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North Central Texas College
Division of Health Occupations

Emergency Medical Services Program
HEALTH AND PHYSICAL EXAMINATION FORM

Name: __________________________   Student Number: _______________

Date of Birth: _____________________

Every student accepted into this program of study must provide documentation demonstrating that the student is in good physical and emotional/mental health. Each student must also provide documentation compliant with the immunization requirements for students enrolled in health related career education course(s) as set by the Texas Department of Health for certification.

While the information required on this form is not used in the selection of students, the information may be used as a cause to exclude a student form participation in clinical/fieldwork and thus as cause to exclude a student from continuation in a specific health occupations program. Reasonable accommodation will be made for students who have been accepted into specific health occupations programs who have documented disabilities.

The following section is to be completed by the student. A photocopy of applicable records documenting immunization dates, serologic rest results, TB test results or X-ray report, and/or physician statement(s) if one or more immunizations are contraindicated of if the student has had the disease(s) must be attached to this form. This is necessary to document compliance with immunization requirements in the health related career field as set by the Texas Department of  Health.

Tetanus/Diphtheria: (Indicate date of last booster; this must be within the last 10 years.)

Measles: (For students born on or after January 1, 1957, verification of 2 doses of measles vaccine administered on or after their first birthday and at least 30 days apart or serologic conformation of immunity is required. Students born prior to January 1, 1957 must show proof of either: one dose of measles vaccine on or after their first birthday, and since January 1, 1968 or serologic confirmation of immunity.)

Rubella: (Students must show proof of one dose of rubella vaccine administered on or after their first birthday or a serologic confirmation of immunity. A physician-validated history of rubella disease is not acceptable documentation of immunity.)

Varicella (Chicken Pox) Vaccine or Written Statement: Students must show proof that they have had the varicella

vaccine or written proof from a parent, guardian or doctor that they had the disease.

Tuberculin test or Chest X-ray (This must be a current test within the past year.)

Hepatitis B Virus: Indicate date of immunization doses. 
                 Dose #1 _________       Dose #2 ________   Dose #3 _________

Applicants Name: ____________________________  Program: ___________________________

To be completed by applicant:

Allergies: ____________________________________________________________________________________

Medications: __________________________________________________________________________________

List any physical, and/or cognitive, and/or learning disabilities that you have. _____________________________________________________________________________________________

_____________________________________________________________________________________________

________________________________




____________________________

Applicants Signature






Date:

TO BE COMPLETED BY A LICENSED PHYSICIAN OR CERTIFIED NURSE PRACTITIONER

Height: _______
  Weight:_______   Blood Pressure: _______   Pulse: _______

	Drug Screen


	ڤ Positive            ڤ  Negative

	Head & Nervous System
	

	Mouth & Throat
	

	Nose
	

	Ears and Hearing
	

	Endocrine
	

	Respiratory
	

	Gastrointestinal
	

	Cardiovascular
	

	Genito-urinary
	

	Musculoskeletal
	

	Emotional Factors:
	

	Immunological
	


Would you recommend that this applicant be admitted to the Emergency Medical Services Program?  If no or with reservations, please comments.

Signature of physician or practitioner: ___________________________________________________

Printed Name: _____________________________________________________________________

Provider Number: __________________________________________________________________

Office Address and Phone #: _____________________________________________________________


