Lone Star College-North Harris
Medical Assisting Program Physical Examination Form
(Required of ADMITTED students only. Completed form will be due first day of class.)
Name __________________________________ Physician ____________________________________


         (Please print or type)



      (Please print or type)

Address ________________________________ Address _____________________________________

_______________________________________                _____________________________________


(City)


      (Zip code)


(City)

                     (Zip code)

Telephone (_____)________________________
   (______)______________________________

     Area code




    Area code

Age___________ Height ______________ Weight ______________ B/P _________________________

Allergies ____________________________________________________________________________

Current Medications Taken ______________________________________________________________

____________________________________________________________________________________
Illness (past five (5) years) ______________________________________________________________

____________________________________________________________________________________
Injuries (past five (5) years) _____________________________________________________________

____________________________________________________________________________________
Past surgeries (type and date) ___________________________________________________________

____________________________________________________________________________________
Any current problems in the following areas?

(If YES, please give diagnosis)

Circulatory/cardiovascular system: 
Yes _____________ No ____________

Respiratory system:


Yes ____________ No _____________

Gastrointestinal system:


Yes ___________ No ______________

Liver, Biliary tract or pancreas: 

Yes ___________ No _______________

Musculoskeletal system:

Yes ___________ No _______________

Urinary system: 


Yes ___________ No _______________

Reproductive system: 


Yes ___________ No _______________

Nervous system: 


Yes ___________ No _______________

Endocrine system: 


Yes ___________ No ________________

Disorder of eye or ear: 


Yes ___________ No _______________

Vision screen: ____________________



Hearing screen: ___________________

(snellen test)

Integumentary   : 


Yes ___________ No _______________

____________________________________________________________________________________
Laboratory tests:

Urine (dipstick acceptable):
_______________
_________________
  _______________
________________

Protein
                          Glucose

  Ketone

Blood

Blood:
Hgb _________________
Hct _________________

TB test (mantoux test only): ____________________    _________________    __________________




      Date                                     Positive                         Negative

Only if indicated - Chest X-Ray ___________________   _________________   ____________________


                                                Date                                  Positive                        Negative
Required Immunizations (date MUST be given):

Tdap

Date ______________


MMR

Date ______________

Hepatitis B vaccine           #1 __________________   #2 _________________   #3 _________________




       Date                                     Date                                   Date

In your opinion, is this individual
suitable physically and emotionally for an educational and clinical experience that requires 30 – 40 hours per week, 12 continuous month commitment to a health occupation program?
Yes _____________ If No _______________ Why ___________________________________________

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
Date ________________________
___________________________________________________






(Signature of Examining Physician or Nurse Practitioner)





___________________________________________________







Physician Phone Number
