
  
  

  SUNY Maritime College Health Services  
6 Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu  

  

REQUIRED FOR ALL NEW INCOMING 2025 - 2026 STUDENTS 

 STUDENT NAME: _________________________________________________________________________________  M#:_______________________________  
  

Welcome to SUNY Maritime! Before you begin your studies at Maritime, you must complete certain requirements. The State 

University of New York requires that we collect this information from every student.  

  
This Incoming Student Checklist is available for you to be sure that you are submitting all of the required health information. The 

information contained in this form is accessible only to the professional staff of Health Services and will not be released without the 

written authorization of the student or pursuant to a lawfully issued subpoena. The authority to request this information is found in section 

355 of the Education Law.  

  

Submit your Health Forms to:  https://sunymaritime.studenthealthportal.com/Forms 

  

 
 Please allow ten days for our Health Services team to review your health forms. We will reach out to you via your SUNY 

Maritime email once we have finished our review.  
  

REQUIRED FOR ALL NEW 2025 - 2026 INCOMING STUDENTS  
  

1. STUDENT INFORMATION EMERGENCY PAGE  
  

2. HEALTH ATTESTATION FORM  
  

3. IMMUNIZATION RECORDS  
  

4. MENINGITIS RESPONSE FORM  
  

5. PHYSICAL EXAMINATION FORM FOR ALL STUDENTS REGARDLESS OF MAJOR  
  

 

REQUIRED FOR ALL NEW REGIMENTAL INCOMING 2025 – 2026 STUDENTS  

1. COMPLETED 719K (See PowerPoint for Instructions), Blank 719K will be included in this packet! 

2. Page 10 for 719K is the last page in this packet, please attach to you 719k Form before you submit through the 

portal. 

  

  

All medical paperwork is to be submitted via portal only: 2025 - 2026  

Incoming Health Forms  

 

  

https://sunymaritime0-my.sharepoint.com/:f:/g/personal/bwilkow_sunymaritime_edu/EiJLy2VXwMNApVbPuqWQ-t0BlC2G_1ERnZHbtySkiIRZng
https://sunymaritime0-my.sharepoint.com/:f:/g/personal/bwilkow_sunymaritime_edu/EiJLy2VXwMNApVbPuqWQ-t0BlC2G_1ERnZHbtySkiIRZng
https://sunymaritime0-my.sharepoint.com/:f:/g/personal/bwilkow_sunymaritime_edu/EiJLy2VXwMNApVbPuqWQ-t0BlC2G_1ERnZHbtySkiIRZng
https://sunymaritime.studenthealthportal.com/Forms
https://sunymaritime0-my.sharepoint.com/:f:/g/personal/bwilkow_sunymaritime_edu/EiJLy2VXwMNApVbPuqWQ-t0BlC2G_1ERnZHbtySkiIRZng


  
  

SUNY Maritime College Health Services 
6 Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu  

  

REQUIRED FOR ALL NEW INCOMING 2025 -2026 STUDENTS 

 STUDENT NAME: _________________________________________________________________________________  M#: _________________________________  
  

 STUDENT INFORMATION    

  

Name: ___________________________________________________________________________________________________________________________  
 Last  First  Middle  

  

 Address:   
         

 Street  City  State  Zip  

  

 Birth date:  /  /   Age:    Female:  Male:  Other:________  
  

  

 E-mail:   Preferred Phone Number: (  )    
  

 Please circle entering year: Fall 2025  Spring 2026  
  

 Please circle:  CIVILIAN  REGIMENT  

  

 EMERGENCY CONTACT INFORMATION    

  

Name:    
 Last  First  Middle  

  

 Address:   

       

 Street  City  State  Zip  

  

 Relationship:            
Preferred Phone Number

 

 UNDER 18 NOTARIZATION    

To Parents and Guardians of Applicants under Eighteen:  

  

To procure care that may be necessary for our students and to protect the physician and institutions involved, it is necessary that you sign 
the consent for treatment statement. While every reasonable effort is made to contact families in the event of serious illness or injury, this 
is not always possible within a short period of time; therefore, the consent form is necessary to provide appropriate care.  

