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STUDENT
CLASSIFICATIONS

New Student = First-Time Graduate/Professional
(FTGP) students. New students must have paid the
$150.00 enroliment fee.

Former Student Returning (FSR) = Students who
previously attended Howard University, did not
graduate from the University, were not enrolled in
Spring 2010, reapplied for Fall 2010 and were
readmitted to the same course of study.

Continuing Student = Students who were enrolled at
Howard University in Spring 2010 and are eligible to
return for Fall 2010.































SCHOOL OF SOCIAL WORK

MASTER OF SOCIAL WORK PROGRAM - FIRST YEAR/SEMESTER
FALL 2010 COURSE SCHEDULE FOR NEW FULL TIME STUDENTS

COURSE # & COURSE NAME CRN SEC. CRS. DAY/TIME INSTRUCTOR ROOM

SWDS-100 - Social Work Practice & 83882 01 03 WED. 6:10-8:30PM BROWN 118
Processes* 83884 03 03 THURS. 9:40AM-12PM MARTIN-OMEALLY 103
83885 05 03 THURS. 9:40AM-12PM MAJIED 116
86277 02 03 THURS. 6:10-8:30PM MARTIN-OMEALLY 118
85524 04 03 THURS. 6:10-8:30PM FITTS 107
SWHB-205 - Human Behavior & 83857 03 02 MON. 4:10-:600PM THOMPSON 118
Social Environment | 83856 02 02 THURS. 4:10-6:00PM THOMPSON 107
83858 05 02 THURS. 4:10-6:00PM WILSON 118
83855 01 02 THURS. 6:10-8:00PM GRAY 116
SWRS-201 - Research Methods for 83888 03 02 WED. 6:10-8:00PM TBA 111
Social Workers 83886 01 02 THURS. 10:10AM-12PM  TBA 111
83887 02 02 THURS. 1:10-3:00PM SMITH 107
83889 04 02 THURS. 6:10-8:00PM TBA 336
SWPS - 213 - Social Welfare Policy 83735 01 02 MON. 6:10-8:00PM MCRAE 107
& Services | 85971 05 02 MON. 6:10-8:00PM MBANASO 118
83737 02 02 THURS. 1:10-3:00PM MBANASO 118
83739 03 02 THURS. 4:10-6:00PM TBA 116

SWFI-201 - Field Education I* 83783 01 06 TUES/WED - 9-5PM DAVIS OFF CAMPUS

*These two courses (Methods and Field Education) must be taken concurrently.
Note: FULL-TIME STATUS =9-15 HOURS
PART-TIME STATUS = Less than 9 hours (2-8)



SCHOOL OF SOCIAL WORK
MASTER OF SOCIAL WORK PROGRAM - FIRST YEAR/SEMESTER
FALL 2010 COURSE SCHEDULE FOR NEW ADVANCED STANDING STUDENTS

Three semesters - 45 Hours Degree Program

COURSE TIME DAY COURSE # SEC CREDITS INSTRUCTOR ROOM

Macro Social Work Practice* ONLINE 83757(310) 01 03 BENT-GOODLEY ONLINE
(Assessment & Intervention Strategies
w/ Communities & Organizations)

OR
Direct Services Practice* 9:40am-12pm THURS. 83875(305) 01 03 GOURDINE 107
Social Welfare Policy & Services II 6:10-8pm WED. 83751(214) 01 02 MBANASO 103
ONLINE 85974(214) 02 02 CRAIGEN ONLINE
Human Behavior and the 1:10-3pm THURS. 83859(207) 01 02 GARY 103
Social Environment II 4:10-6PM THURS. 88958(207) 02 02 GARY 103
Data Analysis for Social 6:10-8pm WED. 85028(202) 02 02 ADAIR 111
Workers 4:10-6pm THURS. 88960(202) 01 02 ABU-BADER 111
Field Education IT1* 8:30am-5pm Tues. & Wed. 83796(202) 01 06 DAVIS OFF CAMPUS

Field of Practice Courses™**

*These two courses (Methods and Field Education) must be taken concurrently.

**Select from Field of Practice course options listed on the reverse side

NOTE: FULL-TIME STATUS = 9-15 HOURS & PART-TIME STATUS = Less than 9 hours (2-8)



HOWARD UNIVERSITY SCHOOL OF SOCIAL WORK
PROFILE SHEET FOR FIRST YEAR STUDENTS (FOUNDATION)

FIELD EDUCATION | AND 11

NAME DATE OF BIRTH

Last First Middle MARITAL STATUS
LOCAL ADDRESS AGE MALE FEMALE
CITY AND STATE ZIP CODE
LOCAL PHONE # E-MAIL FAX
PERMANENT
ADDRESS PHONE #
CITY AND STATE ZIP CODE
In case of an emergency, please notify:
NAME PHONE # RELATIONSHIP
EDUCATION:

DEGREE MAJOR INSTITUTION DATE

UNDERGRADUATE
GRADUATE

STATE BRIEFLY YOUR CONCEPT OF FIELD EDUCATION

STATE BRIEFLY WHY YOU CHOSE SOCIAL WORK AS YOUR PROFESSION

BRIEFLY STATE YOUR STRENGTHS

If you have special needs, please list them on a separate sheet.

