
(Pleasetypeorprint.)

Last Name    First Name    Middle Name

IMMUNIZATION HISTORY – PLEASE PROVIDE DATES:  (See accompanying letter for requirements.)

PhysicianSignature:      Date:

Date of Examination:Height  Weight   BloodPressure   Pulse

Vision:  Runcorrected  corrected  Luncorrected   corrected

Urinalysis: SpecificGravity  Sugar   Protein   Other

 Normal Abnormal – Describe

Skin  

Head and scalp  

Eyes  

Ears/Hearing  

Mouth, nose, throat  

Neck  

Heart  

Lungs  

Abdomen  

Genitourinary  

Musculoskeletal  

Neurologic  

Emotional  

PleaseidentifyanyproblemthatwilllimitactivityorneedongoingcarebytheHealthCenterStaff.Giveyourrecommendationsforthiscare.

Physician’sName(PleasePrint):      Signature:

Address:         Date:

 

PhoneNumber: 

FaxNumber: 

IMMUNIZATION RECORD AND  
PHYSICAL EXAMINATION

Tetanus-Diphtheria* Dateprimaryseriescompleted________________
 (DTPorDTaP)
(within10years) Mostrecentbooster_______________________
 Pleasecircle:TdorTdap

Polio* Dateprimaryseriescompleted________________

Tuberculosis Medical Evaluation and Screening Form completed*

DateCompleted______________________________

Hepatitis B:1st_____________2nd______________3rd______________
(Highlyrecommended)Requiredforhealthcaremajors

*These immunizations are REQUIRED.

M.M.R.* (Measles, Mumps, Rubella -Twodosesrequired.)

Dose1  Dose2

Varicella vaccine:1st_________2nd________orHXofdisease_________

Meningitis Immunization*: 

Menactra____________________________________(Date)

orMenomune________________________________(Date)

*PleasecompletetheMeningitisImmunization/WaiverForminadditiontoproviding
theimmunizationdateabove.

Other

Return to:  DeSales University Health Center
 McShea Student Center
 2755 Station Avenue
 Center Valley, PA 18034


