Home Telephone _____________________________

Work Telephone _____________________________________

Cell Phone

Fax Number ________________________________________

_________________________________

E-Mail Address _______________________________
Social Security Number ________________________

Citizenship (if other than US) ___________________________

Place(s) of Employment ________________________

Full-time_____ Part-time_____

Location(s) of Employment _____________________

Position(s) __________________________________________

Ministry Objective __________________________________________________________________________________

_____Check here if you have been convicted of a misdemeanor or felony or if legal action against you is pending other than
traffic violations, and explain (use an additional sheet if necessary): ____________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

EDUCATION INFORMATION
I am applying for the following program (check one):


Master of Divinity



Master of Divinity/Master of Business Administration (requires admission to CU Business School)



Master of Divinity/Master of Arts in Mental Health Counseling (requires admission to CU School of Education)

Desired enrollment date:



Master of Arts in Christian Ministry

 Fall 20__
 Spring 20__

Applications may be made up to one year in advance, or within 30 semester hours of completion of a four-year
undergraduate degree from an accredited university or college. Acceptance is good for one year.
2

Would you be a transfer student from an accredited divinity school or seminary?

 Yes

 No

If yes, from what institution(s)? ________________________________________________________________________
Address/location ____________________________________________________________________________________
Reason for transfer __________________________________ How many semester hours completed? _____ GPA ______

Please list all post-secondary educational institutions attended, including graduate schools, beginning with the most recent.
Please note that we must receive an official transcript from each institution. If you have not completed your undergraduate
degree, a transcript must be sent now and a final transcript sent after you graduate. Transcripts for Campbell University
applicants are on file in the Registrar=s office. Request that an AInstitutional Copy@ be sent to the Divinity School.
Name of Institution

Degree/hours
completed

Major

Date of
degree

Estimated
GPA

_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Have you ever been suspended, dismissed, or denied admission by any college, seminary, divinity, or graduate school?
Yes _____ No _____ If yes, please write an explanation on a separate sheet and attach to this form.

CHURCH INFORMATION
Name of Church (where you are a member) ______________________________________________________________
Address of Church _______________________________________ City _____________ State _____ZIP ____________
Pastor’s Name __________________________________________ Phone ____________________________________
Denomination _____________________________________________________________________________________

RECOMMENDATIONS
Please list the names and addresses of three references: (1) pastor or church official; (2) a professor; and (3) a character
reference. Complete the top of each Recommendation Form and give the appropriate form to each person. Provide a
stamped and addressed envelope and request that it be returned within one week to the Office of Admissions of the
Campbell University Divinity School.
Name

Address

Phone

Pastor/Church Official:______________________________________________________________________________________________________
Professor: ________________________________________________________________________________________________________________
Character: ________________________________________________________________________________________________________________
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STATEMENT OF PERSONAL FAITH AND CALLING
Prepare and enclose with this application form a typed, double-spaced essay of 3-4 pages describing:
A. Your Christian pilgrimage and calling experience
B. Your personal commitment to ministry
C. Your ministry objectives and goals
D. Your reasons for considering Campbell University Divinity School
Essays are read for content, correctness of spelling and grammar, and ability to write clearly.

CERTIFICATION
I certify that the information provided in this application is true, correct, and complete. I understand that false or incomplete
statements in these materials or in the admissions process are grounds for denial of admission or dismissal from school. I
give Campbell University Divinity School permission to validate all information stated in these materials.
I certify that, if accepted, I agree to abide by the standards of conduct as published in the Campbell University Divinity
School Student Handbook.
Signature of Applicant _________________________________________________ Date _________________________
Note: A $20.00 non-refundable fee is required with this application.

Return to:

Office of Admissions
Campbell University Divinity School
Post Office Drawer 4050
Buies Creek, NC 27506

OPTIONAL INFORMATION
This information is not used by the University in the admission decision process. This data is used for statistical reporting to the Association of
Theological Schools. Information shared will be used only in accordance with Title IX of the Educational Amendments Act of 1972 and Title VI of the
Civil Rights Act of 1964. Provision of the name of one’s spouse and the names and ages of one’s children is requested only for the internal records of
the Divinity School.

Gender

 Male

 Female

Marital Status

 Married

Single

 Other

Date of Birth ________________________
Name of Spouse ______________________ Names and ages of children ____________________________________
___________________________________
Predominant Racial/Ethnic Background
1. Do you consider yourself to be Hispanic/Latino?  Yes  No
2. In addition, select one or more of the following racial categories to describe yourself:
 American Indian or Alaska Native
 Native Hawaiian or Pacific Islander
 Asian
 White
 Black or African American
 Other __________________

How did you first learn about Campbell University Divinity School? _____________________________________________
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Pastor or Church Official Recommendation Form

Applicant: This must come from a pastor or church official from your church. Family members may not serve as recommenders. If
you are the pastor, please ask another church official to complete the recommendation. Please complete this section before giving this
form to your recommender. This completed form should be sent to the Director of Admissions, Campbell University Divinity
School, P.O. Drawer 4050, Buies Creek, NC 27506. Provide each recommender with a stamped, addressed envelope. Request that
the recommendation be sent within one week.
Applicant’s Name ____________________________________________________________________________________________
Last

First

Middle

 Master of Divinity/Master of Business Administration
 Master of Divinity/Master of Arts in Mental Health Counseling

Applicant For:  Master of Divinity
 Master of Arts in Christian Ministry
 I waive all rights to inspect this form.
 I do not waive all rights to inspect this form.

Applicant's Signature _______________________________________________________ Date ___________________________

Recommender: The above-named student is applying for admission to the Campbell University Divinity School. Thank you for your
assistance in evaluating the applicant by providing the requested information. We appreciate your candid evaluation as it will be
helpful in planning for the student as well as judging the applicant’s qualifications for admission. If you have questions, feel free to
call the Campbell University Divinity School Office of Admissions at 1-800-760-9827, ext. 1865.
Recommender’s Name: Title (Dr., Rev., etc.) ______First name ___________________ Last name __________________________
Address __________________________________________ City, State, Zip ____________________________________________
Phone ____________________________________________ E-Mail Address ____________________________________________
Professional title ____________________________________ Organization ______________________________________________

1. How long have you known the applicant? ______________________________________________________________________
2. In what context have you known the applicant? __________________________________________________________________
3. How well do you know the applicant?

