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HEALTH EXAMINATION FORM

LAST NAME: \ 'QH FIRST NAME: \L-‘(.\S‘(Vem TSCCID# : PHONE NUMBER:

THE FOLLOWING INFORMATION MUST BE COMPLETED BY A PHYSICIAN, NURSE PRACTITIONER, OR NURSE.
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The student has been diagnosed with a chronic/serious medical condition{s)? (Ex. Diabetes, hypertension, selzure disorders, etc.?)_ Yes_\~~ No
If yes, please list:
Is/are the condition(s) being presently cantrolled orwf\/ﬂ Yes, No Ifyes,please describe:
The student has been diagnosed with a psychiairic/mental condition(s)? (Ex. Bipolar, depression, chemical dependency, etc.) Yes \/ No
Is/are the condition{s) being presently controlied ortreatod?m (/] Yes, No I yes, please describe:
The studentis takingprescribed medications on a regular basis? Yes, No
if yes, please list: ___ e b

month, day, year
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