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Office of Health Services 

Medical Record 
 

Please have this form filled out by your Physician and submit it to the Office of Health Services, 307 North.   

 

Part 1: Patient Information To be completed by the student       Please print 

Name    Last    First     Middle Initial 

 

Date of Birth Student ID # 

 ____  ____  ____  ____ 

Daytime Phone # 

(        )  

Email Address 

Address Street  Address     City    State   ZIP Code 

 

Emergency Contact  Name     Relationship    Phone 

 

 

 

Condition Yes No Condition Yes No 
Allergies   Intestinal / Stomach Disorder   

Anemia   Pelvic Infection   

Anxiety   Pregnant   

Cancer, Cysts, Tumor, etc.   Respiratory Disorder   

Depression   Rheumatic Fever   

Diabetes   Seizure Disorder   

Dizziness, Fainting   Sexually Transmitted Disease   

Headaches   Skin Disorder   

Hearing Problems   Thyroid Disorder   

Heart Problem   Tuberculosis Treatment/Prevention   

High Blood Pressure   Urinary Infection   

   Other   

Do you have health insurance?   

Have you ever had a serious illness?   

Have you ever had a broken bone?   

Have you ever had an operation?   

Are you taking any medications?   

Are you currently being treated by a physician for any medical condition?   

 

Explain all YES answers (please provide dates)  _____________________________________________________________________________  

 ____________________________________________________________________________________________________________________________________  

 ____________________________________________________________________________________________________________________________________  

I hereby certify that the above information is correct to the best of my knowledge. 

Student Signature ______________________________________________________________________ Date   _________________________________  



Note: Any corrections or ink discrepancies of original information to be signed and stamped by the physician. 

Part 2 : Physical Examination               To be completed by the Physician / Nurse Practitioner 

Height (in.) Vision O.S. 

Weight (lbs.) Vision O.D. 

B/P Other 

 Normal Abnormal Not Examined 

Head, Ears, Eyes, Nose, Throat    

Neck    

Skin    

Lungs    

Cardiovascular    

Breasts    

Abdomen    

Musculoskeletal    

Lymphatic System    

Neurological    

Psychiatric    

GU    

Rectal    

Summary 

 

 

Is this student currently under a physician’s care or taking medication? ☐ YES ☐ NO 

Please specify:  _______________________________________________________________________________________________________________________  

 _______________________________________________________________________________________________________________________________________  

Recommendations for Physical Activity 

☐ Cleared for Full Participation ☐ Limited (please explain below)  ☐ Barred 

Comments: ___________________________________________________________________________________________________________________________  

 _______________________________________________________________________________________________________________________________________    

Examiner’s Name and Title_________________________________________________________________________ 

Telephone____________________________________________________________________________________________ 

Address:______________________________________________________________________________________________ 

 

Signature: ___________________________________________________________________ Date: _________________   

Physician’s Stamp 