CHECK ONE AREA OF CONCENTRATION

| CAPPRACTICE/MACRO

| DIRECT PRACTICE

(Individual, Family & Groups))

PROGRAM (CHECK ONE)

(Organizations & Communities)

CHECK ONE FIELD OF PRACTICE

FAMILY AND CHILD WELFARE

SOCIAL WORK IN HEALTH CARE SETTINGS

| CRIMINAL JUSTICE

SOCIAL GERONTOLOGY

SOCIAL WORK IN MENTAL HEALTH SETTINGS
SOCIAL WORK WITH DISPLACED POPULATIONS

TWO YEAR FULL TIME PLANNED PART TIME ADVANCED STANDING OTHER
WILL YOU HAVE A CAR AVAILABLETO YOU? YES 1 NO |
SIGNATURE DATE

If you are applying for Employee Based Field Education, please fill in the information requested on the attached sheet.

*** AN UPDATED RESUME MUST BE ATTACHED

JMD 06/09



Employee Based Field Education Intent Form (EBFE)

Agency Name:

Agency Address:

City and State: Zip Code:
Agency Director: Phone:
Proposed Supervisor: Phone:
Address:

City and State: Zip Code:
Fax Number:

E-mail (for Supervisor and Director):

Have you discussed EBFE with your agency? Yes No

The application for Employee Based Field Education assumes the agency and the student will
practice ethical principles such as acknowledging personal relationships, separating the field
hours from work hours, and providing a M SW supervisor not serving as current employment
supervisor. For possible ethical violations please refer to the NASW site on the Internet for a
copy of the social work code of ethics.

Both student and agency representative are required to sign below acknowledging their
understanding of the requirement adhering to NASW Code of Ethics. A lack of signatures will
result in request for Employee Based Field Education application being denied.

Signatures: Agency Representative:
Student:
Date:

*This form must accompany the Field Education Profile Sheet.




3
2
=

HOWARD
UNIVERSITY

TO: NEW ENTRANTS, PARENTS, TRANSFER STUDENTS AND FORMER
STUDENTS RETURNING:

The Student Health Center staff extends a warm welcome to all. All students
entering a school or college of the University for the first time or returning after
an absence of a semester or more, are required to submit a completed Report
of Medical History as well as an Immunization and Tuberculosis
Screening Certificate signed by a licensed health care provider. Please
note that there is a separate Immunization and Tuberculosis Screening
Certificate form for students entering Health Professions schools as opposed to
those entering Non-Health Professions schools. Enclosed in this package are all
the forms that you will need to document the health requirements. If you have
not received the forms with this letter, please access our website
www.howard.edu/studenthealth for the most updated information and forms on
the University’s health requirements. You should take this letter, a copy of all of
your immunization records, and the enclosed health-related forms to your health
care provider for review; this will allow your health care provider to complete the
forms appropriately.

Compliance with the immunization requirements is mandatory and
your medical clearance is a prerequisite for registration. Therefore you
should complete all medical requirements prior to coming to our campus. The
forms should be submitted directly to the Student Health Center as soon as
possible but no later than July 1 for Fall entrants and no later than
December 1 for Spring entrants to avoid a medical hold and any
unnecessary delays in your registration. Students may mail the completed forms
to the Student Health Center and/or fax the forms to the Student Health Center
(202-806-7416). Students should retain a copy of all documents submitted to
the Student Health Center. Whenever there are questions concerning
immunization compliance and/or a medical hold, the student should have on
hand a copy of all immunization information submitted to the Student Health
Center (do not submit the original copies of your childhood immunization
records).

If for some reason a student is unable to complete the immunization
requirements before presenting to Howard’s campus, students may come to the
Student Health Center for assistance in meeting the immunization requirements.
However, students who are non compliant with the immunization requirements
will be on medical hold and the student should expect to remain on medical hold

Student Health Center Telephone 202 806-7540
2139 Georgia Avenue, NW Facsimile 202 806-7416
Washington, DC 20059 www.howard.edu/studenthealth



until he/she is compliant with all the required immunizations.

Finally, let me share information with you on the Meningococcal vaccine.
Meningococcal disease, a potentially fatal bacterial infection, has received much
media discussion over the past several years. Even though the vaccine does not
protect the student from all the strains that cause this form of meningitis, up to
83% of all cases in adolescents and young adults could have been potentially
prevented by this vaccine. The CDC recommends that college students,
particularly freshmen living in residence halls, be educated about
meningitis and the benefits of vaccination. The recommendation further
states that information about the disease and vaccination is appropriate for other
undergraduate students who also wish to reduce their risk for the disease.
Meningitis is rare. However, when it strikes, its flu-like symptoms make
diagnosis difficult. If not treated early, meningitis can lead to swelling of the
fluid surrounding the brain and spinal column as well as severe and permanent
disabilities, such as hearing loss, brain damage, seizures, limb amputation and
even death. On May 2, 2008, the District of Columbia Health Department
regulations mandated that all students entering a college for the first
time receive the meningococcal vaccine or sign a waiver. We strongly
recommend that all students planning to live in University housing
receive the Meningococcal vaccine before arriving on campus.