 Casually

 Well

 Very Well

4. What is your judgment of the applicant’s promise for Christian ministry?
 Poor  Average  Good  Exceptional
5. Please describe the applicant’s involvement in the local church.

6. Please comment on the applicant’s potential for success in Christian ministry, giving attention to the leadership ability the applicant
has expressed in the past and potential for the future.

(Over)

7. What weaknesses do you discern in the applicant relative to a successful future in Christian ministry? Are there issues that would
hinder the applicant in school or in ministry?

8. Upon completion of theological education, would this person be the type of candidate you would want to consider for a ministerial
position in your church if a ministerial position were available?
 Yes  No
If no, please explain.

9. Do you recommend this person for admission to the Divinity School?
 Yes, with enthusiasm  Yes, but with reservations  No

If with reservations or no, please explain.

10. Please include on a separate sheet any further information you think should be considered.
11. Place a check () in the space that, in your judgment, best describes the applicant.

Personal Qualities

Below
Average

Average

Above
Average

Superior

I have not
observed

I have
concerns

Christian commitment
Commitment to the local church
Spiritual maturity
Gifts for ministry
Leadership potential
Ability to get along with others
Use of English language and grammar

Is there someone else we should contact about the applicant? Please give the name, address, and phone number.
__________________________________________________________________________________________________________

Signature ______________________________________________________ Date _______________________________

Please mail within one week to Director of Admissions, Campbell University Divinity School, P. O. Drawer 4050, Buies Creek, NC 27506.

Campbell University, Buies Creek, NC, is a Christian liberal arts institution, founded in 1887. The Campbell University Divinity
School opened as the university’s sixth school in August 1996, its purpose being to provide Christ-Centered, Bible-Based, and
Ministry-Focused theological education for men and women preparing for ministry. The school offers the Master of Divinity, Master
of Arts in Christian Ministry, and Doctor of Ministry degree programs. The school is accredited by The Association of Theological
Schools. For information regarding Campbell University accreditations, please visit www.campbell.edu/accreditation. Dr. Andrew H.
Wakefield is Dean. For more information, call 1-800-760-9827, ext. 1830 or see http://divinity.campbell.edu.

Professor Recommendation Form

Applicant: This recommendation must come from one of your current or former professors. If you have been out of college for more
than three years, you may select a professional colleague familiar with your academic ability. Please complete this section before
giving this form to your recommender. This completed form should be sent to the Director of Admissions, Campbell University
Divinity School, P.O. Drawer 4050, Buies Creek, NC 27506. Provide each recommender with a stamped, addressed envelope.
Request that the recommendation be sent within one week.
Applicant’s Name_____________________________________________________________________________________________
Last

First

Middle

 Master of Divinity/Master of Business Administration
 Master of Divinity/Master of Arts in Mental Health Counseling

Applicant For:  Master of Divinity
 Master of Arts in Christian Ministry
 I waive all rights to inspect this form.
 I do not waive all rights to inspect this form.

Applicant's Signature _______________________________________________________ Date ____________________________

Recommender: The above-named student is applying for admission to the Campbell University Divinity School. Thank you for your
assistance in evaluating the applicant by providing the requested information. We appreciate your candid evaluation as it will be
helpful in planning for the student as well as judging the applicant’s qualifications for admission. If you have questions, feel free to
call the Campbell University Divinity School Office of Admissions at 1-800-760-9827, ext. 1865.
Recommender’s Name: Title (Dr., Rev., etc.) ______First name ___________________ Last name __________________________
Address __________________________________________ City, State, Zip ____________________________________________
Phone ____________________________________________ E-Mail Address ____________________________________________
Professional title ____________________________________ Organization ______________________________________________

1. How long have you known the applicant? ______________________________________________________________________
2. In what context have you known the applicant? __________________________________________________________________
3. How well do you know the applicant?

 Casually

 Well

 Very Well

4. What is your judgment of the applicant’s promise for Christian ministry?
 Poor  Average  Good  Exceptional
5. Evaluate the applicant’s academic abilities and past academic performance as well as the applicant’s ability to engage in graduate
and professional education.

6. Please comment on the applicant’s potential for success in Christian ministry.

(Over)

7. What weaknesses do you discern in the applicant relative to a successful future in Christian ministry? Are there issues that would
hinder the applicant in school or in ministry?

8. Do you recommend this person for admission to the Divinity School?
 Yes, with enthusiasm  Yes, but with reservations  No

If with reservations or no, please explain.

9. Please include on a separate sheet any further information you think should be considered.
10. Place a check () in the space that, in your judgment, best describes the applicant.

Personal Qualities

Below
Average

Average

Above
Average

Superior

I have not
observed

I have
concerns

Christian commitment
Ability to engage in graduate and professional
studies
Research ability
Use of English language and grammar
Quality of analytical skills
Leadership ability
Ability to get along with others

Is there someone else we should contact about the applicant? Please give the name, address, and phone number.
__________________________________________________________________________________________________________

Signature ______________________________________________________ Date _______________________________

Please mail within one week to Director of Admissions, Campbell University Divinity School, P. O. Drawer 4050, Buies Creek, NC 27506.

Campbell University, Buies Creek, NC, is a Christian liberal arts institution, founded in 1887. The Campbell University Divinity
School opened as the university’s sixth school in August 1996, its purpose being to provide Christ-Centered, Bible-Based, and
Ministry-Focused theological education for men and women preparing for ministry. The school offers the Master of Divinity, Master
of Arts in Christian Ministry, and Doctor of Ministry degree programs. The school is accredited by The Association of Theological
Schools. For information regarding Campbell University accreditations, please visit www.campbell.edu/accreditation. Dr. Andrew H.
Wakefield is Dean. For more information, call 1-800-760-9827, ext. 1830 or see http://divinity.campbell.edu.

Character Recommendation Form
Applicant: This recommendation may come from a friend or business colleague. Family members may not serve as recommenders.
Please complete this section before giving this form to your recommender. This completed form should be sent to the Director of
Admissions, Campbell University Divinity School, P.O. Drawer 4050, Buies Creek, NC 27506. Provide each recommender with a
stamped, addressed envelope. Request that the recommendation be sent within one week.
Applicant’s Name_____________________________________________________________________________________________
Last

First

Middle

 Master of Divinity/Master of Business Administration
 Master of Arts in Mental Health Counseling

Applicant For:  Master of Divinity
 Master of Arts in Christian Ministry
 I waive all rights to inspect this form.
 I do not waive all rights to inspect this form.

