Name:

IMMUNIZATION RECORD
AND MEDICAL HISTORY

Community & Technical College FORM
FIGHER FIUCATION BEGINS HERE
Date of Birth:
(First) (Middle) (Last) (MM/DD/YY)

DIPTHERIA AND TETANUS TOXOIDS All students should have had a basic series of 3 doses of DIPHTHERIA AND TETANUS TOXOIDS. These
are usually given with Pertussis (in DTP) in infancy. A booster dose of DIPHTHERIA AND TETANUS TOXOIDS, Adult Type (Td) is needed every
10 years to maintain immunity. If the last dose of the toxoid was received more than 10 years ago, a single booster dose of Td is required.

BASIC SERIES with DTaP or DTP:

#1 / #2 / #3 / #4 /
MM YY MM YY MM YY MM YY
TETANUS-DIPHTHERIA (Td) BOOSTER (within the last ten years): /
MM YY
MMR (MEASLES-MUMPS-RUBELLA)
Two doses are required.
1. Dose 1 given at age 12-15 months orlater ... #1 /
MM YY
2. Dose 2 given at age 4-6 years or later, and at least one month after firstdose ............... #2 /
MM YY
POLIO
Primary series in childhood meets requirement; three primary series schedules are acceptable.
OPV alone (oral Sabin three doses). ...................... #1 / #2 / #3 /
MM  YY MM  YY MM  YY
Or IPVIOPV sequential: ...................... 1PV #1 / PV #2 / OPV #1 / OPV #2 /
MM  YY MM  YY MM YY MM YY
Or PV alone (injected Salk four doses): ...................... #1 / #2 / #3 / #4 /
MM YY MM YY MM YY MM YY
HEPATITIS B
Three doses of vaccine or a positive Hepatitis B surface antibody meet the requirements.
Immunization (Hepatitis B) ... #1 / #2 / #3 /
MM YY MM YY MM YY
Or Immunization (Hepatitis A and B vaccine) ................. #1 / #2 / #3 /
MM YY MM YY MM YY
Or Hepatitis B surface antibody ... / Result: 0 Reactive  (J Non-reactive
MM YY
VARICELLA

A history of chicken pox, or a positive Varicella antibody, or two doses of vaccine given at least one month apart if immunized at the age of 13 or

older meet the requirement.

1. History of Disease: JYES [ONO
2. Varicella Antibody: / Result: 3 Reactive [ Non-reactive
MM YY
3. immunization: #1 / #2 /
MM YY MM YY

TUBERCULIN SKIN TEST OR CHEST X-RAY (Test must not be older than 6 months.}

Date Given: / / Date Read: / /
MM 11D YY MM 1D Y'Y

Result (record actual mm induration, transverse diameter; if no induration, write “6"):

Interpretation (based on mm of induration as well as risk factors): O POSITIVE 0O NEGATIVE

Chest X-ray result {required if tuberculin skin test is positive): 7 NORMAL 3 ABNORMAL Date of Chest X-ray: /

MM DD

HiizaLTH CARE PROVIDER

NAME: Address:

vy

Signature: Date: Phone:




NAME:

MEDICAL HISTORY

(Last mame/Family name)

ADDRESS:

(First)

(Middic)

DATE OF BIRTH:

(MM /1

YD/AYYY)

(Ntreet)

COUNTRY OF BIRTH:

(Ciy)

Note: Your health information is held strictly confidential.

FAMILY HEALTH HISTORY

GENDER: 1 Female (1 Male

{Stare/ Provinee)

(Country)

(Postal Code)

(Grandparents, Parents, Brothers, Sisters, Children)

MARITAL STATUS: 0 Married 0 Single

Student Signature:

Date:

| CHECK EACH ONE YES | NO YES NO |
TUBERCULOSIS ASTHMA, HAY FEVER, HIVES )
DIABETES EPILEPSY OR CONVULSIONS
HIGH BLOOD PRESSURE NERVOUS OR MENTAL DISEASE
HEART TROUBLE DEATH AT YOUNG AGE |
STROKE SICKLE CELL TRAIT/ANEMIA
PERSONAL HEALTH HISTORY
Have you ever had or have now any of the following?
L CHECK EACHITEM | YES | NO YES | NO YES | NO YES | NO

Heart Probiems Rupture or hernia Hay fever Diabetes
High or low blood Bone or joint
pressure Skin disease, boils Asthma problems |

Reaction or allergy to
Rheumatic Fever Anorexia/bulimia drugs Severe Headaches
Cold sores or herpes Dizzy or fainting spells Shortness of breath Cancer

Stomach/intestinal
Diphtheria Menstrual problems problems Chronic cough

Jaundice, live disease, Alcohelism or drug
Mumps Surgery in past hepatitis abuse

Hospitalization
Measles overnight Appendicitis Tobacco use
Nose or throat Epilepsy or

Chickenpox problem convulsions Bleeding disorder

Nervous problems of Other Medical
Mononucleosis Ear or eye problem any sort problems
Immune system Kidney, bladder,
disease Sinusitis prostate problems ]
DO YOU CURRENTLY? YES | NO YES | NO
Smoke? See a doctor regularly?
Wear glasses or contacts? Have any physical limitations? N
Take medication? ] B
If you checked “yes” to any item or have any other diseases, please give details:
In case of emergency, the school should contact:

{(Nume) {(Relationship) Felephone Number)




