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Name: _____________________________________ Date of Birth:_______________ UNC PID#: ___________________ 
                            (Last, First, Middle and/or Birth Name)                               (mm/dd/yyyy) 
 
Preferred Name: ___________________________ Phone:__________________ Email:___________________________ 
 

Sex at Birth:  ☐ Male   ☐ Female  ☐ Intersex/Ambiguous       Pronouns: _______________________________________ 
 

Emergency Contact Name: _____________________________________ Emergency Contact Phone: ________________ 
 

Year & Semester Entering UNC: ________   ☐ Fall ☐ Spring    Previously enrolled at UNC? ☐ No ☐ Yes - Year:________ 
 

International Student? ☐ No ☐ Yes – Country of Origin: ___________________________________________________ 
 

Have your medical provider sign and date this form to verify all immunization dates entered OR you may attach a verified certificate of 
immunization with all required immunizations in lieu of a health care provider signature. All records MUST be in English, or they 
will not be accepted. Records must be uploaded through your To Do list item on your Connect Carolina Students Services Page. The 
general deadline is June 15th for fall admissions and December 15th for spring admissions. Per North Carolina law, YOU WILL BE 
WITHDRAWN FROM THE UNIVERSITY 30 days after classes begin if immunization requirements have not been met. 

 

SECTION A – Required for ALL Incoming Students – provide all dates in MM/DD/YYYY format 
 

MMR (Measles, Mumps, Rubella) 
If born after 1956: either two (2) doses administered 
AFTER 1st birthday  or positive serologic test required  

 

 

 

OR 

Serologic test date: ____________________ 
 

            Result:__________________________ 
                              (Must attach a copy of results) 

 
Diphtheria, Tetanus, and Pertussis 

At least three (3) doses are required - one of which MUST  
be a Tdap booster that was given on or after age 10. 

Exempt if previously attended college PRIOR to July 1, 2008 
 
 
 
 
 
 
 

 

Tdap Booster Date: _______________________ 

☐  Exempt: Previously attended college 
       prior to July 1, 2008. 
 

           Date entered:___________________ 
 

Varicella (Chickenpox) 
If born after April 1, 2001: either one (1) dose (2 is preferred), 
approximate age/date of disease, or positive serologic test is 

required. 
 
 
 
 
 

OR 
 

Age/date of disease: ___________________ 
 

OR 
 

 Serologic test date: _____________________ 
 

      Result: ___________________________ 
                 (Must attach a copy of results) 

 
Hepatitis B Vaccine 

If born after July 1, 1994: either the 3 dose series OR 
2 dose HEPLISAV-B series accepted. *Serologic test 
NOT accepted – must show proof of vaccine dates. 

 
Three Dose Series 

 
 
 
 
 
 
 
 
 
 

OR 
 

Two Dose Series (Heplisav-B) 
(Only valid after November 2017) 

 
 

 
 
 
 
 

(Continue on Reverse) 
 
 

Questions? Email 
immunizations@unc.edu  

 
 
 
 
 

 

 
Polio  

If 17 years of age or younger when classes begin:  three (3) 
doses required 

 
 
 
 
 
 
 
 
 
 
 

Meningococcal Conjugate Vaccine 
If born after 1/1/2003: one (1) dose of Quadrivalent 

vaccine (ACYW) or Pentavalent (ABCWY) given on or after 
age 16 is required. Meningococcal B vaccine does not meet 

this requirement. 
 

Vaccine name: _________________________ 
 
Date of Vaccine: ________________________  
 (must have been administered on or after the age of 16) 

(#1) mm/dd/yyyy (#2) mm/dd/yyyy 
  

(#3) mm/dd/yyyy (#4) mm/dd/yyyy 
  

 

(#1) mm/dd/yyyy (#2) mm/dd/yyyy 
  

(#3) mm/dd/yyyy 
 

 

(#1) mm/dd/yyyy (#2) mm/dd/yyyy 
  

 

(#1) mm/dd/yyyy (#2) mm/dd/yyyy 
  

(#3) mm/dd/yyyy 
 

 

(#1) mm/dd/yyyy (#2 mm/dd/yyyy 
  

 

(#1) mm/dd/yyyy (#2) mm/dd/yyyy 
  

 

mailto:immunizations@unc.edu
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   Student Name: ___________________________________________________________       UNC PID#:__________________________ 
 