Applicant's Signature _______________________________________________________ Date ____________________________

Recommender: The above-named student is applying for admission to the Campbell University Divinity School. Thank you for your
assistance in evaluating the applicant by providing the requested information. We appreciate your candid evaluation as it will be
helpful in planning for the student as well as judging the applicant’s qualifications for admission. If you have questions, feel free to
call the Campbell University Divinity School Office of Admissions at 1-800-760-9827, ext. 1865.
Recommender’s Name: Title (Dr., Rev., etc.) ______First name ___________________ Last name __________________________
Address __________________________________________ City, State, Zip ____________________________________________
Phone ____________________________________________ E-Mail Address ____________________________________________
Professional title ____________________________________ Organization ______________________________________________

1. How long have you known the applicant? ______________________________________________________________________
2. In what context have you known the applicant? __________________________________________________________________
3. How well do you know the applicant?

 Casually

 Well

 Very Well

4. What is your judgment of the applicant’s promise for Christian ministry?
 Poor  Average  Good  Exceptional
5. Please comment on the applicant’s potential for success in Christian ministry.

6. What weaknesses do you discern in the applicant relative to a successful future in Christian ministry? Are there issues that would
hinder the applicant in school or in ministry?

(Over)

7. Upon completion of theological education, would this person be the type of candidate you would want to consider for a ministerial
position in your church if a ministerial position were available?
 Yes  No
If no, please explain.

8. Do you recommend this person for admission to the Divinity School?
 Yes, with enthusiasm  Yes, but with reservations  No

If with reservations or no, please explain.

9. Please include on a separate sheet any further information you think should be considered.
10. Place a check () in the space that, in your judgment, best describes the applicant.

Personal Qualities

Below
Average

Average

Above
Average

Superior

I have not
observed

I have
concerns

Christian commitment
Commitment to the local church
Academic ability
Leadership potential
Gifts for ministry
Use of English language and grammar
Ability to get along with others

Is there someone else we should contact about the applicant? Please give the name, address, and phone number.
__________________________________________________________________________________________________________

Signature ______________________________________________________ Date _______________________________

Please mail within one week to Director of Admissions, Campbell University Divinity School, P. O. Drawer 4050, Buies Creek, NC 27506.

Campbell University, Buies Creek, NC, is a Christian liberal arts institution, founded in 1887. The Campbell University Divinity
School opened as the university’s sixth school in August 1996, its purpose being to provide Christ-Centered, Bible-Based, and
Ministry-Focused theological education for men and women preparing for ministry. The school offers the Master of Divinity, Master
of Arts in Christian Ministry, and Doctor of Ministry degree programs. The school is accredited by The Association of Theological
Schools. For information regarding Campbell University accreditations, please visit www.campbell.edu/accreditation. Dr. Andrew H.
Wakefield is Dean. For more information, call 1-800-760-9827, ext. 1830 or see http://divinity.campbell.edu.

Church Recommendation Form

INSTRUCTIONS
Each applicant for admission to the Campbell University Divinity School must have the recommendation of a
local church. For churches that follow a congregational model of polity, this is normally accomplished by
reading the following statement to the church in regular business session and approving the recommendation by
formal vote of the congregation. Churches that use other models of polity may follow other procedures in
keeping with the usual practices of the church for taking a formal action. In either case, it is important that this
recommendation represents an affirmation from the church of this applicant’s calling and potential for ministry
and a commitment to support this applicant as he or she pursues graduate theological education.
PLEASE RETURN THIS FORM TO:
Director of Admissions
Campbell University Divinity School
Post Office Drawer 4050
Buies Creek, NC 27506

CHURCH RECOMMENDATION
Having evidence that _________________________________________________, an applicant for admission
to the Campbell University Divinity School, is
an individual of personal moral integrity;
an individual of profound commitment to the Christian faith as evidenced by participation in the
life of the church;
an individual of emotional stability who is able to fill leadership responsibilities in church life; and
an individual whom this church would recommend for a responsible role in Christian ministry;
We, therefore, express approval of his/her desire to pursue preparation for ministry and recommend him/her for
admission to the Campbell University Divinity School.
_______________________________________
Name of Church

_______________________________________
Address of Church

_______________________________________
Signature of Pastor

_______________________________________
Signature of Church Clerk

_______________________________________
Date of Church Approval

_______________________________________
Date Applicant joined this Church

Immunization History

INFORMATION FOR COMPLETING IMMUNIZATION RECORDS
1.
2.
3.
4.

Read carefully the guidelines on the following page.

Records must be documented in BLACK INK and all corrections must be signed.
All dates must include month, day, and year of administration.
Please return these forms to the Campbell University Student Health Services, Post Office Box 565,
Buies Creek, NC 27506.
5. Special Note for Graduates of Campbell University: Student Health Services keeps records of student
immunizations for five years post-graduation. If you graduated from Campbell less than five years ago, you
do not need to complete the entire immunization form. Simply write your name, birth date, and student
identification number on the form and include the date of your graduation.

SECTION A

Immunizations that are REQUIRED pursuant to NC state law.

Students 17 years of age or younger . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
REQUIRED:
•
•
•

3 DTP (Diphtheria, Tetanus, Pertussis) or Td (Tetanus, Diphtheria) doses; one Td booster must have
been within the past 10 years.
3 Polio (oral) doses
2 Measles (Rubeola), 1 Mumps, 1 Rubella (MMR is preferred vaccine)

Students born in 1957 or later and 18 years of age or older . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
REQUIRED:
•
•

3 DTP (Diphtheria, Tetanus, Pertussis) or Td (Tetanus, Diphtheria) doses; one Td booster must have
been within the past 10 years.
2 Measles (Rubeola), 1 Mumps, 1 Rubella (MMR is preferred vaccine)

Students born before 1957 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
REQUIRED:
•

3 DTP (Diphtheria, Tetanus, Pertussis) or Td (Tetanus, Diphtheria) doses; one Td booster must have
been within the past 10 years.

