STUDENT HEALTH SERVICES
Cape Cod Community College

REPORT OF MEDICAL HISTORY
(student to complete)

Student 1.D. Number Social Security Number Date

Last Name (print) First Name Middle Initial (Maiden) Home Phone

Address (Number & Street) City State Zip Work Phone

Date of Birth Age Sex: M F

In case of emergency, please notify Address Home Phone Work Phone
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Current Medications/Drugs: Allergy History Yes No

If yes, list:

Medical History: (List major illnesses/injuries/operations/disabilities)

e s 2 L L L i 2 B e

Family History:
Age State of Health
Father

Occupation

Age of Death Cause of Death

Mother

Spouse

Children

Brother(s)

Sister(s)

Personal History: Yes No
Have you had:

Scarlet Fever

Measles

German Measles

Mumps

Chicken Pox

Malaria

Gum/Tooth problems
Sinusitis

Eye, ear, nose, throat problems
Hearing difficulty

Insomnia

Frequent Anxiety

Frequent Depression

Worry or Nervousness
(Suicide attempts/thoughts of)
Recurrent Headache
Recurrent Colds

Head Injury

Shortness of Breath
Pain/Chest Pressure
Chronic Cough

Palpitations

Rheumatic Fever/Heart Murmur
Heart Problems
Disease/Joint Injury

“trick” knee/shoulder, etc
Back Problems

Tumor, Cancer, Cyst
Jaundice

Stomach/Intestinal problems
Gallbladder problems

Yes No

Recurrent Diarrhea
Recent Weight change
Dizziness/Fainting
Weakness/Paralysis
Protein/Sugar in urine
Frequent urination
Males Only:
Urination problems
Testicular exam
Females Only:
Irregular periods
Severe Cramps
Excessive Flow
Recent Pap Smear
Breast Exam

Have you or any of your immediate family ever had any of the following?
If yes, comment. Use separate sheet if necessary.
Yes No Relationship
Tuberculosis
Diabetes
Kidney Disease
Heart Disease
Cancer
High Blood Pressure
Asthma, Hay Fever
Alcohol/drug abuse
Hepatitis
Comments:

Student Signature:




STUDENT HEALTH SERVICES
Cape Cod Community College
West Barnstable, MA 02668
Information on this form is strictly for the use of the Health Services and will not be released to anyone without your written consent

REPORT OF PHYSICAL EXAMINATION

Blood Pressure
Height
Weight

Overweight Ibs
Underweight Ibs

Vision (corrected) yes no_
Right 20/ Left 20/
Urinalysis:

Glucose:
Protein:
Hgb or Hct gm%

Are there any abnormalities of the following systems?
Describe fully:
Yes No
1. Eye, Ears, Nose, Throat
2. Respiratory
3. Cardiovascular
4. Gastrointestinal
5. Genitourinary
6. Musculoskeletal
7. Metabolic/Endocrine
8. Neuropsychiatric
9. Integumentary
10. Gynecological

Immunization & Tests
All are required regardless of age
Massachusetts State Law Chapter 76-15C and OSHA
Standards

Month Year
Required Vaccines:

Physician Signature

Address

Telephone Number

Measles after 1968 and

Measles/mumps/rubella
Tetanus/diphtheria (Td)
(within 10 years)

Recommended, Not Required:

Hepatitis A

HepatitisB - dose 1
- dose 2
- dose 3

Mantoux Test
Results

Current medication?

PRN or Prophylactic Medications
Physical or Emotional Problems
which would limit activities?

Is there loss of or seriously
Impaired of any organ? _
Comments on all ““yes” responses and give
recommendations:

Printed Name Date