Please visit our website www.howard.edu/studenthealth and learn about access
to health care at Howard University.

Sincerely,

Evelyn Treakle-Moore, M.D., FACP
Director, Student Health

SHC 2/06-HO-13 (Revised 12/09)



HOWARD UNIVERSITY STUDENT HEALTH CENTER
WASHINGTON, DC 20059
Fax (202) 806-7416 Phone (202) 806-7540

The following health history is confidential and does not affect your admission status. This information is requested to determine if you have any medical
conditions that may require special assistance from the University. This information will be used to help us provide continuity of care for you. This information
will not be released without your written permission except in an emergency situation, by court order or by parental consent if under age 18. Please attach
additional sheets for any items that require additional explanation.

| SECTION 1: REPORT OF MEDICAL HISTORY (Please print in black ink) To be completed by student |
LAST NAME FIRST NAME MIDDLE NAME STUDENT ID NUMBER SOC. SECURITY NUMBER
PERMANENT ADDRESS CITY STATE ZIP CODE AREA CODE/PHONE
DATE OF BIRTH (mo/day/yr) PLACE OF BIRTH GENDER OM OF MARITAL STATUS OS 0OM DOOTHER
CLASS YOU ARE ENTERING (circle) PREVIOUSLY ENROLLED HERE [ YES O NO | SEMESTER ENTERING (circle): FALL SPRING
FR. SO. JR. SR. GRAD. PROF. PREVIOUSLY A PATIENT HERE O YES O NO | SUMMER 1 SUMMER 2 YEAR
NAME OF PERSON TO CONTACT IN CASE OF EMERGENCY RELATIONSHIP
ADDRESS CITY STATE ZIP CODE AREA CODE/PHONE
NAME AND ADDRESS OF HEALTH INSURANCE CO. AREA CODE/PHONE
NAME OF POLICY HOLDER POLICY/CERTIFICATE # GROUP #
| SECTION 2: FAMILY MEDICAL HISTORY (Please print in black ink) To be completed by student
HAS ANY PERSON, RELATED BY BLOOD, HAD ANY OF THE FOLLOWING CONDITIONS:
Yes | No | Relationship Yes | No | Relationship Yes | No | Relationship
High blood pressure Cholesterol or blood fat Cancer
Disorder (type):
Stroke Diabetes Alcohol/drug
problem
Heart attack before age 55 Glaucoma Psychiatric
illness
Blood or clotting disorder Asthma Suicide
SECTION 3: PERSONAL MEDICAL HISTORY (Please print in black ink) To be completed by student
DO YOU HAVE A HISTORY OF ANY OF THE FOLLOWING: PLEASE ANSWER EACH QUESTION AND INDICATE YEAR FOR YES ANSWERS
Yes | No | Year Yes | No | Year Yes | No | Year Yes | No | Year
Anemia or Sickle Chest Pain Headaches Protein or blood in
cell anemia or pressure (Frequent/severe) urine
Anorexia/Bulimia Chronic Head injury Chronic pain
cough (severe) (severe/recurrent)
Allergies/Hay Concussion Hepatitis or Pneumonia
fever Jaundice
Asthma Cancer or Hearing loss Rectal disease
Tumor
Arthritis Cigarettes Hernia (specify) Rheumatic or
smoking Scarlet fever
Alcohol/drug Diabetes Intestinal Serious skin
problem problems disease
Breathing Dizziness or Kidney stone Seizures
problems/ fainting
Back or neck Depression Learning disorder Sexually
injury or Excessive (specify) Transmitted
worry disease (STD)
Bone, joint or Eye problem Malaria Thyroid trouble
other deformity (not
glasses)
Broken Easy Mononucleosis Tuberculosis
bone(specify) fatigability
Bladder or kidney High blood Menstrual cramps Testicles problems
Infection pressure (severe)
Blood transfusion Heart Physical disability Other (specify)
condition




| SECTION 3: PERSONAL MEDICAL HISTORY — CONTINUED (Please print in black ink) To be completed by student |

Describe any conditions or disabilities that would exclude participation in physical education (e.g., swimming).

Do you exercise three or more times per week? O YES O NO Do you use a seatbelt on a regular basis? O YES O NO

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

Name of drug Reason for taking drug? How much are you taking and how often?

W=

4.
Have you ever experienced adverse reactions (hypersensitivities, allergies, upset stomach, rash, hives, etc.) to any of the following? If yes, please explain
the type of reaction, your age when the reaction occurred, and if the experience has occurred more than once.
Yes No Explanation

Penicillin

Sulfa

Other antibiotics (name)

Aspirin

Codeine or other pain relievers

Other drugs, medicines, chemicals
(specify)

Insect bites

Food allergies (name)

Yes No Explanation (specify when, where and why)

Have you ever been a patient in any
type of hospital?

Has your academic career been
interrupted due to physical or
emotional problems?

Have you ever had any serious
iliness or injuries other than those
already noted?