SECTION B

Meningococcal vaccine: Not required for Divinity School students.

Tuberculin (PPD) Skin Test: International students are required to have a TB skin test
and negative results within 12 months preceding the first day of classes (chest x-ray required if test is positive).

SECTION C

These vaccines are not required for Divinity School students.

IMMUNIZATION RECORD
GUIDELINES FOR COMPLETING IMMUNIZATION RECORD
IMPORTANT – The immunization requirements must be met; or according to NC law, you will be withdrawn from
classes without credit.
Acceptable Records of your Immunizations May be Obtained from Any of the Following: (Be certain that your name,
date of birth, and ID Number appear on each sheet and that all forms are mailed together. The records must be in black
ink and the dates of vaccine administration must include the month, day, and year. Keep a copy for your records.)
•
High School Records – These may contain some, but not all of your immunization information. Contact Student
Health for help if needed. Your immunization records do not transfer automatically. You must request a copy.
•
Personal Shot Records – Must be verified by a doctor’s stamp or signature or by a clinic or health department
stamp
•
Local Health Department
•
Military Records or WHO (World Health Organization Documents)
•
Previous College or University – Your immunization records do not transfer automatically. You must request a
copy.

SECTION A:

IMMUNIZATION REQUIREMENTS ACCORDING TO AGE

Last Name

DTP or Td1

Polio

Measles2

Mumps4

Rubella4

3

3

2

1

1

STUDENTS BORN IN 1957 OR LATER AND 18 YEARS OF AGE OR OLDER
DTP or Td1

Polio

Measles2,3

Mumps4

Rubella4

3

0

2

1

1

STUDENTS BORN BEFORE 1957
DTP or Td1

Polio

Measles

Mumps

Rubella4

3

0

0

0

1

DTP or Td1

Polio

Measles

Mumps

Rubella

3

0

0

0

0

Date of Birth (mo./day/year)

Vaccine Required
Vaccines are required according to age (refer to appropriate box). Additionally, International students are required to
have a TB skin test and negative results within 12 months preceding the first day of classes (chest x-ray required if
test is positive).
DTP (Diphntheria, Tetanus, Pertussis), Td (Tetanus, Diphtheria): One Td booster within the last ten years.
Measles: One dose on or after 12 months of age; second at least 30 days later. Must repeat Rubeola (measles) vaccine if received even one
day prior to 12 months of age. History of physician-diagnosed measles disease in acceptable, but must have signed statement from physician.
Two measles doses if entering college for the first time after July 1, 1994.
One dose on or after 12 months of age. Only laboratory proof of immunity to rubella or mumps disease is acceptable if the vaccine is not taken.
History of rubella or mumps disease, even from a physician, is not acceptable.

These vaccines are RECOMMENDED. Some may be required by a certain
departments. Consult your college or department for specific requirements.

NC General Statue § 116-260 requires public and private institutions with on-campus residents to
provide information about meningococcal disease. Attached to this form is information regarding
meningococcal disease, including recommendations from the Centers for Disease Control of the
U.S. Public Health Services. Please record on the Immunization Record whether or not you have
received the meningococcal vaccine. If yes, please note the month, day, and year of the vaccine.

-

*Social Security

mo./day/year mo./day/year mo./day/year mo./day/year
•
•
•
•

DTP or Td
Tdap Adult Booster Dose
Polio
MMR (after first birthday)

(#1)

(#2)

(#3)

(#4)

Campbell University, Inc.
Student Health Services
PO Box 565
Buies Creek, NC 27506
Phone: 910-893-1560 Fax: 910-893-1559

Comp.
Inits.

REPORT OF MEDICAL HISTORY
Last Name (print)

• MR (after first birthday)
• Measles (after first birthday)

** Disease Date

**** Titer Date & Result

(please print in black ink)

First Name

To be completed by student

Middle Name

Permanent Address

City

Date of Birth (mo./day/year)

Gender

Social Security

State

qMqF

Zip

Area Code/Phone

qSqM

Marital Status

• Mumps

*** (Disease Date
NOT Accepted)

**** Titer Date & Result

CLASS YOU ARE ENTERING Previously Enrolled Here q YES q NO _____YR SEMESTER ENTERING (circle):

• Rubella

*** (Disease Date
NOT Accepted)

**** Titer Date & Result

(circle)

** Disease Date

**** Titer Date & Result

SECTION B RECOMMENDED IMMUNIZATIONS

The following immunizations are recommended for all students and may be required by certain colleges or departments
(for example, health sciences). Please consult your college or department materials for specific requirements.
mo./day/year mo./day/year mo./day/year mo./day/year
• Meningococcal

• Tuberculin (PPD) Test
(within 12 months)

Date read

Treatment, if applicable

SR. Previously A Patient Here q YES q NO

fall winter spring sumr.1 sumr.2 yr. 20____

Hospital/Health Insurance (Name & Address of Company)

Telephone

Name of Policy Holder

Employer

Social Security Number

Policy or Certificate Number

is this an HMO/PPO/Managed Care Plan? q YES q NO

Group Number

Name of Person to Contact in Case of Emergency

Relationship

Address

Area Code/Phone
To be completed by student

(please print in black ink)

Has any person, related by blood, had any of the following:

yes

Date

SECTION C OPTIONAL IMMUNIZATIONS
mo./day/year mo./day/year mo./day/year

no

relationship

yes

no

relationship

yes

High blood pressure

Cholesterol or blood fat disorder

Cancer (type:)

Stroke

Diabetes

Alcohol/drug problems

Heart attack before age 55

Glaucoma

Psychiatric problems

Blood or clotting disorder

Haemophilus influenza type b
Pneumococcalr
Hepatitis A series
Typhoid (specify type)
Other

no

relationship

Suicide

Have you ever had or have you now: (please check at right of each item and if yes, indicate year of first occurrence)

Yes No Year

Signature or Clinic Stamp REQUIRED:
Signature of Physician/Physician Assistant/Nurse Practitioner		

Date

Print Name of Physician/Physician Assistant/Nurse Practitioner		

Area Code/Phone Number

*

JR.

FAMILY & PERSONAL HISTORY

Date
results

Office Address

SO.

