Position
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CONMMONWEALTH OF FENNSYLVANIA
PENNSYLVANIA DEPARTMENT OF HEALTH

SCHOOL PERSONNEL HEALTH RECORD

1. Patient Inforniaﬂan .

Last Narie First Mi Sex D.OB.
Sacial Security Number Home Telephons Wark Telephone
Maﬂing Address Streat City Zip -
Usual Soarce of Medical Care Physician's Name Address Telephone
Emergency Contact - Name Relationship Address | . Telephotie
. Immunization History
z;n-te.r lﬁmzth. Day, and Year Bach Immunization was Given , )
VACCINE - DOSES . BOOSTERS & DATES
D}phthena ami Tetanug® S Y A 2 f ! 3 7 4 + / 5 +t 1
Hepalitis B - v 7 0 |20 ¢ 31 4 ’
Meagles, Mumps, Rubella N 2 1 _
Other . f 1 | Other T
*Tetanus_ and Diphtheﬂa are usnaliy mcei'éed in combined vaccines such as DTP. DTaP, DT or Td
1. Reguired Tuberculosis Test Results (as per Regulations of the Department of Health)
: bate Applied Arm Method Anfigen Manufacturer Signature
Date Raad 7 Results (mm} - Signature
Far previously knownfnew positive reactors:
Chest X~ray:D§te: Results: Other: Date; Resuits:

{Attach a copy of the report.) {Attach a copy of the report.)

Pr&ventive Anti-Tuberculosis ~ Chemutharap}? ordered; 3 mo . T es ) Dater

IF SIGNIFICANT REACTION WAS REPORTED, THE PHYSICIAN REPORT MUST STATE THAT THE
APPLICANT IS FREE FROM CURRENT TURERCULOQSIS DISEASE GR IS UNDER ADEQUATE

CHEMOTHERAPY FOR TUBERCULOSIS DISEASE.

SO




IV, Significant Medical Canditions (')

ATBIZIES | oerc e cnerssimececanen .
AT, et v sas s saasens
Cardiag.. .
Chemical Depeudency ....................... .
Alcohol .........................................
Diabetes Mellitas. ..o
Gasteointestinal Disonder. v um
Hearing Disorder ... B
Hypertension .o
Neuromusomtar DIsofder
Orthopedic Condition ...
Respirstory HINBSS . vensainss
Seizure DHSorder .. ecsnicessnsassesens
SEIn DHEOLARE < caasercenncierimrsnscnsssseiasssacns
Vision DISOrder ..o

Other (Specify) ... peteatitaasastraras
V. Report of Physical Examination (¥')

D LT L LRI TP TYY

000000000000000005

2

o IfYes, Bxplain

OC00o00000O0000o0,s

» Height (inches)

Not
Nomosl  Abpowmuat Exmnined Conunents

« Weight (pounds)

« Pulsa

« Blood Pressure !,

» Hair/Scalp

» Skin

o Eyes — Vistcal Acuity R/ L f

» Eyes — Color Vision

« Bars — Hearing dB R. L_

« Noge and Throat

» Tecth and Gingiva

« Lymph Glands

» Heart —— Mutmug, etc.

» Lung — Adventious Findings

» Abdomen

« Gepjtourinary

« Neuromuscular System

« Fxtremities

Are there any special medicat problems or chronie diseases which require restricton of activity, medication or which

might affect histher work role? ¥ so, specify

Physician Name (Print)

Signature of Bxaminer

Physician Address
The staterents and answers as recorded ahove are full, complete and true to the best of my knowledge and belief, 1

understand that any false or misleading statements may canse termination of my employment.

I authorize the physician or other person to disclose any knowladge of information pertaining to my health to the

employing suthority for whom this examination is performed.

Signature of Bmployes

Bate



