
 
 
 
 

To: Postdoctoral Fellows and Family Members who are eligible to use Campus Health: 
 

The staff at Campus Health welcomes you to Carolina.  We look forward to assisting you with any health 
and wellness needs while you are here on campus.  To assist us in this endeavor, we ask that you 
complete the health history form and return it to us at the address above on the letterhead.  Please mark 
this Attn: Patient Accounts. 

 
It is also the policy of Campus Health that all incoming Postdoctoral Fellows and family members 
eligible for services at Campus Health meet recommended vaccine guidelines and be screened for 
tuberculosis (TB).  Please complete the TB screening questionnaire enclosed in this packet and mail a 
copy to Campus Health along with your forms.  If you answer “yes” to any of the questions on the 
screening questionnaire, you need to EITHER be tested for a TB infection OR you may need to make an 
appointment to see a Campus Health provider to discuss your individual situation. 

 
Acceptable TB screening tests include an FDA approved TB blood test (e.g. QFT-G or T-spot) or a 
PPD/TST (Tuberculin Skin Test).  This screening test must have been done within the past 12 months 
before coming to UNC.  If you have had the blood test for TB or the TB skin test within the last year, 
please send the result to Campus Health. Also, if a PPD/TST was done, the test must have been 
performed in a United States facility and it must be documented in millimeters of induration to be 
considered valid. 

 
If you have ever had a positive TB screening test, you will be required to schedule an appointment with a 
Campus Health medical provider and provide appropriate documentation.  If you have had a positive TB 
blood test or skin test in the past and it was done in the US, you do NOT need another TB blood or skin 
test.  However, you will need to have documentation that you had a chest x-ray after the positive TB test 
or you will need another chest x-ray.  Again, this chest x-ray must have been done in a US facility. 

 
If you cannot provide the results of the TB screening test, do not have a current TB screening test (within 
the 12 months), or if your current test was not done in a United States facility, please call 919-966-2281 
and choose option 2 to schedule an appointment to get the test done at Campus Health. If you have any 
questions about this policy, please call 919-966-6573 and ask to speak with a nurse. 

 
 

Sincerely, 
 

 
Ken Pittman MHA FACHE 
Executive Director for Campus Health Services 

July 1, 2025 
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___________________________________________________________     _______________________   _________________________ 
Last Name                        First Name                                 Middle/Maiden             Date of Birth (mm/dd/yyyy)                   UNC PID# 

Gender Identity:  � Male � Female  � Transgender � Self-Identify___________________ Email: ________________________________ 

Address: _______________________________________________________________________________________________________ 

� Postdoctoral  � Spouse    Year Entering UNC: _____    Semester: � Fall  � Spring    Preferred Phone: � Cell � Home _______________  

Previously enrolled at UNC Chapel Hill?  � No � Yes   International Student: � No � Yes - Country of Origin________________________ 

Name of person to contact in case of emergency Relationship 

Address City State Zip Code Phone Number 

Has any person, related by blood, had any of the following? If you prefer not to answer, please leave blank. 

Have you ever had or have you now: (if yes, indicate year of first occurrence).  If you prefer not to answer, please leave blank. 
Yes No Year Yes No Year Yes No Year 

 ADD/ADHD Disordered Eating Mononucleosis 

Allergy Injections Endocrine Issues Neurologic Disorders 

Asthma Gastrointestinal Issues Psychiatric Disorders 
(Anxiety, Depression) 

Other Respiratory 
Problems  Gynecologic Issue Other Psychiatric 

Disorders 

Autoimmune Disorders Headaches/Migraines Rheumatologic 
Disorders 

Blood Disorders (anemia, 
sickle cell) Hearing Problems Substance/Alcohol 

Abuse 
Bone, Joint or Mobility 
Issues 

Heart Issues or 
Pain/Pressure in Chest Tumor or Cancer 

Chickenpox Hepatitis Vision Problems 

Concussion or Traumatic 
Brain Injury High Blood Pressure 

Other: 
Diabetes Kidney/Bladder Issues 

Please explain any positive (yes answers) _______________________________________________________________________________________ 

Medications - including birth control, allergy injections, vitamins, minerals, and any herbal/natural product (prescription and nonprescription) used: 

Name    Use    Dosage    Name    Use    Dosage  

Name    Use    Dosage    Name    Use    Dosage  

Name    Use    Dosage    Name    Use    Dosage  

Yes No Unknown 
Cancer (type): 

Alcohol/drug problems 

Psychiatric illness 

Suicide 

Yes No Unknown 
High blood pressure 

Stroke 
Heart attack before age 
55 
Blood or clotting disorder 

Yes No Unknown 
Cholesterol or blood fat 
disorder 

Diabetes 

Glaucoma 

Family, Personal and Social History        

Postdoctoral/Spouse Health History Form 



Student Name: ________________________________________________ PID#: ___________________________________________ 

Have you ever had or have you now: (if yes, indicate year of first occurrence).  If you prefer not to answer, please leave blank. 

