SAINT MARY'S COLLEGE
Of CALIFORNIA

Medical Evaluation Form

CONFIDENTIAL INFORMATION

NOTE: This completed Medical Evaluation must be filed with the Student Health Center in order to complete registration.

Name Student ID#
LAST FIRST MIDDLE

Home Address Date of Birth
STREET CITY STATE ZIP CODE

Home Phone Student Cell Phone Parent Cell

Emergency contact

Emergency Phone

List any medication you are now taking. Include prescriptions, over-the-counter medication, performance enhancers/supplements, vitamins.

Yes No
U L] Allergy or severe reaction to any medication (specify type of reaction)
U ] Any other allergy, or severe reaction to insect, bees, wasps or food (specify type of reaction)

Please review and complete this with your health care provider. Check whether you have ever had any of the following conditions.

If YES, provide approximate date(s) and details.
Yes No

[] Anemia

[J Allergies, hay fever

[] Asthma

L] Diabetes

[] Depression or anxiety

| Drug or alcohol dependency

[] Eating disorder

[ Epilepsy or seizures

Yes No

[] Fainting or passing out

[1 Gynecologic disorder

[] Head injury, concussion

N I A

[] Headaches

s i o A

[ ] Hernia

L] High blood pressure

[] Irregular menses

[ Irregular heartbeat or extra beats

[] Kidney or bladder problem

] Mononucleosis (Mono)

[] Physical disability

[] Significant illness/injury

[] Thyroid disorder

[ Ulcers, stomach problem, colitis

[] Weight loss/gain greater than 10 Ibs.

[J Other:

Check whether family members have had any of the following conditions.

If YES, provide approximate date(s) and details.
Yes No

[ [J Diabetes

[] [J High blood pressure

[] [J Other significant family illness, please describe

Yes No

[1 [ History of heart problems

[] [J Sudden death before age 50

CONSENT FOR TREATMENT IF UNDER 18 YEARS

: Parent Signature

(over)



Student Name:

PART I: IMMUNIZATION RECORD -- NECESSARY FOR REGISTRATION --- NO EXCEPTIONS

To be completed by you and your health care provider. Please record and attach all immunization records

REQUIRED IMMUNIZATIONS
A. Tetanus-Diphtheria (TD)

1. Tetanus-Diphtheria booster, within the last ten Years . . . ... ... oottt /
Or Mo Yr
2. Tdap booster (preferred) to replace a single dose of Td at least 2-5 years since last dose of Td ......................... /
Mo Yr
B. ML.M.R. (Measles, Mumps, Rubella) (Two doses required or proof of immunity by titre enclosed) 1. / 2. /
Mo. Yr. Mo. Yr.
C. Varicella (History of chicken pox, positive varicella antibody, or two doses of vaccine meets the requirement)
1. History of Disease Yes No Date
2. Varicella antibody ~Date Result: Reactive Non-reactive
3.Immunization Dose #1 / /
Mo Day Yr
Dose #2 / / given at least 12 weeks after first dose ages 1-23 or at least 4 weeks after first dose if age 13 years or older.
Mo Day Yr
D. Hepatitis B .......... Dose #1 / / Dose #2 / / Dose #3 / /
Mo. Day Yr. Mo. Day Yr. Mo Day Yr.

D. Tuberculosis (Required for all international and high risk students. Please consult your health care provider )

1. PPD (Mantoux) within the past 6 months Result: mm induration (horizontal diameter). . / /
Mo Day Yr.
2. If greater than 10 mm induration, copy of chest x-ray report required. Date x-ray done Results
3. Did patient receive INH therapy for positive TB test?  Yes No Date treatment began: Date treatment completed

OTHER IMMUNIZATIONS (STRONGLY RECOMMENDED) Please record and attach all immunization records

A. HPV (human papillomavirus) (females only) Dose #1 / / Dose # 2 / / Dose #3 / /
Mo Day Yr Mo Day Yr Mo Day Yr
B. Hepatitis A Dose #1 / / Dose #2 / /
Mo. Day Yr. Mo. D ay Yr.
C. Meningococcal Vaccine /
Mo. Yr.

PART II: MEDICAL EVALUATION BY A HEALTH CARE PROVIDER IS REQUIRED WITHIN THE LAST YEAR

Male Female Height Weight BP Pulse Urinalysis: Alb Sugar Blood
Nml Abn GENERAL Assessment and Comments Nml Abn MUSCULOSKELETAL Assessment and Comments
[] [J Head [] [J C-spine

L] [ Eyes [l [J Shoulders

[ [JENT [0 [J Elbows

L] [J Mouth/teeth L) [ Wrists

[]  [J Lungs/heart [] [] Hands

[l [J Abdomen Ll L Spine

[ aGu [J [J Hips

[J L Skin [J [ Knees

[1  [] Neurological [1 [] Ankles

[] [ Feet

ASSESSMENT:

PLAN:

I HEREBY CERTIFY that this medical report is complete, true, and correct. I certify further, that in my opinion and based on this medical examination,
the applicant is medically fit, is not medically fit to follow a normal College program.

For Athletic Participation

A. To my knowledge, this individual is fit to compete in a College athletic program. Yes [ /No []
B. List any restrictions to athletic participation:
C. Any special equipment or protective devices required
D. EKG recommended if any significant cardiac history or risk.

Date: Clinician’s Signature: OFFICE STAMP REQUIRED:

RETURN FORM TO: Saint Mary’s College of California
Student Health and Wellness Center
P.O. Box 3006, Moraga, CA 94575-3006
Phone (925) 631-4254 Fax (925) 376-2238