SECTION B – Tuberculosis Testing – provide all dates in MM/DD/YYYY format 

• TB Testing is REQUIRED for students from countries with an increased incidence of Tuberculosis (TB).  
o Must provide documentation of TB testing which was performed within one year prior to matriculation.  
o Acceptable tests include either an IGRA Blood Test (usually acceptable from home country; report must contain 

student demographic information and results must be in English) or a TB skin test performed in the United States. 
o Campus Health may recommend additional TB screening with a Campus Health provider after review of records 

submitted. 
• TB testing is RECOMMENDED for students who have risk factors that increase their likelihood of exposure to tuberculosis (TB). 
• See https://campushealth.unc.edu/services/immunizations/tb-information for list of countries and more information regarding 

risk factors.  
IGRA Blood Test (QuantiFERON or T-SPOT) 

Must attach a copy of laboratory results 
 
 

Tuberculin Skin Test (TST) 
Must have been performed in the United States in the last year 

 
 
 
 
 
 

     

SECTION C – Recommended Immunizations (NOT REQUIRED) – provide all dates in MM/DD/YYYY format 

Human Papillomavirus (HPV) 
 

   
 
 

 
Vaccine name:____________________________________ 

Meningococcal B Vaccine 
 
 

 
 
 

    Vaccine name:____________________________________ 

Pneumococcal Vaccine 
(e.g., PCV13, PCV15,PCV20, PCV21,PPSV23) 

 

 

 
Vaccine name: ____________________________________ 

Hepatitis A Series 

 
 

 
Signature and Credentials of Health Care Provider   Date 

 
 

Printed Name and Credentials of Health Care Provider   Office Phone Number 
 
 

Office Address City State  Zip Code 
 
 

(#1) mm/dd/yyyy (#2) mm/dd/yyyy 
  

 

(#1) mm/dd/yyyy (#2) mm/dd/yyyy 
  

 

(#1) mm/dd/yyyy (#2) mm/dd/yyyy (#3) mm/dd/yyyy 
   

 

Date Placed 
mm/dd/yyyy 

Date Read 
mm/dd/yyyy 

Result 
 (mm induration) 

   

 

Date of Test 
mm/dd/yyyy Result of Test 

 
☐ Positive ☐  Negative 

 

(#1) mm/dd/yyyy (#2) mm/dd/yyyy (#3) mm/dd/yyyy 
   

 

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


Co
ns

en
t 

fo
r 

M
ed

ic
al

 T
re

at
m

en
t: 

I 
vo

lu
nt

ar
ily

 c
on

se
nt

 t
o 

tr
ea

tm
en

t 
an

d 
ca

re
 b

y 
th

e 
U

ni
ve

rs
ity

 o
f 

N
or

th
 C

ar
ol

in
a 

at
 

Ch
ap

el
 H

ill
’s 

Ca
m

pu
s 

He
al

th
 c

lin
ic

 a
nd

 it
s 

ag
en

ts
, e

m
pl

oy
ee

s,
 

he
al

th
ca

re
 

pr
ov

id
er

s 
an

d 
re

pr
es

en
ta

tiv
es

 
(c

ol
le

cti
ve

ly
 

“C
am

pu
s 

He
al

th
”)

 T
hi

s 
m

ay
 in

cl
ud

e 
w

ith
ou

t l
im

ita
tio

n:
 (i

) a
n 

ex
am

in
ati

on
; (

ii)
 ro

uti
ne

 d
ia

gn
os

tic
, r

ad
io

lo
gy

 a
nd

 la
bo

ra
to

ry
 

pr
oc

ed
ur

es
; (

iii
) m

ed
ic

ati
on

 a
dm

in
ist

ra
tio

n;
 (i

v)
 u

se
 o

f c
lin

ic
al

 
ph

ot
og

ra
ph

y;
 a

nd
 (

v)
 r

eq
ue

sti
ng

 a
nd

 a
cc

es
sin

g 
in

fo
rm

ati
on

 
av

ai
la

bl
e 

fr
om

 t
hi

rd
 p

ar
ty

 p
ay

or
s 

an
d 

ot
he

r 
he

al
th

 c
ar

e 
pr

ov
id

er
s 

ab
ou

t 
m

y 
pr

es
cr

ip
tio

n 
m

ed
ic

ati
on

s,
 in

cl
ud

in
g 

m
y 

pr
es

cr
ip

tio
n 

m
ed

ic
ati

on
 h

ist
or

y 
an

d 
m

ed
ic

ati
on

s 
th

at
 a

re
 

co
ve

re
d 

by
 m

y 
in

su
ra

nc
e 

pl
an

. I
 a

lso
 a

ck
no

w
le

dg
e 

an
d 

ag
re

e 
th

at
: (

a)
 n

o 
gu

ar
an

te
es

 h
av

e 
be

en
 m

ad
e 

as
 t

o 
th

e 
re

su
lt 

of
 

tr
ea

tm
en

ts
 o

r e
xa

m
in

ati
on

; (
b)