The following health history is confidential, does not affect your admission status and, except in an emergency situation or by court order, will not be released without your written permission.
Please attach additional sheets for any items that require fuller explanation.

mm induration

Chest x-ray, if positive

•
•
•
•
•

FR.

**** Titer Date & Result

• Varicella (chicken pox) series of two doses or
immunity by positive blood titer (Required for Pharmacy)

INTERNATIONAL STUDENTS

SECTION B:

Middle Name

-

SECTION A REQUIRED IMMUNIZATIONS

STUDENTS 50 YEARS OF AGE AND OLDER

3.
4.

A complete immunizations record from a physician or clinic may be attached to this form.

• Hepatitis B Series (Required for Pharmacy)

STUDENTS 17 YEARS OF AGE AND YOUNGER

1.
2.

First Name

(Please print in black ink) To complete and signed by physician or clinic.

City

		

State

Zip Code

Provision of Social Security number is voluntary, is requested solely for administrative convenience and record-keeping accuracy, and is requested
only to provide a personal identifier for the internal records of this institution.
** Must repeat Rubeola (measles) vaccine if received even one day prior to 12 months of age. History of physician-diagnosed measles disease is
acceptable, but must have signed statement from physician only to provide a personal identifier for the internal records of this institution.
*** Only laboratory proof of immunity to rubella or mumps is acceptable if the vaccine is not taken. History of rubella or mumps disease, even from
physician, is not acceptable.
**** Attach lab report.

Do Not Write in This Space

Yes No Year

Yes No Year

Yes No Year

High Blood Pressure

Hay fever

Jaundice or hepatitis

Kidney stones

Rheumatic fever

Allergy injection therapy

Rectal disease

Protein or blood in urine

Heart trouble

Arthritis

Hearing loss

Pain or pressure in chest

Concussion

Severe or recurrent
abdominal pain

Shortness of Breath

Frequent or severe headache

Asthma

Dizziness or fainting spells

Pneumonia

Severe head injury

Chronic cough

Paralysis

Tuberculosis

Epilepsy/Seizures

Head or neck radiation

Disabling depression

Tumor or cancer (specify)

Excessive worry or anxiety

Malaria

Ulcer (duodenal or stomach)

Thyroid trouble

Intestinal trouble

Diabetes

Pilonidal cyst

Back injury

Frequent vomiting

Kidney infection

Broken bone (specify)

Bladder infection

Chicken Pox

Mononucleosis

Hernia
Easy fatigability
Anemia or Sickle Cell
Anemia
Eye trouble besides
needing glasses
Bone, Joint or other
deformity
Shoulder dislocations
Knee problems
Recurrent back pain
Neck injury

Sinusitis
Severe menstrual cramps
Irregular periods
Sexually transmitted disease
Smoke (# cigarettes a day) ____

Alcohol use
Drug use
Anorexia/Bulimia
Personal Trauma
Serious skin disease
Gall bladder trouble or
gallstones
Other (specify)

IMMUNIZATION RECORD
GUIDELINES FOR COMPLETING IMMUNIZATION RECORD
IMPORTANT – The immunization requirements must be met; or according to NC law, you will be withdrawn from
classes without credit.
Acceptable Records of your Immunizations May be Obtained from Any of the Following: (Be certain that your name,
date of birth, and ID Number appear on each sheet and that all forms are mailed together. The records must be in black
ink and the dates of vaccine administration must include the month, day, and year. Keep a copy for your records.)
•
High School Records – These may contain some, but not all of your immunization information. Contact Student
Health for help if needed. Your immunization records do not transfer automatically. You must request a copy.
•
Personal Shot Records – Must be verified by a doctor’s stamp or signature or by a clinic or health department
stamp
•
Local Health Department
•
Military Records or WHO (World Health Organization Documents)
•
Previous College or University – Your immunization records do not transfer automatically. You must request a
copy.

SECTION A:

IMMUNIZATION REQUIREMENTS ACCORDING TO AGE

Last Name

DTP or Td1

Polio

Measles2

Mumps4

Rubella4

3

3

2

1

1

STUDENTS BORN IN 1957 OR LATER AND 18 YEARS OF AGE OR OLDER
DTP or Td1

Polio

Measles2,3

Mumps4

Rubella4

3

0

2

1

1

STUDENTS BORN BEFORE 1957
DTP or Td1

Polio

Measles

Mumps

Rubella4

3

0

0

0

1

DTP or Td1

Polio

Measles

Mumps

Rubella

3

0

0

0

0

Date of Birth (mo./day/year)

Vaccine Required
Vaccines are required according to age (refer to appropriate box). Additionally, International students are required to
have a TB skin test and negative results within 12 months preceding the first day of classes (chest x-ray required if
test is positive).
DTP (Diphntheria, Tetanus, Pertussis), Td (Tetanus, Diphtheria): One Td booster within the last ten years.
Measles: One dose on or after 12 months of age; second at least 30 days later. Must repeat Rubeola (measles) vaccine if received even one
day prior to 12 months of age. History of physician-diagnosed measles disease in acceptable, but must have signed statement from physician.
Two measles doses if entering college for the first time after July 1, 1994.
One dose on or after 12 months of age. Only laboratory proof of immunity to rubella or mumps disease is acceptable if the vaccine is not taken.
History of rubella or mumps disease, even from a physician, is not acceptable.

These vaccines are RECOMMENDED. Some may be required by a certain
departments. Consult your college or department for specific requirements.

North Carolina House Bill 825 requires public and private institutions with on-campus residents to
provide information about meningococcal disease. Attached to this form is information regarding
meningococcal disease, including recommendations from the Centers for Disease Control of the
U.S. Public Health Services. Please record on the Immunization Record whether or not you have
received the meningococcal vaccine. If yes, please note the month, day, and year of the vaccine.

-

*Social Security

mo./day/year mo./day/year mo./day/year mo./day/year
•
•
•
•

DTP or Td
Tdap Adult Booster Dose
Polio
MMR (after first birthday)

(#1)

(#2)

(#3)

(#4)

Campbell University, Inc.
Student Health Services
PO Box 565
Buies Creek, NC 27506
Phone: 910-893-1560 Fax: 910-893-1559

Comp.
Inits.