  

I (Print Full Name of Parent/Guardian) pursuant to the authority vested in me as Parent/Guardian of  

   (Print Full Name of Student), do authorize the Medical Staff at SUNY  

Maritime College, upon consultation with a practicing physician or surgeon to exercise for me and on my behalf, all rights and duties with 
reference to consenting to appropriate medical, psychiatric, and surgical treatment, anesthetics, medicines and hospitalization, including care 
and treatment, by any hospital, staff surgeon, physician or radiologist which they may deem necessary for the emergency care of my 
son/daughter (circle one).  

Signed                                                                                                             Date     /  /    

 Subscribed before me this  day of  20  Notary Public (with Seal)  

  

REQUIRED FOR ALL NEW INCOMING 2025- 2026 STUDENTS 

)     E - mail:      



  
  

  SUNY Maritime College Health Services  
6 Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu  

 STUDENT NAME: _________________________________________________________________________________  M#: _________________________________  

MUST BE SIGNED BY MEDICAL PRACTITIONER  
  

 I find the applicant to be in good physical and mental health and able to meet the physical and 
emotional demands of participating in a full program of college study at SUNY Maritime.  

  

 I find the applicant has the following medical condition/injury for which continuation of care 
isrequired which may adversely affect his/her ability to meet the physical and emotional demands of 
participating in a full program of college study at SUNY Maritime. Please explain below.  

  

 
  

  

  

Medical Practitioner Signature  Date    

  

Name of Medical Practitioner (Please Print)     

 

Address:  Phone: (  ) 

   

City:  State:  Fax: (  )    

  

Place Medical Practitioner/Office STAMP Here:  
  

  

  

  

  

  

MUST BE SIGNED BY STUDENT  
  

My signature below attests that all information provided by me on the SUNY Maritime College Health 
Forms is complete and true to the best of my knowledge and that I have not knowingly omitted any 
material information relevant to this form.  

  

  

 
  

 

 

REQUIRED FOR ALL NEW INCOMING 2025-2026 STUDENTS 

Date   Student   Signature   



  
  

SUNY Maritime College Health Services 
6 Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu  

STUDENT NAME: _________________________________________________________________________________ M#: _________________________ ________ Please 

Please submit a copy of your complete immunization records.  
Please be sure that you have the mandatory vaccines listed below.  

COVID 19 vaccine is optional! 

M.M.R. (Measles, Mumps, Rubella) if given instead of individual immunizations:  
1. Dose 1- Immunized no more than 4 days prior to first birthday.............Date:        /  /      

2. Dose 2-Immunized at least 30 days after first dose… .................................. Date:      /  /       

3. Positive titer ............................................................................................................. (Attach lab report)    
4.      Physician documentation of having the disease ............................................... (Attach documentation)  

5.       Born before January 1, 1957, and therefore considered immune  
Measles (Rubeola):  
1. Dose 1- Immunized no more than 4 days prior to first birthday .................... Date:      /       /       
2. Dose 2-Immunized at least 30 days after first dose… .................................... Date:     /      /            
3.         Positive titer .................................................................................................. (Attach lab report)  

Mumps:  
1. Immunized with vaccine at 12 months or later............................................. Date:       /      /       
2. Positive titer ................................................................................................. (Attach lab report)  

Rubella:  
1. Immunized with vaccine at 12 months or later............................................. Date:       /     /      

2. Positive titer ................................................................................................... (Attach lab report)  
 

Hepatitis A: (Two doses required to complete the series. At least one dose must be given prior to attending Maritime)  
1. Dose 1 ..........................................................................................................Date:       /  /     
2. Dose 2 ..........................................................................................................Date:      /  /      
 

Hepatitis B: (Completion of the three dose series)  
1. Dose 1 ..........................................................................................................Date      /    /      
2. Dose 2 ..........................................................................................................Date:     /    /      
3. Dose  3  .........................................................................................................Date:    /    /      
Polio: (Minimum 3 doses for all students 18 and under. For those 19 and over record previous doses):  
1. Dose 1 ..........................................................................................................Date:         /  /       
2. Dose 2 ..........................................................................................................Date:        /  /      
3. Dose  3 .......................................................................................................... Date:      /  /      
Tetanus-Diphtheria: (Minimum 3 doses required for all students – dose MUST be within 10 years):  

