
 
 
 
 
 
 

 
Health Center 
 
Welcome!  We are a campus medical clinic for Gonzaga students.  All Gonzaga students are eligible and no insurance is 
necessary.  We are located at 704 E. Sharp (corner of Sharp and Dakota); hours are 8:00am-11:45am and 1:00-5:00pm 
Monday to Friday during the academic calendar.  Tuesdays we open at 10:00am.  If you visit the Health Center or another 
health care facility you or your insurance plan is responsible for the fees incurred.  An insurance plan provided by Gonzaga 
is available in the Student Accounts office.  Please complete this form and return it to the Health Center by August 1st.  

**Please include a copy of your immunization records as well as a copy of your insurance card.** 
 
PERSONAL HEALTH INFORMATION   NAME       
 
List below the illnesses and medical problems for which you have been treated by a physician or other health professional.  
Include both past problems and current conditions. 
 

Does anyone in your family have a history of ____Diabetes ____High Blood Pressure 

Allergies____________________________ If reaction, what kind?_______________________________________ 

Illness, including those during childhood (i.e. chickenpox) ______________________________________________ 

_____________________________________________________________________________________________ 

Disabilities ___________________________________________________________________________________ 
(Please contact Disabilities Support Services  313-4072) 

Injuries (fractures, etc.) __________________________________________________________________________ 

Emotional health problems (hospitalizations, suicide attempts, eating disorders, counseling experience ___________ 

_____________________________________________________________________________________________ 

Hospitalizations for _____________________________________________________________________________ 

Immunizations: See Reverse Side 

Medications presently taking ______________________________________________________________________ 

Ht. __________ Wt. _________  Most recent physical examination ______________________________ 

Do you smoke?  Yes ____ No ____  Most recent dental examination ________________________________ 

Do you use alcohol?  Never ____  Most recent eye examination __________________________________ 

Monthly ____  Weekly ____  Daily 

Do you have other problems not covered by this questionnaire that are of concern to you? ______________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

In case of emergency notify _______________________________________________________________________ 

    (Name)   (Phone)  (Address) 

Insurance Policy (Company Name and Policy Numbers) _______________________________________________________ 

______________________________________________________________________________________________ 

 

SPOKANE, WASHINGTON  99258-2506     *     1-509-313-4052     *     Fax 1-509-313-5516 

 



IMMUNIZATION RECORD 

TO BE COMPLETED AND RETURNED BY AUGUST 1ST 
Name _________________________________________________________________________________________________________________ 
 (last)    (first)    (middle initial) 
Date of Birth _____/_____/_____ Student ID Number _______________________________Phone (______)______________________________ 

Address_______________________________________________________________________________________________________________ 
 (street)    (city)   (state)   (zip code) 

Mark School Entering:  ____Graduate     ____Undergraduate      ____Law Date of Enrollment _______________________________________ 
          Month Day Year 

********************************************************************************************** 
IF YOU WERE BORN AFTER 1956, IT IS MANDATORY TO HAVE RUBEOLA (MEASLES) IMMUNITY  

DOCUMENTED BEFORE REGISTRATION, BY TWO INJECTIONS AFTER YOUR 1ST BIRTHDAY AND AFTER 1967, 
PREFERABLY AFTER 1980.  YOUR REGISTRATION MAY BE “HELD.” 

 

Measles/Mumps & Rubella 
 
MMR #1_______  MMR #2_______   OR  Rubeola #1_______  Rubeola #2_______ 
 (date)  (date)     (hard measles)  (date)        (date) 
        Rubella Immunizations ______  Mumps _______ 
          (German Measles) 
 

RECOMMEND 
 

Diphtheria Tetanus Booster  _____ (date)  Oral Polio Series __________________(date completed) 
 
Hepatitis A  ________  _______  Hepatitis B  _______  _______  _______ 
 
Meningococcal Vaccine  _______  HPV (gardasil)  _______  _______  _______ 
 
Original Diphtheria, Pertussis, Tetanus Series (DPT)  Yes  _______ No  _______ Year completed  ________ 
 
P.P.D. within past year _______(date) Reaction ____________ Varicella Vaccine or Disease  _________ 
     (Tuberculin skin test)           (Chicken Pox) 
 
PLEASE SEND COPY OF IMMUNIZATION RECORDS—DO NOT SEND ORIGINALS. 
 
PHYSICIAN 

Name _____________________________________________________ Phone ____________________________________ 

Address _____________________________________________________________________________________________ 

 
This TREATMENT AUTHORIZATION must be signed by a parent or guardian ONLY if student is under 18. 
 
Medical and Surgical Authorization: 
 
I hereby authorize and give my consent to the Health authorities of  ___________________________________________________________ 
to perform upon or administer to _____________________________________any necessary medical or surgical treatment while attending this 
university.  This authorization does not entitle the Health Center to render any medical or surgical treatment without the student’s personal consent.   
Signature ________________________________________________________________ Date_____________________________________ 

Relation to Student ________________________________________________________ Phone____________________________________ 

Address ___________________________________________________________________________________________________________ 

 
INSURANCE 
  Since students are responsible for all medical charges made by the Health Center or another health care provider, it is reasonable, responsible and prudent 
to have a major medical plan.  It may be a requirement to matriculate.  There is an automatic accident plan for every student.   

• Make sure your insurance company covers your student “out of area.” 
• If not, consider a supplemental policy or purchase the Student Injury and Sickness Insurance Plan offered through Gonzaga by a private 

insurance carrier. 
• In the Health Center, charges may be billed to a student through Student Accounts which are often then billed to their home address. 
• The Health Center does not bill insurance but we do provide a Fee Slip that is specifically designed to be submitted to insurance companies. 
• These Fee Slips may be sent to parents to submit to their private insurance plan to either help meet deductibles or to seek reimbursement.   

  International Students – You must provide proof of basic and major medical health and accident insurance or you will be required to purchase a policy 
provided by the current insurance company.  You may contact the International Student Programs office at 509-313-6562.   
  Insurance will not be included in a payment plan.  However, it may be purchased through the Student Accounts office.   
RETURN THIS FORM TO: THE GONZAGA UNIVERSITY HEALTH CENTER 
   502 E BOONE AVE, MSC BOX 2506 
   SPOKANE, WA  99258-2506 
    FAX NUMBER:  509-313-5516 
 
(Immunization Record for Health Center - Revised 11/25/2008 le) 