IMPORTANT INFORMATION.....PLEASE READ AND COMPLETE

STATEMENT BY STUDENT:

(A) I have personally supplied (reviewed) the above information and attest that it is true and complete to the best of my knowledge. | understand that the
information is strictly confidential and will not be released to anyone without my written consent, except in an emergency or by Court Order. However, if |
should be ill or injured or otherwise unable to sign the appropriate forms, | hereby give my permission for the Student Health Center to release information
from my record to a physician, hospital or other medical agency involved in providing me with emergency treatment and/ or medical care.

(B) I hereby authorize any medical treatment for myself that may be advised or recommended by the providers of the Student Health Center.

(C) Mental Health: | also hereby authorize transportation to Howard University Hospital when recommended by the psychologist/psychiatrist of the
University Counseling Center.

Signature of Student Date

PARENTAL/GUARDIAN PERMIT — MUST BE COMPLETED IF STUDENT IS UNDER 18 YEARS OF AGE

The LAW requires that parental permission be obtained for medical treatment of minors. A parent or guardian should sign the following consent form so
that medical treatment may be given to the student who is a minor. However, no major operation will be performed except in extreme emergency, without
parent/guardian being contacted and fully informed.

| give permission for such diagnostic and therapeutic procedures as may be deemed necessary for my daughter/son/ward.

(Signed) (Relationship) (Date)

Return or fax all information to:
Howard University Student Health Center
2139 Georgia Avenue, NW
Washington, D.C. 20059
Phone (202)806-7540 / Fax (202)806-7416
SHC 7/05-05



HOWARD UNIVERSITY STUDENT HEALTH CENTER Office Use Only:
2139 Georgia Avenue, NW
Washington, DC 20059

Phone: (202) 806-7540 Fax (202) 806-7416
Website: http://www.howard.edu/studenthealth

Immunization and Tuberculosis Screening Certificate
For Non Health Professions Students Only
2009 Academic Year

Attention: Please read this form carefully before fillina out.

This form must be completed and must include a medical provider’s signature, health department stamp, or a copy of high school records and/or
military record. These records may not however fulfill all requirements as listed below. Records must be documented in black ink and all
corrections must be signed; all vaccine dates must include month, day and year. This certificate must be returned or faxed to the Student Health
Center by July 1* for the Fall term or December 1* for the Spring term. You will remain on medical hold and will not be allowed to register if all
requirements are not met. It is your responsibility to ensure that all appropriate sections of this form are completed. Please note that this form
requires the student’s signature in certain sections. THIS FORM HAS TWO SIDES.

Last Name First Name Middle Initial Date of Birth (mm/dd/yyyy) Student ID#
Contact Phone: E-Mail: Country of Birth:
School Entering: __Undergraduate __ Graduate __ AS __ SB _ SC _ DS _ED __EA _ LAW _ SW _ Other

Date of Entry: __ Summer 2009 _ Fall2009 _ Spring 2010 __ Summer 2010 __Other

You will need a tuberculin skin test (PPD-Mantoux test) regardless of previous BCG vaccination, if you_meet any of the following
conditions. Check all that apply.

You have signs or symptoms of active tuberculosis as determined by your healthcare provider.

You have a chronic medical condition such as diabetes, renal failure, HIV infection, leukemia or lymphoma or other serious condition as
determined by your healthcare provider.

You were born in, lived or traveled to within the past 5 years in TB endemic areas (includes any country NOT on the following list: USA, Canada,
Jamaica, Saint Kitts and Nevis, Saint Lucia, Virgin Islands, Belgium, Denmark, Finland, France, Germany, Greece, Iceland, Ireland, Italy,
Liechtenstein, Luxembourg, Malta, Monaco, Netherlands, Norway, San Marino, Sweden, Switzerland, United Kingdom, American Samoa,
Australia or New Zealand.)

You have worked or resided in settings such as nursing homes, homeless shelters, long-term hospital residential facilities, prisons, or have
injected drugs in the past.

You have had close contact with someone with infectious tuberculosis.

I have read the above and do not meet any of the conditions above.
| have read the above and_meet one or more of the conditions above.

Student Signature: Date:

A PPD-Mantoux test must be placed and interpreted by a healthcare provider within 6 months of registration. Use CDC
guidelines for interpretation of test results. http://www.cdc.gov.tb/pubs/LTBl/default.htm

PPD Placed: __ /[ PPDRead: _ [/ [ Reading in mm induration Result: Positive ___ Negative
mm/ddlyyyy mm/dd/yyyy
If PPD is positive, attach a copy of the chest x-ray report done within the last 6 months.
Date of Chest X-ray: _ [/ [ Result:

mm/ddlyyyy

OR
If previous history of a positive tuberculin skin test: Previous Positive PPD ___ /  / Result:

mm/dd/yyyy
Attach copy of a chest x-ray report done within last 6 months: Date of Chest X-Ray: __ [/ [ Result:
mm/ddlyyyy

Chest x-ray is negative and evaluation for Latent TB Infection was done on )

mm/dd/yyyy
TB Prophylaxis was given: Medication Start Date: ___ /[ End Date: __ /__/
mm/dd/yyyy mm/dd/yyyy
Student refused TB Prophylaxis. (A second chest x-ray will be required one year after the date of the chest x-ray submitted above.
Student Signature: Date: _ /|
mm/ddlyyyy

TB Prophylaxis was not clinically indicated.

