	



	HEALTH AND PUBLIC SERVICES DEPARTMENT

STUDENT HEALTH AND IMMUNIZATION RECORD

	Program in which you are enrolling:
	Respiratory Therapy
	Campus:
	Ankeny

	
	
	
	
	
	
	
	

	
	All students enrolling in the health programs must complete Part I of this form before consulting with a physician to verify dates of immunizations and treatment of current or chronic conditions.  With the exception of immunization information or in the case of medical emergencies, no information will be released to anyone other than the Health and Public Service Department without consent of the student.

Program continuation requires each student to perform every essential function of the student role.  If the student, with reasonable accomodation, is unable to perform any essential function in a safe and successful manner, they will be required to withdraw from the program.
	

	
	
	
	
	
	
	
	

	PART I:
	
	BACKGROUND INFORMATION To be completed by student.  (Please Print)

	
	
	
	
	
	
	
	

	A.
	PERSONAL DATA  Gender:
	 FORMCHECKBOX 
   Male
	 FORMCHECKBOX 
   Female
	Social Security Number:
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	Last Name
	
	First Name
	Middle Initial
	Date of Birth

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	Home Address (Number and Street)
	
	City
	
	State
	Zip Code

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	Telephone:  Home
	Work
	
	Health Insurance Company/Policy Number

	
	
	
	
	
	
	
	

	
	
	
	
	(     )
	
	(     )
	

	
	In Case of Emergency, Notify: Name
	Relationship
	Home Phone
	Work Phone

	
	
	
	
	
	
	
	

	B.
	PERSONAL HEALTH HISTORY
	
	
	
	

	
	
	
	
	
	
	
	

	
	DATE OF LAST PHYSICAL EXAM:
	
	;
	DENTAL EXAM
	

	
	
	
	
	month                 year
	
	
	month                 year

	
	
	
	
	
	
	
	

	
	ALLERGIES:
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	Medication:
	
	
	
	
	

	
	
	
	
	
	
	

	
	Other Types:
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	I have the following “Med-alert” condition:  ________________________________________________



	
	
	
	
	
	
	
	

	
	OTHER COMMENTS:
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Student Signature
	
	Date
	
	

	
	
	
	
	
	
	
	

	

	

	Rev. 6/00:     Q:\hc_dean\shared\forms\immune.doc

	

	

	

	(Part II Medical History & Part III Immunizations TO BE COMPLETED AND SIGNED BY PHYSICIAN(

	
	
	
	
	
	
	
	

	PART II:
	
	MEDICAL HISTORY

	
	
	
	
	
	
	
	

	1.
	Physical/mental conditions which have required treatment within the last 6 months or are chronic in nature:

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	2.
	Medications taken currently or routinely:

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	3.
	Conditions which restrict activity and/or require special adaptation(s):

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	4.
	Other:
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