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HEALTH EXAMINATION FORM

LAST NAME: FIRST NAME: TSCCID#_________ PHONENUMBER:

THE FOLLOWING INFORMATION MUST B8€ COMPLETED BY A PHYSICIAN, NURSE PRACTITIONER,

Allergles (Food Drug/Latex. etc.)
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The student has been disgnosed with a chronic/sedous medical condition{s)? {Ex. Diabetes, hypetension, seizure disorders, etc.?) Yes I/No
if yes, plesse jist: '
is/ate the condiion(s) being presently controlled or treated? Yes No  Nyes,please desarbe:
The student has been diagrosed with a psychiatric/mental condition{s)? {Ex. Bipolar, depression, chemical dependency, ete.) Yes ’/No
is/are i) condition(s) being presently controlied or traated? Yes No  Hyes, pleass describe:
The sidentis takingprescibed medications on a regularbasis? Yes / No
if yes, plesse list:
On the basis of my sxamination on this day, 52 ‘% . a3 , 1approvethe student's participation in Cinical Education.
/ moath, day, year
Yes ——No Limitod - ifiimited, please desaibe:
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PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT) W
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i Provider:
Please place office stamp
here (if possibie) for AUBURN UNIVERSITY MONTGOMERY
: validation purposes. l STUDENT HEALTH CENTER
e IRMA B. MOORE HALL RM. 102

P.O. BOX 244023
MONTGOMERY, AL 36124-4023