I have reviewed Section B with the student and have determined by CDC protocols that he/she has not meet the criteria for tuberculosis
exposure/infection and requires no further evaluation at this time. The student is NOT to receive a PPD today.
PLEASE SEE REVERSE SIDE




PRINT LASTNAME FIRST NAME DATE OF BIRTH STUDENT ID #

Polio : Three doses of polio vaccine are required for anyone under the age of 18 at the time of registration.

Polio #1: [ Polio #2: [/ Polio #3: [

mm/ddlyyyy mm/dd/yyyy mm/dd/yyyy

Tetanus/Diphtheria (Td): Three doses of Diphtheria/Tetanus/Pertussis (DPT or DTaP or DT) in childhood and a booster (Td) or
Tdap within last ten years are required. Immune titers for Td are not acceptable.

Dose#1: | | Dose#2: | [ Dose#3: [ |
mm/dd/yyyy mm/dd/yyyy mm/dd/yyyy
Date of last booster (Td): __ /[ ( Must be within last 10 years) Tdap: __ [ [
mm/dd/yyyy mm/dd/yyyy

MMR Series (Measles, Mumps, Rubella) : Two doses required.
If you were born before 1957 and you are not in the Health Profession, you are exempt from the MMR requirement.

MMR#1: [ | MMR#2: [ | MMR Booster: [ |/
mm/dd/yyyy mm/dd/yyyy mm/dd/yyyy
OR

Measles #1: __ /| [ Measles #2: _ | | OR Titer : Attach lab report showing IgG antibodies ___ /[

mm/dd/yyyy mm/dd/yyyy mm/dd/yyyy
Mumps #1: __ [ |/ Mumps #2: [ | OR Titer: Attach lab report showing IgG antibodies ___ /[

mm/dd/yyyy mm/dd/yyyy mm/dd/yyyy
Rubella#1l: _ /| [ Rubella#2: _ | | OR Titer: Attach lab report showing IgG antibodies __ / [/

mm/dd/yyyy mm/dd/yyyy mm/dd/yyyy
Hepatitis B Series: Three doses required.
Hepatitis B #1: _ /[ HepatitisB#2: _ [ [/ HepatitisB#3: __ /[ Hepatitis B Booster: __ /[

mm/dd/yyyy mm/dd/yyyy mm/dd/yyyy mm/dd/yyyy
OR
Titer: Attach lab report showing HepB Surface Anitbodies (IgG) _ [/ [/
mm/dd/yyyy
Varicella Series (Chicken Pox): Two doses required.
Varicella#l: | | Varicella#2: _ [ | Varicella Booster: __ [/ [/ OR Date of disease: ___ [/ /
mm/dd/yyyy mm/dd/yyyy mm/dd/yyyy mm/dd/yyyy
OR
Titer: Attach lab report showing IgG antibodies ___ /[
mm/dd/yyyy

Meningococcal : Required for all first-year students who plan to live in residence halls. You may choose to waive this
requirement. To waive this requirement, you must read the Meningitis fact sheet with the potential benefits of the vaccination,
then sign and submit the Meningitis Vaccination Waiver. Both forms can be found on our website. Students under 25 years of
age may also choose to receive the vaccine to reduce their risk for the disease.

Meningococcal : /I

mm/dd/yyyy

| have reviewed and completed Sections B through D.

Healthcare Provider Printed Name: Phone:

Healthcare Provider Signature: Date:

Religious/Ethical exemption is allowed if the responsible person objects in good faith and in writing, that immunizations violate his/her
religious/ethical beliefs. This exemption does not apply to tuberculosis screening. Medical exemption is allowed if a physician or health

authority deems an immunization medically inadvisable. Explicit written documentation supporting an exemption request must be
submitted with this certificate. You will not be cleared until this documentation is received.

Religious/Ethical Exemption Medical Exemption Student Signature: Date: I/

mm/dd/yyyy




HOWARD UNIVERSITY STUDENT HEALTH CENTER Office Use Only:
2139 Georgia Avenue, NW
Washington, DC 20059
Phone: (202) 806-7540 Fax (202) 806-7416
Website: http://www.howard.edu/studenthealth

ATTENTION ALL HEALTH PROFESSIONS STUDENTS: Please download the Health Clearance Checklist located on our
website for more detailed information on the reguirements for Health Clearance Erior to starting your Clinical rotation.

