
                                                                   HARDING UNIVERSITY MEDICAL CERTIFICATE 
The mission of Student Health Services is to assist students to optimum mental, physical, social, and 

spiritual wellness by providing primary care services. Visits to the University clinic are without charge. This certificate enables us to better serve our students. Please mail immediately to: 
                    Harding University, Student Health Services, Box 12271, Searcy, AR. 72149  

Name:_____________________________________________________________________________________Today’s Date:__________________________          

  Last  First  MI   Preferred Name 

Home Address: ___________________________________________________________________________PhoneNumber: _(________)_________________ 

            Street                         City                       State                     Country                       Zip               area code 

 

Birth Date: ____/_____/_____Sex: ________ Present Height: _______ Present Weight: _______ Date of last Tetanus (Td) shot: ________________________ 

   

Have you had, or do you have, any medical history of the following? (Check yes or no) Allergic to:Allergic to:Allergic to:Allergic to: 

 Asthma YYY eee sss    NNNooo    Hearing Loss YYY eee sss    NNNooo    Kidney Disease YYY eee sss    NNNooo    Tuberculosis YYY eee sss    NNNooo    Medication YYY eee sss    NNNooo    

Cancer YYY eee sss    NNNooo    Epilepsy (seizures) YYY eee sss    NNNooo    Chicken Pox YYY eee sss    NNNooo    Emotional Problems YYY eee sss    NNNooo    Foods YYY eee sss    NNNooo    

Contacts/Glasses YYY eee sss    NNNooo    Ear, Nose, Throat  YYY eee sss    NNNooo    Migraine Headaches YYY eee sss    NNNooo    Skeletal YYY eee sss    NNNooo    Poison ivy/oak YYY eee sss    NNNooo    

Eye YYY eee sss    NNNooo    Eating Disorder YYY eee sss    NNNooo    Menstrual Disorder YYY eee sss    NNNooo    Other YYY eee sss    NNNooo    Bee stings YYY eee sss    NNNooo    

Depression YYY eee sss    NNNooo    Heart Disease YYY eee sss    NNNooo    Skin Disease YYY eee sss    NNNooo     YYY eee sss    NNNooo    Other YYY eee sss    NNNooo    

Diabetes YYY eee sss    NNNooo    Hypoglycemia YYY eee sss    NNNooo    Stomach Trouble YYY eee sss    NNNooo     YYY eee sss    NNNooo     YYY eee sss    NNNooo    
  
Prescribed medication? __________________________________________________________________________________________________________ 

 

Explain any of the above: ________________________________________________________________________________________________________ 

  

_____________________________________________________________________________________________________________________________ 

As stated in the student handbook: Harding University requires attendance to class and chapel. Therefore, any student who has a chronic or pre-existing illness 
such as: diabetes, asthma, depression, cystic fibrosis, Crohn’s, migraines, etc. which would interfere with his/her chapel and/or class attendance, must have 
his/her attending physician write a letter to the directors of: Student Health Services (H.U. Box 12271, Searcy, AR 72149) and TRIO Student Support Services 
(H.U. Box 12235,Searcy, AR 72149).  Federal law states that students must self- identify in order to receive academic accommodation. Also, it is highly 
recommended to identify with a local physician for local medical assistance &/or in case of an emergency. Please send any other personal or confidential 
information that would assist Harding University to offer optimum wellness for students to: Harding University, Student Health Services (Box 12271, Searcy, AR 
72149) or Harding University Counseling Center (Box 12262, Searcy, AR 71249).  

� Arkansas Dept. of Health requires screening of foreign-born students for tuberculosis. On arrival to campus please self-

identify with: International Student Services, 237 Student Center, Phone: (501)-279-4023 

� Arkansas law requires a first MMR and second MMR (booster) for registration for classes. 

� PLEASE BE CERTAIN THAT YOUR UP-TO-DATE IMMUNIZATION HAS BEEN SENT TO: ADMISSIONS, 

H.U. Box 12255, Searcy, AR 72149 

� Students are advised of the increased risk of Meningococcal Disease in dormitory living and of the availability of 

vaccination through an office of a physician. 

Parents and Students 
This will certify that I (or we, Parents or Guardians of) the undersigned, __________________________, do, in the event that I 

(or my child) become(s) a participating student of Harding University, hereby consents and grants permission, should the 

necessity of medical care arise, to the furnishing of medical treatment and hospital services as ordered or recommended by a 

qualified attending physician, including the administration of an anesthetic, laboratory procedures, medical or surgical treatment, 

x-ray examination, or other hospital services. 

