STUDENT HEALTH RECORD
San Juan College

4601 College Blvd.

Farmington, NM 87402

MEDICAL HISTORY - PART 1 PLEASE PRINT

ALL INTERNATIONAL STUDENTS MUST HAVE PART 2 COMPLETED BY A PHYSICIAN.

NAME Social Security No.
Last First Middle
PRESENT ADDRESS
Street/Box City State Zip Code
PERMANENT ADDRESS
Street/Box City State Zip Code
TELEPHONE MARITAL STATUS (M [0S SEX [JM [JFBIRTHDATE

PERSON TO NOTIFY IN CASE OF EMERGENCY

ADDRESS TELEPHONE

MEDICAL INSURANCE

Name of Company Address Policy No.
. List any restrictions of physical activity ever recommended for you

. Are you now under any medical treatment? [] yes [] no If Yes, Explain
. List any medications you take regularly or occasionally
. Have you ever had any abnormal reactions to drugs or serums? [[] yes [[] no If yes which ones?
. Have you ever had a chest X-Ray which showed any abnormalities? [] yes [] no If yes give date and findings

OB wWNPEF

6. What injuries have you had? (Dates included)
7. What operations have you had? (Give dates)
8. Is your general health [] good [ fair [ poor

9. Have you ever been immunized for tetanus? If so please give date of last immunization

10. Name of family physician Telephone No. ()
Address City State Zip
Check [] all that apply to you past or present
[] measles [J overweight [ thyroid trouble [ arthritis
] mumps [] underweight [ tendency to bleed [ hepatitis
[ chicken pox [ skin disease easily [ diabetes
[ scarlet fever [ hay fever [ tuberculosis [ asthma
[ rheumatic fever [ food allergy [J poliomyelitis [ fainting
[ infectious mono-nucleosis [J epilepsy or convulsions  [] appendicitis [J nervousness
[ kidney disease [J encephalitis [J pneumonia [J knocked unconscious
[] venereal disease ] meningitis [] heart trouble [] emotional problems
[ stomach, liver, or rectal [ paralysis [ high blood pressure [ swollen or painful
intestinal trouble joints
[ any other diseases

The information on this form will be kept confidential and will be released only upon written permission. San Juan College
Reserves the right to request additional information if deemed necessary.
All records must be on file at the health center before registration

Applicants Signature Date




A REPORT OF PHYSICAL EXAMINATIONS — PART 2

All international students must have this form completed and on file at time of registration

Height Weight Blood Pressure Pulse Distant Vision Hearing
oD Corr. To R
oS Corr. To L
Normal Abnormal | CLINICAL EVALUATION: Check each item and elaborate as necessary

Eyes — diseases and defects

Ears — diseases and defects

Nose — diseases and defects

Sinuses

Throat — diseases and defects

Throat — diseases and defects

Tonsils — diseases and defects

Heart — rhythm, sounds, murmurs

Lungs

Abdomen and viscera, including hernia

Anus and rectum

G-U system

Feet (flat, Pain, infection)

Upper extremities

Lower extremities

Lymphatic glands

Teeth

Thyroid

Breasts

Back

Skin

Urinalysis- Alb Sugar Sp. Gr.

Hgb. Hct.

Serology (VDRL)

Neurological

Psychiatric — specify in letter to office of admissions

Orthopedic Conditions (Injuries, past muscle or bone disorders, surgeries).

Dr’s Comment: Is there any physical or mental condition that would limit person’s studies?

THE FOLLOWING ADDITIONAL TESTS & IMMUNIZATIONS ARE REQUIRED FOR FOREIGN STUDENTS

[] Tuberculin Skin Test (results) [] Ova and Parasites (results)
[] Chest X-Ray (results) [ Measles (results)
[ Rubella (results) [J HBV (results)

With in one year of admissions

Signature of Physician Date of exam

Physicians Name and Address (typed or printed)




