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INFECTIOUS DISEASE AND IMMUNIZATION INFORMATION. TO BE COMPLETED BY THE PROVIDER OF CHOICE.

Tuberculosis: Students must have either a negative TB skin test, a negative chest x-ray, or a letter
from a physician indicating they are asymptomatic.

1 TB Skin Test Date given Date read [ Positive [ Negative

1 Chest x-ray date, if skin test is positive: Date Results:

1 Has had previous x-ray & shows no symptoms

PROVIDER: Date:
Urine Analysis: Alb: Sugar:
PROVIDER: Date:

Measles / Mumps / Rubella - If student was born prior to 1957, this section is complete.

Date of birth:

If student was born after January 1, 1957, the student must have a positive titer OR vaccine, AS AN ADULT.

Vaccine Date Titer Date Titer Result

Positive Negative

Measles (Rubeola) l l
Mumps Ul Ul
Rubella O O
PROVIDER: Date:

TETANUS / DIPTHERIA — Students must have received a TD vaccination within the past 10 years.

Date of Vaccination:
PROVIDER: Date:

VARICELLA (Chicken Pox) - All students must have a positive titer OR vaccine, AS AN ADULT.

OR
1" Vaccine 2" Vaccine Date of Titer Titer

PROVIDER: Date:

HEPATITIS B — Student must choose ONE of the following three options:
L1 Positive titer for Hepatitis B (Date):

L1 Received series of three immunizations (Dates):

1% Vaccine 2" Vaccine 3 Vaccine

L1 Sign the waiver form provided by OCC

PROVIDER: Date:
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Physical examination; titers and immunizations will be at the student’s expense.

PHYSICAL EXAMINATION — To be completed by physician of choice.

Date:
Height: Weight: Blood Pressure Pulse:
Vision: Without correction Right: 20/ Left: 20/
With correction (if any) Right: 20/ Left: 20/
System Assessment Normal Abnormal Briefly Describe Abnormalities
Cardio-Vascular
Respiratory
Digestive

Nose & Throat

Ears (hearing)

Eyes (vision)

Nervous System

Bones & Joints

Breasts

Abdomen

Back

1. Is this student capable of normal physical exercise? ] Yes

If No, please explain:

2. s this student presently under medical, neurological or psychiatric treatment? ] Yes

If Yes, please explain:

3. Are there any physiological and/or psychological limitations that would ] Yes

restrict this individual’s participation in the college nursing program?
If Yes, please explain:

O No

O No

0 No

EXAMINER’S SIGNATURE DATE

Please print name:

ADDRESS: Street/ City / Zip PHONE