Physical Examination is required annually. Physical Exam Date
LAST NAME FIRST NAME MIDDLE NAME DATE OF BIRTH (mo/day/yr) = STUDENT ID#
TEMP RESP PULSE (sitting) BLOOD PRESSURE (sitting) HEIGHT WEIGHT BMI (Body Mass Index)

VISION: Right Eye 20/ Left Eye 20/ Corrected: Right Eye 20/ Left Eye 20/
ALLERGIES: MEDICATIONS:

REVIEW OF SYSTEMS:

¢ Respiratory

e Cardiovasular

e GI tract

e GU tract

¢ Musculoskeletal

¢ Neurological

General Appearance/Mental Status:

Check appropriate answer Normal Abnormal Comment on abnormalities
Head/face/scalp

Neck/nodes/ thyroid
Eyes/Ears/Nose/Sinuses

Mouth and teeth

Pharynx and tonsils

Lungs and chest

Breasts

Heart (size, rhythm, murmurs)
Abdomen (scars, hernia, mass)
Genitourinary (pelvic in females) LNMP___/ /
Anus, rectum (prostate in males)
Extremities

Spine and musculoskeletal
Peripheral vascular system

Skin and lymphatics
Neurological, reflexes

***Please attach a copy of official reports for ALL lab work done below. Clearance will not be granted unless all reports
are submitted.

Urinalysis Date: Protein Glucose Hg/Hct (females only) Date: Results:
Serological Test for Syphilis: Name of Test Date: Result:

Stool Culture: Date Results (Nutrition Only)

Nasal Culture: Date Results (Pediatric Rotation Only)

A 2-Step PPD-Mantoux test is required for all first year Health Professions students. 2" PPD should be placed 1-3
weeks after 15t PPD. Annual PPD-Mantoux tests are required therafter.

1. Date PPD Placed: Date PPD Read: Results: mm
2. Date PPD Placed: Date PPD Read: Results: mm
If PPD is positive, attach a copy of a chest x-ray done within the last six months.
Date of Chest X-Ray Result:

RESTRICTED ACTIVITY: Noo Yeso Reason for Restriction:

Provider’s Signature and Title: Date:

Provider’'s Name and Title: Office/Clinic Phone No:
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HOWARD
UNIVERSITY
HOSPITAL

WE’RE WORKING
TOGETHER
1o PROTECT
YOUR PRIVACY

HOWARD UNIVERSITY HEALTH SCIENCES NOTICE OF PRIVACY PRACTICES
Effective Date: April 14, 2003

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.

WHEN THIS NOTICE APPLIES

This notice summarizes the privacy practices of Howard University Hospital and its affiliated clinics, the
Howard University Faculty Practice Plan, the Howard University Dental Clinics, the Howard University
Student Health Center, and the workforce, medical staff, physicians and health care providers that
provide you with treatment and health care services at such locations (collectively referred to as “Howard
University Health Sciences”). We may share health information about you with each other for purposes
described in this notice, including for our joint administrative activities.

OUR OBLIGATIONS
We are required by law to:
. Maintain the confidentiality of protected health information;

. Give you this notice of our legal duties and privacy practices regarding health information
about you; and

. Follow the terms of our notice that are currently in effect.

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION

Some kinds of health information also are subject to separate special privacy protections under the laws
of the District of Columbia, so that portions of this notice may not apply. If you receive alcohol or
substance abuse services or treatment from our substance abuse treatment program, you will receive a
separate notice describing how we may use and disclose and protect the privacy of health information
regarding your alcohol or substance abuse treatment. If you receive mental health services or treatment,
you should contact the Privacy Officer at the address at the end of this Notice to obtain further information
on the special protections afforded to this information. In addition, special rules apply to medical records
and information relating to acquired immune deficiency syndrome (“AIDS”). The section below entitled
“How We May Use and Disclose HIV/AIDS Information” describes how we may use and disclose this type
of Health Information.

The following categories of activities describe the ways that we may use and disclose health information
that identifies you (“Health Information”). Some of the categories include examples, but not every type of
use or disclosure included in a category is listed. Except for the categories of activities described below,
we will use and disclose Health Information only with written permission from you. If you give us
permission to use or disclose Health Information for a purpose not listed in this notice, you may revoke
that permission at any time by sending a written request to our Privacy Officer at the address listed at the
end of this notice.

a) For Treatment. We may use Health Information to treat you or provide you with health care
services. We may disclose Health Information to doctors, nurses, technicians, or other personnel,

HUH 4002



b)

c)

d)

e)

a)

h)

including people outside our facilities or clinics who may be involved in your medical care. For
example, we may tell your primary physician about the care we provided you or give Health
Information to a specialist to provide you with additional services as appropriate for treatment
purposes.

For Payment. We may use and disclose Health Information so that we or others may bill or
receive payment from you, from a government program or an insurance company or other
responsible third party for the treatment and services you receive. For example, we may give your
health plan information about your treatment so that they will pay for such treatment. We also
may tell your health plan about a treatment you are going to receive to obtain prior approval or to
determine whether your plan will cover the treatment.

For Health Care Operations. We may use and disclose Health Information for health care
operations, which are administrative activities involved in running a health care system. These
uses and disclosures are necessary to maintain high quality care when delivering services to our
patients and for our business and management purposes. For example, we may use Health
Information to review the adequacy and quality of the care that our patients receive, and the
efficiency of our activities.