1.      Dose 1 ..........................................................................................................Date:    /  /     

2.     Dose 2 ..........................................................................................................Date:        /  /      

3.        Dose 3 ..........................................................................................................Date:          /  /       
Varicella: (Chicken Pox: Two doses or documentation of having the disease)  
1. Dose 1 ..........................................................................................................Date:  
2. Dose 2 ..........................................................................................................Date:  
Tuberculosis: (MUST be within 6 months of entry to Maritime)  

 
Covid is a recommended vaccine, not required. 

 

REQUIRED FOR ALL NEW INCOMING 2025-2026 STUDENTS 

1.   PPD   Mantoux)……………………………………………… (    Date   Administered:   /   /     
Date   Interpreted:   /   /   Results:   _     

  
Covid   –   19:   Vaccine   Name   1 st 

  Dose   Date   /   /   2 nd 
  Dose   Date_   /   /   Booster   Date_   /   /        

  



  
  

  SUNY Maritime College Health Services  
6 Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu  

 STUDENT NAME: _________________________________________________________________________________  M#: _________________________________  

       Meningitis Information Response Form    
  

New York State Public Health Law requires that all college and university students enrolled for at least six 
(6) semester hours or the equivalent per semester complete this section. No institution shall permit any 
student to attend the institution more than 30 days without complying with this law. The 30-day period 
may be extended to 60 days if a student can show a good faith effort to comply.  

  

Check one box and sign below:  
  

   I have received the meningococcal meningitis immunization within the past 10 years.  
  

Date Received: ______________  
  

 I have read, or have had explained to me, the information regarding meningococcal meningitis disease. 
I understand the risk of not receiving the vaccine and I have decided that I (my child) will not obtain 
immunization.  

  

   I will have my family physician provide the vaccine.  
  

  

  

Student’s Signature  Date 

Parent/Guardian Signature (if under 18 years)  Date 

  

Physician’s Signature/Stamp  Date 
  

 

 

 

 

REQUIRED FOR INCOMING REGIMENTAL CADETS 2025 -2026 



  
  

SUNY Maritime College Health Services 
6 Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu  

 STUDENT NAME: _________________________________________________________________________________  M#: _________________________________  

  
SUNY Maritime College is committed to ensuring that students enrolled in the license program meet the U.S Coast Guard 

medical and physical ability requirements to qualify for U.S. Coast Guard licensure.  
  

All incoming students are required to complete a physical examination upon admission to SUNY Maritime College.  
  

The U.S. Coast Guard has set forth a non-exhaustive list of medical conditions, medications, and physical abilities that may 

be subject to further review. Cadets with these medical conditions and/or physical limitations who do not meet the  
U.S Coast Guard’s medical and physical ability requirements may be denied the ability to qualify for U.S. Coast Guard 

licensure or they may be granted a license with restrictions and/or limitations. There are also medical conditions and 

limitations that are not listed which would render one ineligible to receive a license. Please note that the U.S. Coast Guard 

evaluates each applicant individually and the final determination regarding license eligibility lies with the U.S. Coast Guard, 

notSUNY Maritime College.  
  

All cadets enrolled in the license program must agree to adhere to the following policies to ensure that the 

individual meets the U.S. Coast Guard medical and physical requirements:  
  

1. Submit the application for medical certificate (CG-719K) to the Director of Licensing within the first 9 months of 

enrollment.  
  

2. Continue to meet the medical and physical ability requirements throughout enrollment at SUNY Maritime College.  
  

3. Inform Maritime Health Services of any change in health status once enrolled, including but not limited to new 

diagnosis, change of medication, surgery or hospitalization.  
a. Failure to provide current, accurate information may jeopardize continued enrollment in the license 

program.  
  

