PASCO-HERNANDO COMMUNITY COLLEGE
DIVISION OF HEALTH OCCUPATIONS
PHYSICAL EXAMINATION FORM

This report must be received by the Program (Check one program)

. . . RN Paramedic
Orientation date specified in the memo or the student PN RTE
may not be admitted to the program. DH

COMPLETE ALL OF THE FOLLOWING INFORMATION: (Please type or print legibly in ink.)

Name

Last First Middle
Date of Birth Student ID Number
Address

Street City State Zip
Home Phone () Emergency Phone ()

Person to notify in case of emergency

THE FOLLOWING IS TO BE COMPLETED BY A LICENSED PRACTITIONER. (Continues on Reverse)
Participation in clinical facilities requires proof of immunity to certain viruses. A recent immunization (booster) or a positive titer is the
only acceptable proof of immunity. If the titer results are negative, immunization is required. (The only exception is Poliomyelitis — a
vaccine in childhood is acceptable.)

REQUIRED IMMUNIZATION/VACCINE & or TITER REQUIRED DIAGNOSTIC/LABORATORY:
Polio Vaccine Childhood or Recent Date Date
PPD OR
Tetanus Date (within 10 yrs.) Chest X-Ray (if PPD positive)
Rubella/Rubeola
MMR, MR Date of Last Booster Results (PPD or Chest X-Ray Report) must be attached
(within 3 yrs) OR

Date of Titer RECOMMENDED VACCINE:
Varicella (chicken pox) Hepatitis B Date of Completed Series
2 injections Date of Vaccine OR

Date of Titer Results (vaccination record) must be attached

Results (titer or immunization record) must be attached

NOTE: The College supports the recommendations of the American College of Physicians and the Centers for Disease Control (CDC)
and strongly encourages the vaccination of students against Hepatitis B in an effort to minimize the risk of Hepatitis B
infection to patients, clients, and students. Students declining immunization, or who are still in the process of receiving the
immunizations, will be required to sign a student release statement (SAR-53).

HEIGHT WEIGHT B/P P

EYES/VISION HEARING
Without glasses R / L / R Normal Abnormal
With glasses R / L / L Normal Abnormal
Color Vision Normal Abnormal

SAR-40 (Rev. 6/10)  (OVER)



PAST MEDICAL HISTORY: Has student been subject to any of the following:

lliness/Condition Yes No Comments/Date(s)

Arthritis

Tuberculosis

Asthma

Hypertension

Heart Disease

Epilepsy

Diabetes

Hernia

Venereal Disease

Hepatitis

Injuries/Hospitalizations

Allergies: Specify:

Alcohol/Controlled Substance Use Specify:

Tobacco Use Specify

Other Specify:

WNL Abnormal Comments

Head and Neck

ENT

Teeth and Gums

Heart/Lungs

Abdomen

Spine

Extremities

Genitalia

Skin

Metabolic/Endocrine

Current Treatment? (Please indicate medical, mental health, rehabilitative.)

Current Medications? (Please list prescription and non-prescription drugs and indicate any precautions
necessary.)

Emotional or Physical Conditions that would interfere with student’s attendance and progress in campus or
clinical settings? (Specify.)

| certify that | have examined the student and have found him/her to be in good mental and
physical condition.

Signature of Practitioner Date

Please Print Practitioner's Name

Address:

Street City State Zip
Phone: ()

SAR-40 (Rev. 6/10)



