DAEMEN

STUDENT’S REPORT OF MEDICAL HISTORY
COMPLETE THIS BEFORE GOING TO YOUR HEALTH CARE PROVIDER FOR EXAMINATION

NAME
(PRINT) Last First Middle
DATE OF BIRTH SOCIAL SECURITY NUMBER
SEX: O MALE (O FEMALE MARITAL STATUS: (0 MARRIED (J SINGLE ([ OTHER
HOME ADDRESS
Number and Street City or Town State Zip Code
Home Telephone Number with Area Code Cell Phone Number with Area Code

PERSON TO BE NOTIFIED IN EMERGENCY

Name and Relationship

Home Telephone with Area Code Business Telephone with Area Code
HEALTH CARE PROVIDER

Name Telephone Number with Area Code
ADDRESS

Number, Street, City, State, and Zip

MANDATORY Health Insurance Information:
NAME OF INSURANCE CARRIER:

POLICY #: ID#: GROUP #:
FAMILY HISTORY Have any of your relatives ever had any of the following?
AGE STATUS OF AGE AT YES| NO RELATIONSHIP
HEALTH OCCUPATION DEATH CAUSE OF DEATH 5. Tuberculosis
1. Father 6. Diabetes
2. Mother 7. Kidney Disease
8. Heart Disease
3. Brothers 9. High Blood Pressure
10. Arthritis
11. Stomach Disease
12. Asthma, Hay Fever
4. Sisters 13. Epilepsy, Convulsions
14. Cancer

PERSONAL HISTORY - Please answer all questions.

YES | NO YES | NO YES | NO YES | NO
15. Scarlet Fever 29. Insomnia 41. Shortness of Breath 52. Surgery (list below
16. Measles 30. Chronic Anxiety 42. High Blood Pressure with dates)
17. German Measles 31. Chronic Depression 43. Dizziness or 53. Head Injgry with
18. Mumps 32. Worry or Nervousness m (I;alntmlg. o Léncc:nsmi‘usm.ass
- . Convulsions or . Rupture, Hernia
19. Chicken Pox A 33. Recurrent Headaches Epilepsy 55. Recent Gain or
20. Mononucleosis 34. Recurrent Colds Loss of Weight
- - - 45. Weakness, -
21. Malaria 35. Allergies (specify) Paralvsi 56. Tuberculosis
22. Eye Trouble Penicillin araysis 57. Sexually Transmitted Disease
23. Ear, Nose, Throat Other Drugs 46. Arjthrltls,Rheumatlsm, 58. Albumi.n in prine
Trouble 36. Hay Fever, Asthma Joint Trouble Sugar in Urine
24. Sinusitis 37. Chronic Cough 47. Back Problems 59. Frequent Urination
25. Hearing Difficulty 38. Rheumatic Fever or 48. Stomach or FEMALES ONLY
26. Speech Difficulty Heart Murmur Intestinal Trouble 60. Irregular Periods
- 49. Gallbladder Trouble
27. Do you use a 39. Pain/Pressure _ — 61. Severe Cramps
wheelchair or crutches? in Chest 50. Jaundice or Hepatitis .
N 62. Excessive Flow
28. Diabetes 40. Palpitation (Heart) 51. Recurrent Diarrhea

YES | N0 REMARKS OR ADDITIONAL INFORMATION

A. Has your physical activity been restricted or your education interrupted
for medical reasons during the past five years?
(Give reasons and dates.)

B. Have you had difficulty with school, studies, or teachers?
(Give details.)

C. Have you received treatment or counseling for a nervous condition,
personality or character disorder, or emotional problem? (Give details.)

D. Have you had any illness or injury or been hospitalized other than
already noted? (Give details.)

E. Have you consulted or been treated by clinics, physicians, healers, or other

practitioners within the past five years (other than routine checkups)? (Give details.)

Student’s Signature Date

F. Have you been rejected for or discharged from military service because
of physical, emotional, or other reasons? (If so, give reasons.)

G. Do you have the absence of any paired organ (eye, ear, kidney, etc.)? Health Care Provider's Signature (Acknowledging Review)

H. Are you currently taking any medication? (Please list)




HEALTH CARE PROVIDER’S REPORT OF HEALTH EVALUATION

PART Il - PHYSICAL EXAMINATION

Student’s Name

Date of Birth

1. Height 2. Weight 3. Blood Pressure / 4. Pulse
5. Vision Right 20/ corrected to 20/
Left 20/ corrected to 20/

DESCRIBE ANY ABNORMALITIES OF THE FOLLOWING SYSTEMS IN THE SPACE BELOW.

NORMAL | ABNORMAL

6. Head, Ears, Nose, or Throat

7. Eyes (Ophthalmoscopic)

8. Hearing

9. Neck — Thyroid

10. Respiratory

11. Cardiovascular

12. Gastrointestinal

NORMAL | ABNORMAL

13. Skin

14. Genitourinary (including Hernia)

15. Musculoskeletal

16. Metabolic/Endocrine

17. Neurological

18. Psychiatric

Yes

No

19. To the best of your knowledge, is this person free from physical or mental impairments including alcohol or drug dependency?

20. To the best of your knowledge, is this person free from communicable diseases that could jeopardize the health of patients or classmates?

21. Are there any restrictions of physical activity indicated by your examination? Comment below.

22. Is the patient now under treatment for any medical or emotional condition? Comment below.

23. Do you have any recommendations regarding the care of this student? Comment below.

24. Is the person capable of performing the work assigned to him/her in the practice setting as a physician assistant/physical therapy student or nurse?

25. How long and in what capacity have you known this student?

Comments:

PART Ill - IMMUNIZATIONS

IMMUNIZATIONS: MANDATORY
MMR 1 MMR 2 OR  DATES:

26. Measles: T 2 doses vaccine

or O proof of disease

or O pos. serologic test

(attach lab report)

27. Mumps: T mumps vaccine

or O proof of disease

or [ pos. serologic test

(attach lab report)

28. Rubella: 3 rubella vaccine

or [ pos. serologic test

(attach lab report)

29. Varicella: O 2vaccines 2

or O proof of disease

or O pos. serologic test

(attach lab report)

30. PPD within 1 year mandatory.

Results to be read within 72 hours (Date Administered)
(IF TEST IS POSITIVE, CHEST X-RAY IS
REQUIRED). See #31. (Date Read)
POS mm. NEG mm.

31. Chest X-ray Date
(NEEDED ONLY IF PPD RESULT IS POSITIVE) Result
(Please attach a copy of the report) esul
32.TD Date
or TDAP Date
33. Hepatitis B
1st Dose Date
2nd Dose Date
3rd Dose Date
34. Positive Hep B titer Date
35. Flu Vaccine Date

| verify by my signature that the student | have examined is able to meet the Technical Standards

for successful completion of the Daemen College Athletic Training Education/Nursing/PA or PT
Program. My signature also verifies that | have reviewed the student’s immunization records.

WHEN COMPLETED, MAIL DIRECTLY TO:
Health Services Office — M.B. #104
Daemen College
4380 Main Street
Amherst, New York 14226-3592

(716) 839-8446
FAX (716) 839-8230

Signed , Title
Name
(PRINT)
Address
Zip
Tel. No. (Include area code) ( )

Date of Examination

(frm report med history Rev. 3/2011)