Emergency contact name and phone numbers: ____________________________________________________________ 

When parent/guardian cannot be reached contact: __________________________________________________________ 
                                                                                           Name                                                    Address                                                           Phone  

 
 
 
 
 
 
 
 
 
 
 

 
Please complete information on the front and back of this form. 

 
 

  

(Check answers and sign). 

 

I ____give or _____I do not give my permission to Student Health Services to talk with my parents concerning my visits here at the clinic. 

I ____give or _____I do not give my permission to Student Health Services to inform Academic Affairs should an illness, injury, or 

hospital admission occur to give temporary special academic accommodation during a semester. 

I ____give or _____I do not give my permission to Student Health Services to notify the Office of Student Services (Chapel office, RLC, 

etc.) in the event of an injury, illness, hospital emergency or admission for special accommodation during a semester. 

 

_________________________________________________ 

Student’s Signature    Date 



All students please complete important insurance information. 
Local physicians will generally make an appointment for students on the day requested by Student Health Services. Full or co-pay 

payments are due at the time of the visit. Specific insurance information from you and your provider will assist in making the 

appointment with the appropriate physician or local clinic who in turn may file the charges for the visit to the student’s insurance 

provider.    

Please list physicians and hospitals in Searcy that are mandated by your insurance company. (If unknown contact 

insurance company.) 
 __________________________________________________________________________________________________________________ 

 

___________________________________________________________________________________________________________________ 

For a visit to a local physician or other health care provider, the following information is necessary or send a copy 

of insurance card and a list local physicians with this form: 
 
Insurance Company Name: _________________________________________ Customer Service Phone Number: ____________________________________ 

 

Insurance Company Mailing Address: _________________________________________________________________________________________________ 

 

Policy Holder Name: _____________________________________________ Policy Number: ___________________________________________________ 

 

Group Number: ______________________________ Member ID Number: _______________________________ Co-pay Amount: _____________________ 

 ****Student HeStudent HeStudent HeStudent Health insurance will be offered through a provider. Students must sign up within 30 days of registrationalth insurance will be offered through a provider. Students must sign up within 30 days of registrationalth insurance will be offered through a provider. Students must sign up within 30 days of registrationalth insurance will be offered through a provider. Students must sign up within 30 days of registration for more information please call (501) for more information please call (501) for more information please call (501) for more information please call (501)----279279279279----4380438043804380....    
IF YOUR CHILD IS THE AGE OF SEVENTEEN OR UNDER WHEN HE/SHE COMES TO THE UNIVERSITY, 

PLEASE COMPLETE THIS FORM.   

 
GRANT OF MEDICAL AUTHORITY AND RELEASE 

 
I/we, am/are the parent(s) and/or legal guardian of ______________________________and by virtue of such relationship, do hereby give to 

Harding University, Inc. and to any and all members of its faculty, staff, or administration, the unqualified right and authority to take whatever 

reasonable action or procedures, including the execution of any documents or instruments, which may be required or necessary by emergency 

circumstances, to obtain medical, hospital or surgical care or treatment by a legally qualified  physician or surgeon if such care or treatment is 

deemed necessary by the physician or surgeon for and on the behalf of ____________________________________. 

This authority to act on my behalf shall not be affected by temporary or permanent disability, incompetency or incapacity. I/we understand that 

Harding University will attempt to contact me/us before authorizing such medical treatment. 

I/we do hereby release and discharge Harding University, Inc. and all its agents/employees from any and all claims, demands and liabilities to 

me/us or to my/our child, on account of any and all injuries or damages, whether direct or indirect occasioned by and through the exercise of 

authority granted in the foregoing paragraph. 

 

I/we do further accept the financial responsibility for all medical attention which may be needed so long as this medical attention is prescribed 

by a legally licensed and qualified physician or surgeon. I/ we will be responsible for filing any claims, if any, with my/our insurance company. 

 

The provisions of this agreement are servable. If any portion of it is invalid, it shall not affect the validity of the remainder. 

 

In witness whereof, I/we, hereunto set our hands on this _______day of ___________________, 20____. 

 

 

         _________________________________________ 

Signature of Parent of Minor Student 

 

STATE OF____________________     _________________________________________ 

Signature of Parent of Minor Student 

 

COUNTY OF__________________   

 

I, a Notary Public within and for the State and County aforesaid, do hereby certify that the forgoing instrument of writing as this day executed 

before me in said State and County by the party (ies) hereto and was executed and acknowledged by him/her/them to be his/her/their free act(s) 

and voluntary deed(s). 

 

WITNESS my signature on this _______day of ___________________, 20____. 

 

         __________________________________________ 

My Commission Expires: ___________________                          Notary Public 

 

 

  

 