REPORT OF MEDICAL HISTORY
Last Name (print)

• MR (after first birthday)
• Measles (after first birthday)

** Disease Date

**** Titer Date & Result

(please print in black ink)

First Name

To be completed by student

Middle Name

Permanent Address

City

Date of Birth (mo./day/year)

Gender

Social Security

State

qMqF

Zip

Area Code/Phone

qSqM

Marital Status

• Mumps

*** (Disease Date
NOT Accepted)

**** Titer Date & Result

CLASS YOU ARE ENTERING Previously Enrolled Here q YES q NO _____YR SEMESTER ENTERING (circle):

• Rubella

*** (Disease Date
NOT Accepted)

**** Titer Date & Result

(circle)

** Disease Date

**** Titer Date & Result

SECTION B RECOMMENDED IMMUNIZATIONS

The following immunizations are recommended for all students and may be required by certain colleges or departments
(for example, health sciences). Please consult your college or department materials for specific requirements.
mo./day/year mo./day/year mo./day/year mo./day/year
• Meningococcal

• Tuberculin (PPD) Test
(within 12 months)

Date read

Treatment, if applicable

SR. Previously A Patient Here q YES q NO

fall winter spring sumr.1 sumr.2 yr. 20____

Hospital/Health Insurance (Name & Address of Company)

Telephone

Name of Policy Holder

Employer

Social Security Number

Policy or Certificate Number

is this an HMO/PPO/Managed Care Plan? q YES q NO

Group Number

Name of Person to Contact in Case of Emergency

Relationship

Address

Area Code/Phone
To be completed by student

(please print in black ink)

Has any person, related by blood, had any of the following:

yes

Date

SECTION C OPTIONAL IMMUNIZATIONS
mo./day/year mo./day/year mo./day/year

no

relationship

yes

no

relationship

yes

High blood pressure

Cholesterol or blood fat disorder

Cancer (type:)

Stroke

Diabetes

Alcohol/drug problems

Heart attack before age 55

Glaucoma

Psychiatric problems

Blood or clotting disorder

Haemophilus influenza type b
Pneumococcalr
Hepatitis A series
Typhoid (specify type)
Other

no

relationship

Suicide

Have you ever had or have you now: (please check at right of each item and if yes, indicate year of first occurrence)

Yes No Year

Signature or Clinic Stamp REQUIRED:
Signature of Physician/Physician Assistant/Nurse Practitioner		

Date

Print Name of Physician/Physician Assistant/Nurse Practitioner		

Area Code/Phone Number

*

JR.

FAMILY & PERSONAL HISTORY

Date
results

Office Address

SO.

The following health history is confidential, does not affect your admission status and, except in an emergency situation or by court order, will not be released without your written permission.
Please attach additional sheets for any items that require fuller explanation.

mm induration

Chest x-ray, if positive

•
•
•
•
•

FR.

**** Titer Date & Result

• Varicella (chicken pox) series of two doses or
immunity by positive blood titer (Required for Pharmacy)

INTERNATIONAL STUDENTS

SECTION B:

Middle Name

-

SECTION A REQUIRED IMMUNIZATIONS

STUDENTS 50 YEARS OF AGE AND OLDER

3.
4.

A complete immunizations record from a physician or clinic may be attached to this form.

• Hepatitis B Series (Required for Pharmacy)

STUDENTS 17 YEARS OF AGE AND YOUNGER

1.
2.

First Name

(Please print in black ink) To complete and signed by physician or clinic.

City

		

State

Zip Code

Provision of Social Security number is voluntary, is requested solely for administrative convenience and record-keeping accuracy, and is requested
only to provide a personal identifier for the internal records of this institution.
** Must repeat Rubeola (measles) vaccine if received even one day prior to 12 months of age. History of physician-diagnosed measles disease is
acceptable, but must have signed statement from physician only to provide a personal identifier for the internal records of this institution.
*** Only laboratory proof of immunity to rubella or mumps is acceptable if the vaccine is not taken. History of rubella or mumps disease, even from
physician, is not acceptable.
**** Attach lab report.

Do Not Write in This Space

Yes No Year

Yes No Year

Yes No Year

High Blood Pressure

Hay fever

Jaundice or hepatitis

Kidney stones

Rheumatic fever

Allergy injection therapy

Rectal disease

Protein or blood in urine

Heart trouble

Arthritis

Hearing loss

Pain or pressure in chest

Concussion

Severe or recurrent
abdominal pain

Shortness of Breath

Frequent or severe headache

Asthma

Dizziness or fainting spells

Pneumonia

Severe head injury

Chronic cough

Paralysis

Tuberculosis

Epilepsy/Seizures

Head or neck radiation

Disabling depression

Tumor or cancer (specify)

Excessive worry or anxiety

Malaria

Ulcer (duodenal or stomach)

Thyroid trouble

Intestinal trouble

Diabetes

Pilonidal cyst

Back injury

Frequent vomiting

Kidney infection

Broken bone (specify)

Bladder infection

Chicken Pox

Mononucleosis

Hernia
Easy fatigability
Anemia or Sickle Cell
Anemia
Eye trouble besides
needing glasses
Bone, Joint or other
deformity
Shoulder dislocations
Knee problems
Recurrent back pain
Neck injury

Sinusitis
Severe menstrual cramps
Irregular periods
Sexually transmitted disease
Smoke (# cigarettes a day) ____

Alcohol use
Drug use
Anorexia/Bulimia
Personal Trauma
Serious skin disease
Gall bladder trouble or
gallstones
Other (specify)

IMMUNIZATION RECORD
GUIDELINES FOR COMPLETING IMMUNIZATION RECORD
IMPORTANT – The immunization requirements must be met; or according to NC law, you will be withdrawn from
classes without credit.
Acceptable Records of your Immunizations May be Obtained from Any of the Following: (Be certain that your name,
date of birth, and ID Number appear on each sheet and that all forms are mailed together. The records must be in black
ink and the dates of vaccine administration must include the month, day, and year. Keep a copy for your records.)
•
High School Records – These may contain some, but not all of your immunization information. Contact Student
Health for help if needed. Your immunization records do not transfer automatically. You must request a copy.
•
Personal Shot Records – Must be verified by a doctor’s stamp or signature or by a clinic or health department
stamp
•
Local Health Department
•
Military Records or WHO (World Health Organization Documents)
•
Previous College or University – Your immunization records do not transfer automatically. You must request a
copy.