 a
n 

ad
di

tio
na

l p
ati

en
t c

on
se

nt
 

fo
rm

 is
 re

qu
ire

d 
fo

r m
en

ta
l h

ea
lth

 tr
ea

tm
en

t; 
(c

) i
f s

pe
ci

al
ize

d 
an

d/
or

 e
m

er
ge

nc
y 

ca
re

 i
s 

re
qu

ire
d,

 I
 w

ill
 b

e 
re

fe
rr

ed
 t

o 
ap

pr
op

ria
te

 o
ut

sid
e 

m
ed

ic
al

 fa
ci

liti
es

 o
r p

ro
fe

ss
io

na
ls;

 a
nd

 (d
) 

th
e 

pe
rs

on
 li

st
ed

 a
s 

m
y 

em
er

ge
nc

y 
co

nt
ac

t w
ill

 b
e 

no
tifi

ed
 if

 
co

ns
id

er
ed

 n
ec

es
sa

ry
 b

y 
Ca

m
pu

s H
ea

lth
. 

By
 m

y 
sig

ni
ng

 b
el

ow
, 

I 
ac

kn
ow

le
dg

e,
 a

gr
ee

, 
an

d 
co

ns
en

t 
to

 t
he

 
ab

ov
e 

an
d 

an
y 

qu
es

tio
ns

 h
av

e 
be

en
 a

ns
w

er
ed

 to
 m

y 
sa

tis
fa

cti
on

. 
 Si

gn
at

ur
e 

of
 S

tu
de

nt
:_

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
_ 

 
 Da

te
:_

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
 

 Pr
in

te
d 

N
am

e 
of

 S
tu

de
nt

:_
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

_ 
 

 U
N

C 
PI

D#
:_

__
__

__
__

__
__

__
__

__
__

__
__

__
 

 Si
gn

at
ur

e 
of

 P
ar

en
t/

Gu
ar

di
an

 (i
f s

tu
de

nt
 is

 u
nd

er
 1

8y
rs

): 
 __

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
_ 

 Da
te

:_
__

__
__

__
__

__
__

__
__

__
__

__
__

__
_ 

  

 

Pa
ym

en
t I

nf
or

m
ati

on
: M

an
y 

se
rv

ic
es

 p
ro

vi
de

d 
to

 st
ud

en
ts

 a
t 

Ca
m

pu
s 

He
al

th
 a

re
 p

re
-p

ai
d 

by
 t

he
 S

tu
de

nt
 H

ea
lth

 F
ee

. 
I 

ag
re

e,
 a

ut
ho

riz
e,

 a
nd

 u
nd

er
st

an
d 

th
at

: I
nf

or
m

ati
on

 re
ga

rd
in

g 
w

ha
t i

s 
co

ve
re

d 
un

de
r 

th
e 

St
ud

en
t H

ea
lth

 F
ee

 c
an

 b
e 

fo
un

d 
on

 th
e 

Ca
m

pu
s H

ea
lth

 W
eb

sit
e.

 U
nl

es
s I

 st
at

e 
ot

he
rw

ise
, a

ny
 

ch
ar

ge
s n

ot
 co

ve
re

d 
by

 th
e 

St
ud

en
t H

ea
lth

 F
ee

 w
ill

 b
e 

fil
ed

 o
n 

m
y 

be
ha

lf 
w

ith
 m

y 
pr

im
ar

y 
in

su
ra

nc
e 

co
m

pa
ny

 re
qu

ire
d 

to
 b

e 
ca

rr
ie

d 
by

 a
ll 

U
N

C 
St

ud
en

ts
. 

