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Students,

Please take this form to your medical provider for completion and signature. You are required to submit copies any medical records that are needed. Unless otherwise instructed, you are only required to documents TB and Physical Assessment results. 
Also, plan accordingly--SHS has limited hours and MD has limited availability.
Please submit this completed form and all necessary health records to the program coordinator
Thank You,

Mission College Pharmacy Technician Program

Office of Community Education

Ph (408) 855-5131

Fax (408) 855-5480

mcpharmacyprograms@hotmail.com
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Name (please print) ____________________________________________________         Date: ____________
                Last



First


Middle          

   ADDRESS: _____________________________________________________________ D.O.B____/____/____
                              Street                                     City
                  State                    Zip
   Ht ________ Wt __________
          B/P ___________ RR__________                Male
Female
    Providers:

    Please evaluate the student’s physical health, and note any remarkable findings which may prohibit or  

    hinder the students from activities of pharmacy technician work. These may include but are not  

    limited to the following:

· Standing for prolonged periods of time ( 4 hours straight )

· Lifting up to 25 pounds

· Repetitive motion ( e.g. typing, packaging )

· Exposure to chemicals and materials ( latex, penicillin, medications )

    Notes:     ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________
    HEALTH HISTORY: Have you ever been diagnosed or treated for any problems of:






      





     
Yes


No

   Emotional/Mental Health






___


___

   Brain (seizures, blackouts, migraines)




___


___

   Eyes (color blindness)







___


___

   Liver (hepatitis)







 
___


___

   Carpal tunnel








___


___

   Allergies









___


___
   If yes please explain: ____________________________________________________________________________________________________________________________________________________________________

MD Signature: ________________________________ 
Phone: ______________________
Please use the table below to document any immunizations that are required of you prior to attending externship.

Tests/Immunization


Documentation Dates/ Dates Read

	TB


	

	Chest X-ray if (+) TB


	

	
	

	
	

	
	

	
	

	
	


*********Please provide copies of relevant health records as needed********

Please contact our office should you have any questions. Thank you.

Mission College Pharmacy Technician Program

Ph (408) 855-5131

Fax (408) 855-5480

mcpharmacyprograms@hotmail.com

Provider Information:

Name: _________________________________________
Title:  ___________________

Address: ______________________________________________________________________________

Phone:  ________________________________________

Provider Signature: _____________________________________________
Date: ________
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