4. In accordance with this policy, if a cadet has a medical or physical condition that disqualifies the individual from 

meeting the requirements, he/she shall be transferred to a non-license program until such individual meets the 

medical and physical ability requirements.  
  

You are encouraged to contact Dr. Wilkow (Director, Student Health Services) at bwilkow@sunymaritime.edu or  
healthservices@sunymaritime.edu at (718) 409 -7347 with any questions regarding the U.S. Coast Guard medical 

and - physical ability requirements.  
  
My signature below attests that I will fully adhere to the SUNY Maritime College medical policies for U.S. Coast Guard 

licensure.  
Student Name (please print):  ID#:   

  

   
  
Parent/Guardian Name: (please print):  

  

Parent/Guardian Signature:  Date:   

Student   Signature:   Date:      
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SUNY Maritime College Health Services 
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REQUIRED FOR INCOMING REGIMENTAL CADETS 2025 -2026 

Informed Consent Form for Physical Activity 

 
Cadets Name ____________________________ ID# ____________________________ 
 
 
I understand that INDOCRINATION (INDOC) is a physical program which includes exercises 
to build the cardiorespiratory system (heart and lungs), the musculoskeletal system 
(muscle endurance and strength, and flexibility), and to improve body composition 
(decrease of body fat in individuals needing to lose fat, with an increase in weight of muscle 
and bone). Exercise may include, but not limited to aerobic activities (walking, running, 
rowing, swimming, and other aerobic activities), callisthenic exercises, and endurance and 
flexibility exercises to improve joint range of motion. 
 
 Description of Potential Risks:  
I understand that the potential for injury exists with each of the physical activities 
performed. I further understand that I am going to partake in the INDOC program before 
my personal medical practitioner has cleared me to do so. 
 
I understand that SUNY Maritime College, its staff, and faculty shall not be liable for any 
damages arising from personal injuries sustained by me (Cadet) during the INDOC 
program.  
 
I hereby fully and forever release and discharge SUNY Maritime College and its staff and 
faculty from all claims, demands, damages, rights of action, present and future therein. 
 
I understand and warrant, release and agree that I am in good physical condition and that I 
have no disabilities, impairments or ailments preventing me from engaging in active or 
passive exercises that will be detrimental to my being. 
 
I state that I have had a recent physical exam and shall present said document to the 
Department of Health Services by 9Sept2020. 
 
 
 
Cadet Signature _________________________________ Date __________________ 
 
 
Parent or Legal Guardian _______________________ Date ___________________ 
 
 
 
 
   



  
  

SUNY Maritime College Health Services 
6 Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu  

 

REQUIRED FOR INCOMING REGIMENTAL CADETS 2025 -2026 

MEDICAL CLEARANCE FOR PARTICIPATION IN ORIENTATION 
 

 
 
Student Name ____________________________ DOB _______________ 
 
 
The above-named student is cleared to fully participate in the physical demands of orientation at 

SUNY Maritime College without restrictions or concerns for their safety and well-being.  

Specifically, they are cleared for the following: 

 

• Running and sprinting 

• Long periods of marching in formation 

• Physical training, including push-ups and sit-ups, and pull ups. 

• Overhead arm activities such as throwing, catching, climbing. 

• Swimming, treading water, flipping a life raft, and donning a water survival suit. 

• Sports, including water polo, ultimate frisbee, softball, dodgeball, basketball 

• Pulling heavy objects 

• Participation in physical activities in hot and humid conditions 

 

 

Signature of medical care provider: ___________________________ Date: ___________ 

Office Stamp: 

 

 
 
***NOTE*** This does not guarantee requirements for the license programs 
 
 
 
 
Signature of student: ______________________________________ Date: ________________ 
 
 
 
 

 



 

9 
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REQUIRED FOR INCOMING REGIMENTAL CADETS 2025 -2026 

History & Physical Exam 

 
Student Name 

  
DOB     

 

 
MEDICATIONS ALLERGIES 

  

  

  

 
CARDIAC SCREENING & Exam 
 

YES NO 

Is there a history of heart disease, including murmur?   

Has the patient ever had an abnormal EKG or anormal echocardiogram?   