Appointment Reminders, Treatment Alternatives, and Health-Related Benefits and
Services. We may use and disclose Health Information to contact you as a reminder that you
have an appointment with us. We also may use and disclose Health Information to tell you about
treatment options or alternatives or health-related benefits and services that may be of interest to
you.

Fundraising Activities. We may use Health Information to contact you in an effort to raise
money for Howard University Health Sciences. We may disclose Health Information to a related
foundation or to our business associates so that they may contact you to raise money for us.

Facility Directory. If you are a Hospital patient, we may list your name and location in our
Hospital directory, unless you ask us not to. We may disclose this information to anyone who
asks for you by name.

Pastoral Care. We may disclose the information in our facility directory and information that you
choose to provide us regarding your religious affiliation to members of the clergy for use and
disclosure in their religious activities.

Individuals Involved in Your Care or Payment for Your Care. We may disclose Health
Information to a person, such as a family member or friend, who is involved in your medical care
or helps pay for your care. We also may notify your family about your location or general
condition or disclose such information to an entity assisting in a disaster relief effort.

Research. Under certain circumstances, we may use and disclose Health Information for
research purposes. For example, a research project may involve comparing the health and
recovery of all patients who received one medication or treatment to those who received another,
for the same condition. Before we use or disclose Health Information for research, the project will
go through a special approval process. This process evaluates a proposed research project and
its use of Health Information to balance the benefits of research with the need for privacy of
Health Information. We also may permit researchers to look at records to help them identify
patients who may be included in their research project or for other similar purposes, so long as
they do not remove or take a copy of any Health Information.

SPECIAL CIRCUMSTANCES

In addition to the above, we may use and disclose Health Information in the following special
circumstances:

)

As Required by Law. We will disclose Health Information when required to do so by
international, federal, state or local law.



K)

m)

0)

p)

Q)

y

B

To Avert a Serious Threat to Health or Safety. We may use and disclose Health Information
when necessary to prevent or lessen a serious threat to your health and safety or the health and
safety of the public or another person. Any disclosure, however, will be to someone who may be
able to help prevent the threat.

Business Associates. We may disclose Health Information to the business associates that we
engage to provide services on our behalf if the information is necessary for such services. For
example, we may use another company to perform billing services on our behalf. All of our
business associates are obligated, under contract with us, to protect the privacy of your
information and are not allowed to use or disclose any information other than as specified in our
contract with them.

Organ and Tissue Donation. We may release Health Information to organizations that collect
statistics on organ donation, and to an organ procurement organization or tissue bank, as
necessary to follow through on any steps you already have taken to be an organ or tissue donor.

Military and Veterans. If you are a member of the armed forces, we may release Health
Information as required by military command authorities. We also may release Health Information
to the appropriate foreign military authority if you are a member of a foreign military.

Workers’ Compensation. We may disclose Health Information as authorized by and to the
extent necessary to comply with laws relating to workers’ compensation or similar programs.
These programs provide benefits for work-related injuries or illness.

Public Health Risks. We may disclose Health Information for public health activities. These
activities generally include disclosures to prevent or control disease, injury or disability; report
births and deaths; report child abuse or neglect; report reactions to medications or problems with
products; notify people of recalls of products they may be using; track certain products and
monitor their use and effectiveness; if authorized by law, notify a person who may have been
exposed to a disease or may be at risk for contracting or spreading a disease or condition; and
conduct medical surveillance of our facilities in certain limited circumstances concerning
workplace illness or injury. We also may release Health Information to an appropriate government
authority if we believe a patient has been the victim of abuse, neglect or domestic violence;
however, we will only release this information if you agree or when we are required or authorized
by law.

Health Oversight Activities. We may disclose Health Information to a health oversight agency
for activities authorized by law. These oversight activities include, for example, audits,
investigations, inspections, and licensure of our facilities and providers. These activities are
necessary for the government to monitor the health care system, government programs, and
compliance with civil rights laws.

Lawsuits and Disputes. If you are involved in a lawsuit or a dispute, we may disclose Health
Information in response to a court or administrative order. We also may disclose Health
Information in response to a subpoena, discovery request, or other lawful process by someone
else involved in the dispute, but only if efforts have been made to tell you about the request or to
obtain an order protecting the information requested.

Law Enforcement. We may release Health Information if asked by a law enforcement official as
follows: (1) in response to a court order, subpoena, warrant, summons or similar process; (2)
limited information to identify or locate a suspect, fugitive, material witness, or missing person; (3)
about the victim of a crime if, under certain limited circumstances, we are unable to obtain the
person’s agreement; (4) about a death we believe may be the result of criminal conduct; (5) about
criminal conduct on our premises; and (6) in emergency circumstances to report a crime, the
location of the crime or victims, or the identity, description, or location of the person who
committed the crime.

Coroners, Medical Examiners and Funeral Directors. We may release Health Information to a
coroner or medical examiner. In some circumstances this may be necessary, for example, to
determine the cause of death. We also may release Health Information to funeral directors as
necessary for their duties.



u)

w)

National Security and Intelligence Activities. We may release Health Information to authorized
federal officials for intelligence, counter-intelligence, and other national security activities
authorized by law.