SECTION A:

IMMUNIZATION REQUIREMENTS ACCORDING TO AGE

Last Name

DTP or Td1

Polio

Measles2

Mumps4

Rubella4

3

3

2

1

1

STUDENTS BORN IN 1957 OR LATER AND 18 YEARS OF AGE OR OLDER
DTP or Td1

Polio

Measles2,3

Mumps4

Rubella4

3

0

2

1

1

STUDENTS BORN BEFORE 1957
DTP or Td1

Polio

Measles

Mumps

Rubella4

3

0

0

0

1

DTP or Td1

Polio

Measles

Mumps

Rubella

3

0

0

0

0

Date of Birth (mo./day/year)

Vaccine Required
Vaccines are required according to age (refer to appropriate box). Additionally, International students are required to
have a TB skin test and negative results within 12 months preceding the first day of classes (chest x-ray required if
test is positive).
DTP (Diphntheria, Tetanus, Pertussis), Td (Tetanus, Diphtheria): One Td booster within the last ten years.
Measles: One dose on or after 12 months of age; second at least 30 days later. Must repeat Rubeola (measles) vaccine if received even one
day prior to 12 months of age. History of physician-diagnosed measles disease in acceptable, but must have signed statement from physician.
Two measles doses if entering college for the first time after July 1, 1994.
One dose on or after 12 months of age. Only laboratory proof of immunity to rubella or mumps disease is acceptable if the vaccine is not taken.
History of rubella or mumps disease, even from a physician, is not acceptable.

These vaccines are RECOMMENDED. Some may be required by a certain
departments. Consult your college or department for specific requirements.

North Carolina House Bill 825 requires public and private institutions with on-campus residents to
provide information about meningococcal disease. Attached to this form is information regarding
meningococcal disease, including recommendations from the Centers for Disease Control of the
U.S. Public Health Services. Please record on the Immunization Record whether or not you have
received the meningococcal vaccine. If yes, please note the month, day, and year of the vaccine.

-

*Social Security

mo./day/year mo./day/year mo./day/year mo./day/year
•
•
•
•

DTP or Td
Tdap Adult Booster Dose
Polio
MMR (after first birthday)

(#1)

(#2)

(#3)

(#4)

Campbell University, Inc.
Student Health Services
PO Box 565
Buies Creek, NC 27506
Phone: 910-893-1560 Fax: 910-893-1559

Comp.
Inits.

REPORT OF MEDICAL HISTORY
Last Name (print)

• MR (after first birthday)
• Measles (after first birthday)

** Disease Date

**** Titer Date & Result

(please print in black ink)

First Name

To be completed by student

Middle Name

Permanent Address

City

Date of Birth (mo./day/year)

Gender

Social Security

State

qMqF

Zip

Area Code/Phone

qSqM

Marital Status

• Mumps

*** (Disease Date
NOT Accepted)

**** Titer Date & Result

CLASS YOU ARE ENTERING Previously Enrolled Here q YES q NO _____YR SEMESTER ENTERING (circle):

• Rubella

*** (Disease Date
NOT Accepted)

**** Titer Date & Result

(circle)

** Disease Date

**** Titer Date & Result

SECTION B RECOMMENDED IMMUNIZATIONS

The following immunizations are recommended for all students and may be required by certain colleges or departments
(for example, health sciences). Please consult your college or department materials for specific requirements.
mo./day/year mo./day/year mo./day/year mo./day/year
• Meningococcal

• Tuberculin (PPD) Test
(within 12 months)

Date read

Treatment, if applicable

SR. Previously A Patient Here q YES q NO

fall winter spring sumr.1 sumr.2 yr. 20____

Hospital/Health Insurance (Name & Address of Company)

Telephone

Name of Policy Holder

Employer

Social Security Number

Policy or Certificate Number

is this an HMO/PPO/Managed Care Plan? q YES q NO

Group Number

Name of Person to Contact in Case of Emergency

Relationship

Address

Area Code/Phone
To be completed by student

(please print in black ink)

Has any person, related by blood, had any of the following:

yes

Date

SECTION C OPTIONAL IMMUNIZATIONS
mo./day/year mo./day/year mo./day/year

no

relationship

yes

no

relationship

yes

High blood pressure

Cholesterol or blood fat disorder

Cancer (type:)

Stroke

Diabetes

Alcohol/drug problems

Heart attack before age 55

Glaucoma

Psychiatric problems

Blood or clotting disorder

Haemophilus influenza type b
Pneumococcalr
Hepatitis A series
Typhoid (specify type)
Other

no

relationship

Suicide

Have you ever had or have you now: (please check at right of each item and if yes, indicate year of first occurrence)

Yes No Year

Signature or Clinic Stamp REQUIRED:
Signature of Physician/Physician Assistant/Nurse Practitioner		

Date

Print Name of Physician/Physician Assistant/Nurse Practitioner		

Area Code/Phone Number

*

JR.

FAMILY & PERSONAL HISTORY

Date
results

Office Address

SO.

The following health history is confidential, does not affect your admission status and, except in an emergency situation or by court order, will not be released without your written permission.
Please attach additional sheets for any items that require fuller explanation.

mm induration

Chest x-ray, if positive

•
•
•
•
•

FR.

**** Titer Date & Result

• Varicella (chicken pox) series of two doses or
immunity by positive blood titer (Required for Pharmacy)

INTERNATIONAL STUDENTS

SECTION B:

Middle Name

-

SECTION A REQUIRED IMMUNIZATIONS

STUDENTS 50 YEARS OF AGE AND OLDER

3.
4.

A complete immunizations record from a physician or clinic may be attached to this form.

• Hepatitis B Series (Required for Pharmacy)

STUDENTS 17 YEARS OF AGE AND YOUNGER

1.
2.

First Name

(Please print in black ink) To complete and signed by physician or clinic.

City

		

State

Zip Code

Provision of Social Security number is voluntary, is requested solely for administrative convenience and record-keeping accuracy, and is requested
only to provide a personal identifier for the internal records of this institution.
** Must repeat Rubeola (measles) vaccine if received even one day prior to 12 months of age. History of physician-diagnosed measles disease is
acceptable, but must have signed statement from physician only to provide a personal identifier for the internal records of this institution.
*** Only laboratory proof of immunity to rubella or mumps is acceptable if the vaccine is not taken. History of rubella or mumps disease, even from
physician, is not acceptable.
**** Attach lab report.