Is there a history of lightheadedness, fainting, or chest pain during exertion?   

Does the patient report any palpitations or irregular heart rhythm?   

Is there a family history of sudden cardiac death or cardiac event before the age of 45?   

Is there a history of moderate to severe COVID-19?   

If history of moderate to severe COVID-19 is there post-cardiac clearance?   

 
Rate 

  
Rhythm 

 
REGULAR           IRREGULAR        

 
Murmur Description 

 

 
MEDICAL HISTORY & PHYSICAL EXAMINATION 
 
Describe any significant health history including mental health. Note physical exam abnormalities and list restrictions and /or 
limitations. 
 
 
 
 
 
 
 
 

Please note: No accommodations can be made for our physically demanding orientation program.  
 

SIGNATURE   

                                                                                                                                                                         

Signature of MD, DO, PA, NP                                                                                                                        Date of Exam 



  
  

SUNY Maritime College Health Services 
6 Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu  
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CG-719K (04/17) Previous Editions Obsolete Page 10 of 10

a.  CONSENT FOR MEDICAL PRACTITIONER TO RELEASE INFORMATION TO THE COAST GUARD: 

My signature below authorizes the Medical Practitioner, who has signed the certification on page 9 of this form, to release to, or discuss with authorized 

Coast Guard personnel, any pertinent information in his/her possession regarding any physical or medical condition that may require review by the Coast 

Guard prior to determining whether the Coast Guard should issue a merchant mariner medical certificate.   

I understand that this authorization is voluntary. I also understand that failure to provide authorization could affect the Coast Guard's ability to make a timely 

determination as to whether the Coast Guard should issue me a merchant mariner medical certificate. This authorization will remain in effect until the Coast 

Guard determines whether to issue me the requested merchant mariner medical certificate for maritime service, but no longer than one year.    

I have read and understand the following statement about my rights: 

u I may revoke this authorization at any time prior to its expiration date by notifying the verifying medical practitioner in writing, but the revocation will 

not have any effect on any actions taken before they received the notification.  

u Upon request, I may see or copy the information described in this release. 

u I am not required to sign this release to receive my medical evaluation. 

Signature of Applicant Date (MM/DD/YYYY)

 b.  CONSENT FOR COAST GUARD TO RELEASE INFORMATION TO A THIRD PARTY: 

 My signature authorizes the Coast Guard to share my medical information with the third party indicated below.  I understand that I may revoke this 

authorization at any time prior to its expiration date by notifying the Coast Guard in writing. 

 Please provide the Name of the Organization or Third Party, Address, and Phone Number. Additional Third Party Authorization information may be 

attached separately.

Signature of Applicant Date (MM/DD/YYYY)

Name of Organization or Third Party

Organization Point of Contact (if applicable) Phone Number

Street Address

Signature of Applicant Date (MM/DD/YYYY)

StateCity Zip Code

c.  CONSENT FOR THIRD PARTY TO ACT ON MY BEHALF: 

My signature authorizes the following third party to act on my behalf in all matters pertaining to the processing of my current application for a medical 

certificate. This means that the Coast Guard will share my medical information and correspond with the third party, and it means that the third party can 

request agency action on my behalf, and receive my medical certificate. 

I understand that I may revoke this authorization at any time prior to its expiration date by notifying the Coast Guard in writing.   

Please provide the Name of the Organization or Third Party, Address, and Phone Number. Additional Third Party Authorization information may be attached 

separately.

Name of Organization or Third Party

Organization Point of Contact (if applicable) Phone Number

Street Address

StateCity Zip Code

Section XI:  (Optional) Applicant Consent - To be completed by the Applicant Declined

Date of Birth: (MM/DD/YYYY)Print Applicant Name:(Last, First, MI.)

SUNY Maritime College - Licensing Dept.

Charles Smith, Keith Herman (718) 409 3519

6 Pennyfield Ave

Bronx NY 10465

SUNY Maritime College - Licensing Dept.

Charles Smith,k Keith Herman (718) 409 3519

6 Pennyfield Ave

Bronx NY 10465
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