Protective Services for the President and Others. We may disclose Health Information to
authorized federal officials so they may provide protection to the President, other authorized
persons or foreign heads of state or conduct special investigations.

Inmates or Individuals in Custody. In the case of inmates of a correctional institution or that are
under the custody of a law enforcement official, we may release Health Information to the
appropriate correctional institution or law enforcement official. This release would be made only if
necessary (1) for the institution to provide you with health care; (2) to protect your health and
safety or the health and safety of others; or (3) for the safety and security of the correctional
institution.

HOW WE MAY USE AND DISCLOSE HIV/AIDS INFORMATION

We may use your medical records and information relating to HIV/AIDS so that we can provide you with
care, assure payment for our services, and in administrative activities to assure the quality of our care
and the safety of our workforce, physicians and other patients. We may disclose this information outside
of Howard University Health Sciences only with your written consent, pursuant to a court order, or as
required by law.

YOUR RIGHTS
You have the following rights, subject to certain limitations, regarding Health Information we maintain
about you:

a)

b)

d)

Right to Inspect and Copy. You have the right to inspect and copy Health Information that may
be used to make decisions about your care or payment for your care in accordance with our
HIPAA Privacy procedures.

Right to Amend. If you feel that Health Information we have is incorrect or incomplete, you may
ask us to amend the information. You have the right to request an amendment for as long as the
information is maintained by or for us. You must tell us the reason for your request. We are not
required to agree to your amendment.

Right to an Accounting of Disclosures. You have the right to request an accounting of certain
disclosures of Health Information we made.

Right to Request Restrictions. You have the right to request a restriction or limitation on the
Health Information we use or disclose for treatment, payment, or health care operations. We are
not required to agree to your request. You have the right to request a limit on the Health
Information we disclose about you to someone who is involved in your care or the payment for
your care, like a family member or friend. For example, you could ask that we not share
information about your surgery with your spouse. If we agree to your request, we will comply with
your request unless we need to use the information in certain emergency treatment situations.

Right to Request Confidential Communications. You have the right to request that we
communicate with you about medical matters in a certain way or at a certain location. For
example, you can ask that we contact you only by mail or at work. Your request must specify how
or where you wish to be contacted. We will accommodate reasonable requests.

Right to a Paper Copy of This Notice. You have the right to a paper copy of this notice. You
may ask us to give you a copy of this notice at any time. Even if you have agreed to receive this
notice electronically, you are still entitled to a paper copy of this notice. You may obtain a copy of
this notice at either of our websites, www.howard.edu or www.huhosp.org.

HOW TO EXERCISE YOUR RIGHTS

Only our Privacy Officer can grant your request to exercise any of your rights described in this Notice. To
exercise any of your rights, you must send a request, in writing, to our Privacy Officer:



Attn: Privacy Officer

Office of the Chief Compliance Officer for Health Sciences
Howard University Hospital

2041 Georgia Avenue, N.W., Ste. 2066

Washington, D.C. 20060

You may also email us at Privacy@huhosp.org.

NO OTHER PERSON, STAFF MEMBER, PHYSICIAN, NURSE, OR CLERGY MEMBER IS
AUTHORIZED TO GRANT ANY REQUEST TO EXERCISE THE RIGHTS DESCRIBED IN THIS
NOTICE.

CHANGES TO THIS NOTICE

We reserve the right to change this notice. We reserve the right to make the revised or changed notice

effective for Health Information we already have as well as any information we receive in the future. We
will post a copy of the current notice at our hospital, clinics and physician offices. The notice will contain
the effective date on the first page, in the top right-hand corner.

COMPLAINTS AND QUESTIONS

If you believe your privacy rights have been violated, you may file a complaint with us or the
Secretary of the Department of Health and Human Services. To file a complaint with us, contact
our Privacy Officer at the address listed above. All complaints must be made in writing. You will
not be penalized for filing a complaint.

If you have any questions about this notice, please contact
the Health Sciences Privacy Officer at 202.865.5266.



Howard University Student Health Center
2139 Georgia Avenue, N.W.
Washington, D.C. 20059
Phone (202) 806-7540 — Fax (202) 806-7416

Request to Waive the Meningococcal Vaccine Requirement

Last Name First Name

Date of Birth Age Student ID#

Please read and initial before each statement. Your initials indicate you understand
and agree with the statement.

1. I have received and reviewed the information provided by Howard University on the risk
of contracting meningococcal disease and the availability and effectiveness of the
vaccine.

2. I am declining the meningococcal vaccine on my own behalf since | am eighteen (18)

years of age or older.
OR

As the parent or legal guardian of the student who is less than eighteen (18) years of
age, | am declining the meningococcal vaccine on the behalf of the student.

3. I understand that if I reconsider my decision, I may return to the Student Health Center
to receive the vaccine.

I hereby release the Student Health Center and its staff from all responsibility for any
consequences of my decision. 1 also understand that the Student Health Center will make any
necessary referrals (as indicated) in the event of an emergency.

Student’s Signature Date

Responsible Parent/Guardian Relationship to Student Date

Waiver reviewed and granted by:

Howard University Student Health Center Provider Date
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