Th
e 

fil
in

g 
of

 c
la

im
s 

do
es

 n
ot

 
gu

ar
an

te
e 

ei
th

er
 f

ul
l 

or
 p

ar
tia

l 
pa

ym
en

t 
by

 t
he

 i
ns

ur
an

ce
 

co
m

pa
ny

. P
ay

m
en

t 
fo

r 
se

rv
ic

es
 n

ot
 c

ov
er

ed
 b

y 
in

su
ra

nc
e 

is 
m

y 
re

sp
on

sib
ili

ty
 a

s 
th

e 
pa

tie
nt

. A
ny

 u
np

ai
d 

ch
ar

ge
s 

w
ill

 b
e 

pl
ac

ed
 o

n 
m

y 
st

ud
en

t 
ac

co
un

t 
at

 t
he

 O
ffi

ce
 o

f 
St

ud
en

t 
Ac

co
un

ts
 a

nd
 U

ni
ve

rs
ity

 R
ec

ei
va

bl
es

 (S
AU

R)
 a

nd
 th

e 
O

ffi
ce

 o
f 

SA
U

R 
m

ay
 p

la
ce

 a
 r

eg
ist

ra
tio

n 
ho

ld
 o

n 
m

y 
ac

co
un

t 
fo

r 
an

y 
un

pa
id

 C
am

pu
s 

He
al

th
 c

ha
rg

es
. I

 c
an

no
t 

us
e 

Ti
tle

 IV
 fe

de
ra

l 
fin

an
ci

al
 a

id
 t

o 
pa

y 
Ca

m
pu

s 
He

al
th

 c
ha

rg
es

 u
nl

es
s 

I 
ha

ve
 

sig
ne

d 
pe

rm
iss

io
n 

w
ith

 th
e 

O
ffi

ce
 o

f S
ch

ol
ar

sh
ip

 a
nd

 S
tu

de
nt

 
Ai

d.
 F

or
 m

or
e 

in
fo

rm
ati

on
 a

bo
ut

 u
sin

g 
in

su
ra

nc
e 

at
 C

am
pu

s 
He

al
th

, 
pl

ea
se

 
vi

sit
: 

ca
m

pu
sh

ea
lth

.u
nc

.e
du

/c
ha

rg
es

-
in

su
ra

nc
e.

 
 

Co
nfi

de
nti

al
ity

: C
am

pu
s H

ea
lth

 ta
ke

s i
ts

 c
om

m
itm

en
t t

o 
th

e 
co

nfi
de

nti
al

ity
 

of
 

m
y 

in
fo

rm
ati

on
 

ve
ry

 
se

rio
us

ly.
 

Co
nfi

de
nti

al
ity

 m
ea

ns
 th

at
, i

n 
ge

ne
ra

l, 
in

fo
rm

ati
on

 co
nt

ai
ne

d 
w

ith
in

 m
y 

re
co

rd
s 

ca
nn

ot
 b

e 
di

sc
lo

se
d 

to
 o

ut
sid

e 
so

ur
ce

s 
w

ith
ou

t 
m

y 
pr

io
r 

w
ritt

en
 c

on
se

nt
. 

Ho
w

ev
er

, 
I 

un
de

rs
ta

nd
 

th
er

e 
ar

e 
ce

rt
ai

n 
ex

ce
pti

on
s 

w
he

n 
m

y 
in

fo
rm

ati
on

 m
ay

 b
e 

di
sc

lo
se

d 
w

ith
ou

t m
y 

pr
io

r w
ritt

en
 co

ns
en

t, 
in

cl
ud

in
g 

bu
t n

ot
 

lim
ite

d 
to

, p
ur

su
an

t t
o 

a 
co

ur
t o

rd
er

, p
ub

lic
 h

ea
lth

 a
cti

vi
tie

s,
 

he
al

th
 o

ve
rs

ig
ht

 a
cti

vi
tie

s,
 s

er
io

us
 t

hr
ea

t 
to

 m
y 

he
al

th
 o

r 
sa

fe
ty

, 
or

 w
he

n 
ot

he
rw

ise
 p

er
m

itt
ed

 o
r 

re
qu

ire
d 

by
 l

aw
. 

Th
es

e 
ex

ce
pti

on
s a

re
 e

xp
la

in
ed

 in
 th

e 
Ca

m
pu

s H
ea

lth
 P

riv
ac

y 
In

fo
rm

ati
on

 
fo

r 
St

ud
en

ts
 

av
ai

la
bl

e 
at

: 
ca

m
pu

sh
ea

lth
.u

nc
.e

du
/a

bo
ut

-u
s/

po
lic

ie
s.

 I 
un

de
rs

ta
nd

 th
at

 I 
ha

ve
 ce

rt
ai

n 
rig

ht
s a

nd
 re

sp
on

sib
ili

tie
s.