Do Not Write in This Space

Yes No Year

Yes No Year

Yes No Year

High Blood Pressure

Hay fever

Jaundice or hepatitis

Kidney stones

Rheumatic fever

Allergy injection therapy

Rectal disease

Protein or blood in urine

Heart trouble

Arthritis

Hearing loss

Pain or pressure in chest

Concussion

Severe or recurrent
abdominal pain

Shortness of Breath

Frequent or severe headache

Asthma

Dizziness or fainting spells

Pneumonia

Severe head injury

Chronic cough

Paralysis

Tuberculosis

Epilepsy/Seizures

Head or neck radiation

Disabling depression

Tumor or cancer (specify)

Excessive worry or anxiety

Malaria

Ulcer (duodenal or stomach)

Thyroid trouble

Intestinal trouble

Diabetes

Pilonidal cyst

Back injury

Frequent vomiting

Kidney infection

Broken bone (specify)

Bladder infection

Chicken Pox

Mononucleosis

Hernia
Easy fatigability
Anemia or Sickle Cell
Anemia
Eye trouble besides
needing glasses
Bone, Joint or other
deformity
Shoulder dislocations
Knee problems
Recurrent back pain
Neck injury

Sinusitis
Severe menstrual cramps
Irregular periods
Sexually transmitted disease
Smoke (# cigarettes a day) ____

Alcohol use
Drug use
Anorexia/Bulimia
Personal Trauma
Serious skin disease
Gall bladder trouble or
gallstones
Other (specify)

FAMILY & PERSONAL HISTORY-CONTINUED

(please print in black ink)

To be completed by student

PHYSICAL EXAMINATION

Must be completed by a licensed physician, physician’s assistant or nurse practitioner

Please list any known drug allergies and reactions

Last Name

First Name

HEIGHT
Vision

Please list any food allergies and reactions

Please list any drugs, medicines, birth control pills, vitamins and minerals (prescription or nonprescription) you use and indicate how often you use them.
Name

Use

Dosage

Name

Use

Dosage

Name

Use

Dosage

Name

Use

Dosage

Name

Use

Dosage

Name

Use

Dosage

Date of Birth (mo./day/year)

TPR

Corrected

Right 20/

Left 20/

Uncorrected

Right 20/

Left 20/

Right

Left

Are there abnormalities?

Normal

/

/

Social Security Number
BP

Urinalysis: (if indicated)
Sugar
Micro

/
Albumin

C a m p b e l l U n i v e r s i t y S t u d e n t H e a lt h S e rv i c e s

Hgb or Hct (if indicated)

Abnormal

DESCRIPTION (attached additional sheets if necessary)

1. Head, Ears, Nose, Throat
2. Eyes
3. Respiratory

Check each item “Yes” or “No.” Every item checked “Yes” must be fully explained in the space on the right (or on an attached sheet)
No

Middle Name

WEIGHT

Hearing (gross)

Yes

To be completed and signed by physician or clinic.

(please print in black ink)

Explanation

4. Cardiovascular

Have you ever been a patient in
any type of hospital? (Specify when,
where, and why)

5. Gastrointestinal

Is there loss or seriously impaired
function of any paired organ?
(please describe)

6. Hernia

Other than for a routine checkup,
have you seen a physician or a
healthcare professional in the past 6
months? (please describe)

8. Musculoskeletal

Have you ever had a serious illness
or injuries other than those already
noted? (specify when and where
and give details)

10. Neuropsychiatric

7. Genitourinary

This is REQUIRED information.

To avoid long lines and delays in registration:
Complete this form and return PRIOR TO REGISTRATION to:

9. Metabolic/Endocine

11. Skin
12. Mammary

Have you ever been treated? yes
q no q; hospitalized? yes q no
q; or presently on medication for
emotional/psychological concerns?
yes q no q; (please describe)

A.

Is there loss or seriously impaired function of any paired organs?

Yes

No

Explain 	

IMPORTANT INFORMATION...PLEASE READ AND COMPLETE
STATEMENT BY STUDENT OR PARENT/GUARDIAN, IF STUDENT UNDER AGE OF 18:
(A) I have personally supplied (reviewed) the above information and attest that it is true and complete to the best of
my knowledge. I understand that the information is strictly confidential and will not be released to anyone without
my written consent, unless by Court order. However, if I should be ill or injured or otherwise unable to sign the
appropriate forms, I hereby give my permission for the Student Health Services to release information from my (son/
daughter’s) medical record to a physician, hospital, or other medical agency involved in providing me (him/her) with
emergency treatment and/or medical care.
(B) I hereby authorize any medical treatment for myself (my son/daughter) that may be advised or recommended by
providers of the Student Health Services.
(C) I am aware that the Student Health Services charges for some services and I may be billed through the
University Bursar if the account is not paid at the time of visit. I accept personal responsibility for settling the
account with the Bursar and for payment of incurred charges. I am responsible for filing outpatient charges
with insurance and acknowledge my responsibility to the University by the existence of insurance coverage.

B.

Is student under treatment for any medical or emotional condition?

Yes

No

Recommendation for physical activity? (physical education, intramurals, etc.) Yes

No

Explain
C.

Explain
A.

Is student physically healthy?

Yes

No

Explain
Based on my assessment of this student’s physical and emotional health on
able to participate in all activities. Yes

REQUIRED
IMMUNIZATION &
MEDICAL HISTORY FORM

No

, he/she appears

If no, please explain 		

		

Campbell University
Student Health Services
PO Box 565
Buies Creek, NC 27506
Phone: (910) 893-1561
Fax: (910) 893-1559
North Carolina law requires a documentation of

immunizations within 30 days from the date of a
students first day of class. Failure to comply will
result in WITHDRAWAL from the university.
• Pay careful attention to the “Guidelines for
Completing Immunization Record.”
• Results of the tuberculin test must be documented.

Signature of Student

Date

Signature of Physician/Physician Assistant/Nurse Practitioner

Date

Phone #

Signature of Parent/Guardian, if student under age 18

Date

Print Name of Physician/Physician Assistant/Nurse Practitioner

Date

Fax#

• The Physical Examination Form is required only if you plan to register for
physical education classes.

