
PASCO-HERNANDO COMMUNITY COLLEGE 
DIVISION OF HEALTH OCCUPATIONS 

HEALTH EXAMINATION FORM 

THIS FORM MUST BE RETURNED TO THE COURSE INSTRUCTOR PRIOR TO ATTENDING 
CLINICAL COURSES IN THE FOLLOWING PROGRAMS: 
 
 _____  Emergency Medical Technician (EMT) 

 _____  Health Unit Coordinator 

 _____  Medical Administrative Specialist 

 _____  Nursing Assistant (CNA) 

 _____  Phlebotomy 

 _____  Dental Assisting 

 _____  Human Services 

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: 
  

REQUIRED IMMUNIZATION 
 
                                                                 Date 
Tetanus booster   
(within 10 years)                                 __________ 

 
Immunization or vaccination record must be attached 

 

REQUIRED DIAGNOSTIC/LABORATORY:
       Date 

PPD  OR                 _______ 

Chest X-Ray (if PPD positive)              _______ 
 
Results (PPD or Chest X-Ray Report) must be attached

 
 
 
RECOMMENDED VACCINE 
 

Hepatitis B     Date of Completed Series  
 
 

Vaccination record must be attached 

 

 
 NOTE: The College supports the recommendations of the American College of Physicians and the Centers of 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 immunizations will be required  
 to sign the following Student Release Statement: 
 
 



STUDENT RELEASE STATEMENT:  HEPATITIS B VACCINE 
 

 I, _________________________________, the undersigned, have received, read, and understand the programs  
                                      (please print) 
 HIV/Hepatitis Policy.  I have been informed about the risks of Hepatitis B and the need for active immunity.  I have  

 elected NOT to be immunized against Hepatitis B and am releasing the College and any clinical agency to which I 

 am assigned of liability in the event I contract the disease. 

 

 ____________________________________  _______________________         _______________ 
                                Student Signature                                                   Student ID Number                                 Date 
 
 
MEDICAL HISTORY: 

Current Medication:  (Please list prescription and non-prescription drugs and indicate any precautions necessary.) 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

Emotional or Physical Conditions which would interfere with the student’s attendance and progress in campus or clinical 
settings?  (Please specify) 
 
_________________________________________________________________________________________________ 

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

 
I certify that I 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:  (       )  ________________ 
                     
   

 

THIS FORM IS VALID FOR ONE YEAR FROM DATE SIGNED. 
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