 A
 co

py
 o

f t
he

 C
am

pu
s 

He
al

th
 

Ri
gh

ts
 

an
d 

Re
sp

on
sib

ili
tie

s 
is 

av
ai

la
bl

e 
at

: 
ca

m
pu

sh
ea

lth
.u

nc
.e

du
/a

bo
ut

-u
s 

a 
co

py
 o

f 
w

hi
ch

 i
s 

al
so

 
av

ai
la

bl
e 

to
 m

e 
at

 th
e 

po
in

t o
f s

er
vi

ce
. I

n 
th

e 
in

st
an

ce
 w

he
re

 
an

 o
ut

sid
e 

m
ed

ic
al

 p
ro

vi
de

r 
or

de
rs

 l
ab

 t
es

ts
 o

r 
al

le
rg

y 
in

je
cti

on
s 

fo
r 

pa
tie

nt
s 

at
 C

am
pu

s 
He

al
th

, 
th

e 
re

su
lts

 o
r 

fo
llo

w
-u

p 
fr

om
 th

os
e 

te
st

s o
r v

isi
ts

 w
ill

 b
e 

re
la

ye
d 

ba
ck

 to
 th

e 
or

de
rin

g 
pr

ov
id

er
. I

n 
ad

di
tio

n,
 if

 C
am

pu
s H

ea
lth

 re
fe

rs
 m

e 
to

 
an

 o
ut

sid
e 

pr
ov

id
er

 o
r n

ee
ds

 to
 o

bt
ai

n 
a 

pr
io

r a
ut

ho
riz

ati
on

 
fo

r a
 m

ed
ic

ati
on

, t
re

at
m

en
t, 

or
 p

ro
ce

du
re

, I
 u

nd
er

st
an

d 
m

y 
re

co
rd

s p
er

ta
in

in
g 

to
 th

at
 re

fe
rr

al
 o

r p
rio

r a
ut

ho
riz

ati
on

 m
ay

 
al

so
 b

e 
re

le
as

ed
. 

Pa
tie

nt
 R

ig
ht

s 
an

d 
Re

sp
on

si
bi

liti
es

: A
s 

a 
pa

tie
nt

 a
t 

Ca
m

pu
s 

He
al

th
, 

I 
un

de
rs

ta
nd

 
th

at
 

I 
ha

ve
 

ce
rt

ai
n 

rig
ht

s 
an

d 
re

sp
on

sib
ili

tie
s.

 A
 c

op
y 

of
 t

he
 C

am
pu

s 
He

al
th

 R
ig

ht
s 

an
d 

Re
sp

on
sib

ili
tie

s i
s a

va
ila

bl
e 

at
: c

am
pu

sh
ea

lth
.u

nc
.e

du
/a

bo
ut

-
us

/p
ol

ic
ie

s 

Co
ns

en
t 

fo
r 

U
se

 a
nd

 R
el

ea
se

 o
f 

In
fo

rm
ati

on
: I

 u
nd

er
st

an
d 

th
at

 a
s 

pa
rt

 o
f 

m
y 

ca
re

, 
Ca

m
pu

s 
He

al
th

 m
ai

nt
ai

ns
 h

ea
lth

 
re

co
rd

s 
re

ga
rd

in
g 

m
y 

tr
ea

tm
en

t. 
As

 a
 s

tu
de

nt
, I

 u
nd

er
st

an
d 

th
at

 
th

es
e 

re
co

rd
s 

ar
e 

pr
ot

ec
te

d 
un

de
r 

th
e 

Fa
m

ily
 

Ed
uc

ati
on

al
 

Ri
gh

ts
 

an
d 

Pr
iv

ac
y 

Ac
t 

(F
ER

PA
) 

an
d 

N
or

th
 

Ca
ro

lin
a 

St
at

e 
La

w
. B

y 
sig

ni
ng

 th
is 

fo
rm

, I
 a

ut
ho

riz
e 

Ca
m

pu
s 

He
al

th
 t

o 
us

e 
an

d 
re

le
as

e 
an

y 
in

fo
rm

ati
on

 a
bo

ut
 m

e,
 m

y 
he

al
th

, h
ea

lth
 s

er
vi

ce
s 

pr
ov

id
ed

 t
o 

m
e,

 o
r 

pa
ym

en
t 

fo
r 

m
y 

he
al

th
 s

er
vi

ce
s,

 th
at

 m
ay

 b
e 

ne
ce

ss
ar

y:
 (1

) f
or

 m
y 

tr
ea

tm
en

t 
(to

 
he

al
th

 
ca

re
 

pr
ov

id
er

s 
or

 
fa

ci
liti

es
 

th
at

 
ne

ed
 

th
e 

in
fo

rm
ati

on
 f

or
 m

y 
co

nti
nu

ed
 c

ar
e)

