
 

 

 

 

Office of Residence Life 
Release of Information and Response Procedures 

For Major Medical Condition 
 

 

Name: _________________________________        Date of Birth (mm/dd/yyyy) __________________ 
 
Student ID # ___________________________  Building and Room # ________________________ 
 
The following information is provided with my express permission to provide an informed environment for 
me in the University of St. Thomas (UST) housing facilities. I am aware of the contents and agree to it being 

released confidentially to UST personnel, as appropriate. Because my medication and/or medical status 
may change, I agree to inform the Office of Residence Life about changes. I understand that completing 
this form does not guarantee that I will receive specific medical responses or treatment but will assist the 

University in understanding my needs. 
 

___________________________________________________________________________________ 
Signature           Date 
 
______________________________________________________________________________________________________________ 
Parent/Guardian Signature (if student is under 18 years of age)     Date 

 

INSTRUCTION SPECIFIC TO MY MEDICAL STATUS 
Do you have any medical conditions?        Yes         No 
If Yes: 

Medical condition(s) _______________________________________________________________ 

Symptoms that may indicate unstable medical status: ____________________________________ 

________________________________________________________________________________ 

Best method of assistance ___________________________________________________________ 

________________________________________________________________________________ 

Current Medications _____________________________________________________________________ 

Known allergies and other instruction ________________________________________________________ 

Treating physician’s name and phone # _______________________________________________________ 

Medical insurance provider and number ______________________________________________________ 

Parent/Guardian Information: Name _________________________________________________________ 

 Phone Numbers:    [Home] ______________________        [Cell] __________________________  

Address: _________________________________________________________________________ 
   Street        City, State                        Zip 

Name and phone number of another family member/friend to call: ________________________________ 

_______________________________________________________________________________________ 
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