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Student’s Name: Class:
_ Annual History & Physical Examination Form Date:
____ Dental Examination Form (Sophomaores only) Date:
____ Vision Examination Form (Sophomores only) Date:
_____Annual Mantoux and/or Chest x-Ray (2 step for Sophomores) Date:
Result #1 Date:
Result #2 Date:
____ MMR series complete
_____Immune Titer for Rubella
Result | Date:
If necessary, revaccination date
____Immunization or history of Varicella Disease Vaccine
______Competed Hepatitis B series
_____ Completed Polio series
______ Completed DPT series
_____ Received Tetanus Booster within the past 10 years Date:

Received Influenza Vaccine (recommended, not required) Date:

Received Meningiococcal Vaccine (recommended, not required)

Student is free of communicable diseases

Completed medical record is on file in STUDENT HEALTH SERVIECS

Nurse / Nurse Practitioner’s Signature
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