; 
(2

) 
fo

r 
an

y 
pu

rp
os

es
 

re
la

te
d 

to
 p

ay
m

en
t 

by
 m

e 
or

 a
 t

hi
rd

 p
ar

ty
 f

or
 s

er
vi

ce
s 

(to
 

de
te

rm
in

e 
el

ig
ib

ili
ty

, p
ro

ce
ss

 in
su

ra
nc

e 
cl

ai
m

s,
 fo

r u
til

iza
tio

n 
an

d 
qu

al
ity

 r
ev

ie
w,

 f
or

 b
ill

in
g 

or
 c

ol
le

cti
on

 p
ur

po
se

s,
 a

s 
ne

ce
ss

ar
y 

to
 o

bt
ai

n 
pa

ym
en

t)
; 

or
 (

3)
 f

or
 t

he
 h

ea
lth

 c
ar

e 
op

er
ati

on
s o

f C
am

pu
s H

ea
lth

 (q
ua

lit
y a

ss
es

sm
en

t, 
ed

uc
ati

on
, 

an
d/

or
 t

ra
in

in
g)

. 
I 

m
ay

 r
ev

ok
e 

m
y 

co
ns

en
t 

in
 w

riti
ng

; 
ho

w
ev

er
, m

y r
ev

oc
ati

on
 d

oe
s n

ot
 a

pp
ly

 to
 d

isc
lo

su
re

s a
lre

ad
y 

m
ad

e 
re

ly
in

g 
on

 m
y 

pr
io

r c
on

se
nt

 o
r d

isc
lo

su
re

s p
er

m
itt

ed
 o

r 
re

qu
ire

d 
by

 la
w

. I
 h

av
e 

th
e 

rig
ht

 to
 re

fu
se

 to
 si

gn
 th

is 
co

ns
en

t. 
If 

I d
o 

no
t s

ig
n 

th
is 

co
ns

en
t, 

Ca
m

pu
s 

He
al

th
 m

ay
 d

ec
lin

e 
to

 
pr

ov
id

e 
tr

ea
tm

en
t. 

Co
m

m
un

ic
ati

on
s:

 In
 c

on
sid

er
ati

on
 fo

r m
y 

tr
ea

tm
en

t, 
ev

al
ua

tio
n,

 
di

ag
no

sis
 a

nd
/o

r 
te

sti
ng

 (
“S

er
vi

ce
s”

) 
I e

xp
re

ss
ly

 a
gr

ee
, c

on
se

nt
, 

un
de

rs
ta

nd
 th

at
: (

i) 
Ca

m
pu

s H
ea

lth
 m

ay
 ca

ll 
or

 co
nt

ac
t m

e 
fo

r a
ny

 
re

as
on

s 
re

la
te

d 
to

 th
e 

pr
ov

isi
on

 o
f t

he
 a

bo
ve

 S
er

vi
ce

s 
us

in
g 

an
y 

el
ec

tr
on

ic
 m

ea
ns

, 
in

cl
ud

in
g 

w
ith

ou
t 

lim
ita

tio
n 

th
ro

ug
h 

ce
llu

la
r 

te
le

ph
on

e 
nu

m
be

r, 
la

nd
-li

ne
 te

le
ph

on
e 

nu
m

be
r o

r e
le

ct
ro

ni
c m

ai
l 

ad
dr

es
s 

th
at

 I
 o

r 
an

y 
pe

rs
on

 a
cti

ng
 o

n 
m

y 
be

ha
lf 

m
ay

 p
ro

vi
de

 
Ca

m
pu

s 
He

al
th

; a
nd

 (i
i) 

