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Dear Doctor:
Students conditionally admitted to any Health Occupations Program at Mission College must have a complete physical examination within the 12 months prior to the beginning of the program.  We are dependent upon your evaluation of the applicant’s health status in determining his or her eligibility for admission. Where physical or emotional health limitations exist, we appreciate your considered opinion as to the relevance of these limitations in the practice of nursing.
Rubella, Rubeola, Mumps, Varicella, and Hepatits B surface antibody titers are required as proof of immunization for students entering Health Occupations Programs.  Mission College policies are designed to comply with clinical agency requirements and the recommendations of the State of California Department of Health Services. 
Please include with the physical examination, a copy of the following test results:

· Tdap (Tetanus, Diphtheria, Pertussis) Booster within the last 5 years 
· 2–step Tuberculosis (TB) tests with the TB surveillance survey

· 2 step TB test required consists of 2 complete TB tests within a 8-12 week period
· If TB test is positive, chest X-Ray is required with an annual TB surveillance survey

· Chest X-ray must have been completed within the last 5 years

· Chest X-Ray is not accepted without a TB surveillance survey

· Rubella, Rubeola, Mumps, Varicella, and Hepatits B surface antibody titers
· If the titer is negative, immunizations required as medically warranted
· If the immunizations are administered, proof of the each immunization injection is required to be submitted to the program office within one week of the injection
Thanks in advance for your assistance.

Sincerely,
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Cynthia Harrison, RN MS

Director, Registered Nursing (LVN-RN) Program

Physical Examination Form
Student: Please Complete
Name



     
      Sex



Last                               First                                      M.I.
Address

   






Birthdate




Telephone



____________
******************************************************************************

Do you have a history of problems in the following areas?  

Yes       No                                                                             

[    ] 
[    ] 
Nervous system (e.g. emotional problems, head injury)

[    ] 
[    ] 
Liver/Gallbladder (e.g. hepatitis, jaundice)


[    ] 
[    ] 
Urinary System (e.g. kidney infection)

[    ] 
[    ] 
Eyes, Ears, Nose, or Throat

[    ] 
[    ] 
Back (spine), Bones, or Joints



[    ] 
[    ] 
Circulatory System (e.g. heart murmur)


[    ] 
[    ] 
Respiratory system (e.g. asthma)

[    ] 
[    ] 
Skin Problems


[    ] 
[    ] 
Gastrointestinal System (e.g. ulcers)

[    ] 
[    ] 
High Blood Pressure


[    ] 
[    ] 
Cancer, Leukemia, or Blood Disorder

[    ] 
[    ] 
Seizures


[    ] 
[    ] 
Diabetes

[    ] 
[    ] 
Hernia


If you mark yes to any of the problems listed above, please explain:
List all serious illnesses/injuries and year(s) of occurrence:
List all operations and hospitalizations and indicate dates:
Medications you are presently taking:
Physical Examination Form
Physician/Health Care Provider:  Please Complete 
Student Name



     







Last                                    First                                      M.I.
*****************************************************************************
Vision Screening:
Glasses/Contacts:
Yes __________No__________           
Vision:

 
 (R)__________(L)__________
*****************************************************************************
Height


Weight


B/P


Pulse



General:
Skin:

EENT & Neck:

Breasts: 

Lungs:

Heart:

Abdomen:

Extremities & Spine:

Neurological:

Mental/Emotional:

Diagnoses: 

























Treatment Required:

























Limitations:

1)
Lifting




2)
Bending/Stooping




3)
Providing Physical Care to Patients/Clients




4)
Standing




5)
None

Physician Signature





Date

Physician Name - Please print or type



Phone number

Address

Physical Examination Form
Physician/Health Care Provider:  Please Complete 

Student Name



     







Last                                    First                                      M.I.
*****************************************************************************

Required Immunizations and Titers
	Titer levels are required.

Immunizations required if titer levels do not show immunity.
	Date
	Result

	Rubella Titer
	
	

	Rubeola Titer
	
	

	Mumps Titer
	
	

	MMR vaccine (if Titer is negative)
	

	Varicella Titer
	
	

	**Varicella vaccine 

(if Titer is negative)
	

	Tdap Vaccine (within last 5 years)
	

	Hepatitis B  titer
	
	

	Hepatitis B vaccine (if Titer is negative)
	

	Tb Skin Test (PPD) – Test 1
	
	

	Tb Skin Test (PPD) – Test 2
	
	

	Chest X – Ray (if  positive Tb Skin Test)
	
	

	Person is free of communicable tuberculosis         Yes               No   


*Note:  Hepatitis B Vaccine - 1st injection required prior to starting program. 

             2nd  Hepatitis B injection required if  >1 month since first injection. 

Physician Signature





Date

Physician Name - Please print or type



Phone number

Address
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