Please indicate if and how often you engaged in these behaviors in the past 30 days. If you prefer not to answer, please leave blank. 
N/A Never Rarely Sometimes Regularly Always 

Wear a seat belt when in a car 

Regularly exercise 3-5 times per week 

Eat 5 or more servings of fruits and 
vegetables per day 
Use a condom or protective barrier during 
sexual activity 

Within the last 30 days, on how many days did you use: 

Never used Have used, not in last 30 days 1-5 days 6-19 days 20+ days 

Tobacco Use 

Alcohol (beer, wine, liquor) 

Marijuana (pot, weed, hashish, hash oil) 

Other drugs (illicit, opioid, hallucinogens) 

Do you have a health concern or condition that may need treatment during your time at UNC?   � No   � Yes 
Do you have a mental health concern or condition that may need treatment during your time at UNC?   � No   � Yes 

_____________________________ ____________________________________________________ 

Printed Name/Signature  
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Date 

Adverse Reactions to:  No Yes Explanation 

Antibiotics (please name) 

Other drugs, medicines, chemicals 
(specify) 

Insect bites 

Food allergies (name) 

Other Health Issues: No Yes Explanation 

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

Has your academic career been interrupted due 
to physical or emotional problems? (Please 
explain) 

Is there loss or seriously impaired function of 
any paired organs? (Please describe) 

Other than for routine check-up, have you 
seen a physician or health-care professional 
in the past six - twelve months? (Please 
describe) 

No Yes Year No  Yes Year 

Received counseling for mental health concerns Purposefully injured yourself without suicidal intent 
(e.g., cutting, hitting, burning, etc.) 

Taken a prescribed medication for mental health 
concerns Received treatment for alcohol or drug use 

Been hospitalized for mental health concerns Experienced harassing, controlling and/or abusive 
behavior from another person 

Seriously considered attempting suicide 
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Tuberculosis (TB) Screening Questionnaire  

Name: __________________________________________ UNC PID #:_________________________________ 

Please complete and return to Campus Health. 

• Have you ever had close contact with persons known or suspected to have active TB
disease?

 Yes  No

• Were you born in a country that has a high incidence of active TB disease? Please refer
to the following webpage for the list of countries:

https://campushealth.unc.edu/services/immunizations/international-student-tb-
information/

If you answered yes, please indicate which country: _____________________________

 Yes  No

• Have you had frequent or prolonged visits (this usually means a cumulative time of one
month) to one or more of the countries listed above with a high prevalence of TB
disease? (If yes, CHECK the countries, above)

 Yes  No

• Have you been a resident and/or employee of high-risk congregate settings (e.g.,
correctional facilities, long-term care facilities, and homeless shelters)?

 Yes  No

• Have you been a volunteer or health-care worker who served clients who are at
increased risk for active TB disease?

 Yes  No

• Have you ever been a member of any of the following groups that may have an increased
incidence of latent M. tuberculosis infection or active TB disease – medically underserved,
low-income, or abusing drugs or alcohol?

 Yes  No

If the answer is YES to any of the above questions, Campus Health strongly recommends that you receive TB testing as soon 
as possible and forward that result to Campus Health or you can get a TB screening test at Campus Health as soon as you 
arrive on campus.   

If the answer to all of the above questions is NO, no further testing or further action is required, please submit this form to 
Campus Health. 

https://campushealth.unc.edu/services/immunizations/international-student-tb-information/
https://campushealth.unc.edu/services/immunizations/international-student-tb-information/


 

 
Consent for Purposes of Treatment, Payment and Health Care Operations 

 
I consent to the use or disclosure of my protected health information by Campus Health for the purpose of 
diagnosing or providing treatment to me, obtaining payment for my health care bills or to conduct health care 
operations of Campus Health. My "protected health information" means medical, billing and demographic 
information about me collected from me and created or received by Campus Health which relates to my past, 
present or future mental or physical condition. I understand that diagnosis or treatment of me by Campus 
Health may be conditioned upon my consent as evidenced by my signature on this document. 
 
I understand that Campus Health may contact me via University e-mail to include, but not limited to, 
appointment reminders, insurance claim inquiries, etc. I am aware that I may opt-out of receiving e-mail 
correspondence by calling Campus Health at (919) 966-2283. Because conventional email is inherently 
unsecured and the confidentiality of sensitive medical information cannot be assured, it is advised for matters 
that are sensitive in nature to contact Campus Health directly by calling 919-966-2281 or by sending a secure 
message through the patient portal at https://healthyheels.unc.edu. To Opt Out of appointment reminder text 
messages from Campus Health, please call 919-966-2283.  
 
I understand I have the right to request a restriction as to how my protected health information is used or 
disclosed to carry out treatment, payment or healthcare operations of the practice. Except as noted below, 
Campus Health is not required to agree to the restrictions that I may request. However, if Campus Health 
agrees to a restriction that I request, the restriction is binding on Campus Health.  Campus Health is required, 
and will agree to restrict disclosure of PHI about me to my health insurer when the PHI is solely related to a 
health care item or service for which I have paid in full out of pocket. 
 
I have the right to revoke this consent, in writing, at any time. The revocation will be effective upon receipt, 
except to the extent that Campus Health has taken action in reliance on this consent. 
 
I understand I have a right to review Campus Health’s Notice of Privacy Practices prior to signing this 
document. The Notice of Privacy Practices describes the types of uses and disclosures of protected health 
information about me that will occur in my treatment, payment of my bills or in the performance of health 
care operations of the Campus Health.  The Notice of Privacy Practices for Campus Health is also provided in 
various locations including on the Campus Health website at campushealth.unc.edu.  The Notice of Privacy 
Practices also describes my rights and the Campus Health’s duties with respect to protected health information 
about me. 
 
Campus Health reserves the right to change the privacy practices that are described in the Notice of Privacy 
Practices. I may obtain a revised Notice of Privacy Practices by accessing the Campus Health’s website, calling 
the Campus Health office and requesting a revised copy be sent in the mail, or asking for one at the time of 
my next appointment. 
 
 
 
______________________________________          _________________________________________ 
Patient Name                        Patient Signature 
 
 
___________________________ 
Date 
 
Updated 8/2017, 05/2019, 10/22 

https://healthyheels.unc.edu/
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