ca
ll/

em
ai

l/t
ex

t c
on

te
nt

s 
m

ay
 in

cl
ud

e 
m

y 
he

al
th

 in
fo

rm
ati

on
 c

on
ce

rn
in

g 
m

y 
ca

re
 in

cl
ud

in
g 

bu
t 

no
t l

im
ite

d 
to

 a
pp

oi
nt

m
en

t 
re

m
in

de
rs

 o
r 

av
ai

la
bi

lit
y,

 p
ay

m
en

t, 
m

ed
ic

ati
on

 
re

m
in

de
rs

 
or

 
no

tic
es

, 
w

el
ln

es
s 

ch
ec

ku
ps

, 
pr

e-
pr

oc
ed

ur
e 

in
st

ru
cti

on
s,

 
po

st
-t

re
at

m
en

t 
fo

llo
w

 
up

, 
he

al
th

ca
re

 
qu

al
ity

 
as

se
ss

m
en

t 
su

rv
ey

s,
 

im
m

un
iza

tio
ns

, 
or

 
tr

ea
tm

en
t 

re
co

m
m

en
da

tio
ns

. B
ec

au
se

 u
ne

nc
ry

pt
ed

 e
m

ai
l a

nd
 te

xt
 m

es
sa

ge
s 

ar
e 

in
he

re
nt

ly
 u

ns
ec

ur
e 

an
d 

th
e 

co
nfi

de
nti

al
ity

 o
f 

se
ns

iti
ve

 
in

fo
rm

ati
on

 c
an

no
t 

be
 a

ss
ur

ed
, 

co
m

m
un

ic
ati

on
s 

fr
om

 C
am

pu
s 

He
al

th
 a

bo
ut

 th
e 

Se
rv

ic
es

 (s
uc

h 
as

 d
ia

gn
os

is 
an

d 
la

b 
re

su
lts

) w
ith

 
its

 p
ati

en
ts

 is
 t

hr
ou

gh
 t

he
ir 

He
al

th
y 

He
el

s 
ac

co
un

t 
av

ai
la

bl
e 

at
 

he
al

th
yh

ee
ls.

un
c.

ed
u.

 L
ik

ew
ise

, y
ou

r 
el

ec
tr

on
ic

 c
om

m
un

ic
ati

on
s 

re
la

te
d 

to
 m

y 
tr

ea
tm

en
t a

nd
 c

lin
ic

al
 c

ar
e 

sh
ou

ld
 a

lso
 b

e 
th

ro
ug

h 
yo

ur
 H

ea
lth

y 
He

al
s a

cc
ou

nt
. S

om
eti

m
es

 C
am

pu
s H

ea
lth

 m
ay

 le
av

e 
m

es
sa

ge
s o

n 
m

y v
oi

ce
m

ai
l. 

I h
av

e 
th

e 
rig

ht
 to

 re
qu

es
t t

ha
t C

am
pu

s 
He

al
th

 c
om

m
un

ic
at

e 
w

ith
 m

e 
in

 a
 d

iff
er

en
t 

w
ay

, 
an

d 
Ca

m
pu

s 
He

al
th

 w
ill

 a
gr

ee
 to

 re
as

on
ab

le
 re

qu
es

ts
. C

am
pu

s H
ea

lth
 d

oe
s n

ot
 

ge
ne

ra
lly

 c
om

m
un

ic
at

e 
w

ith
 p

ati
en

ts
 v

ia
 e

-m
ai

l o
r 

te
xt

 m
es

sa
ge

 
ex

ce
pt

 fo
r 

ap
po

in
tm

en
t 

re
m

in
de

rs
, i

m
m

un
iza

tio
n 

re
qu

ire
m

en
ts

, 
an

d 
bi

lli
ng

 in
qu

iri
es

. T
o 

op
t 

ou
t 

of
 e

-m
ai

l a
nd

/o
r 

te
xt

 m
es

sa
ge

s 
fr

om
 C

am
pu

s H
ea

lth
, p

le
as

e 
ca

ll 
91

9-
96

6-
22

83
. 

U
N

C 
CA

M
PU

S 
HE

AL
TH

 S
TU

DE
N

T 
CO

N
SE

N
T 

FO
R 

M
ED

IC
AL

 T
RE

AT
M

EN
T 

U
pd

at
ed

: 3
/2

02
5 

 

https://campushealth.unc.edu/about-us/policies/privacy-policy/
https://campushealth.unc.edu/about-us/policies/privacy-policy/
https://campushealth.unc.edu/about-us/policies/privacy-policy/
https://campushealth.unc.edu/about-us/policies/privacy-policy/
https://campushealth.unc.edu/about-us/policies/privacy-policy/
https://campushealth.unc.edu/about-us/policies/privacy-policy/
https://healthyheels.unc.edu.l/

