MOUNT ST. MARY’S COLLEGE

IDITIQ] health niso ry

Please print or type clearly. Please detach completed forms and return by August 1 to:

To be completed by student.
All information is confidential.

Health Services, Mount St. Mary’s College, 12001 Chalon Road, Los Angeles, CA 90049 [ Chalon Student
(for Chalon students), or 10 Chester Place, Los Angeles, CA 90007 (for Doheny students). [IDoheny Student
[OMale
Name [JFemale
last first
Student ID# or Last 4 Digits of SSN. Date of Birth Local Phone
mm/dd/yy

Local Address ' ‘

street cty state zip
Permanent Address ' ‘

street cty state zip
Permanent Phone In case of emergency notify
Relationship Phone Address
Medical Insurance Plan PPO HMO

Family Background Has anyone in your immediate family or blood relatives had any of the following?
Yes No  Explanation

Breast Cancer

Cervical or Ovarian Cancer

Other Cancer

High Blood Pressure

Thyroid Disease
Sickle Cell Anemia

Stroke or Heart Attack

I i o R AR
I i o R AR

Before Age 50 0o o
Other O O
Personal History Yes No If yes, please specify

|
|

Are you currently under the care of a physician?

Do you have any allergies, including
allergies to any medications?

Are you taking any medications?

Do you smoke? How many per day?

Do you drink alcohol? How much per week?

Do you consider yourself overweight? How much?

Do you consider yourself underweight? How much?

Do you have or have you ever had anorexia or bulimia?

Oo0OooooOoood
Oo0OooooOoood

Do you exercise regularly? What type and how often?
Have you ever had a sexually transmitted infection?
Women:
Do you have annual gynecological
exams with pap smears? o O Date/result of most recent exam:
Have you ever been pregnant? o O Dates/outcomes:
Are your periods regular? o O
At what age did you start to menstruate?___ How frequent?

How many days do they last? Date of the first day of your last menstrual period?



Have you ever had or do you have any of the following?
Yes No  Explanation and dates

Alcohol and/or drug problem

Anemia

Asthma or hay fever

Blood clot or vein problem

Cancer

Chest pain or lung problem
Diabetes

Diagnosed migraine headaches

Digestive/abdominal problem/ulcer

Eye disease

Fainting or dizzy spells

Frequent or severe headaches

Gynecological disorders
or surgeries

Hearing loss/ear aches

Heart murmur or other
heart problem

Hepatitis, jaundice, liver problem

High blood pressure

OO00O00 OO OOooOooOoOoOooooood
OO00O00 OO OOooOooOoOoOooooood

Kidney disease

Recurrent anxiety, significant
depression, other emotional
illness

Recurrent bladder infections

Seizures or epilepsy
Sleep problem

Surgery
Thyroid problem

OO0Oooodgao
OO0Oooodgao

Tuberculosis

Any other significant surgery or surgical conditions? Please provide information you feel will be pertinent to your care.

I hereby certify the above answers are correct.

Student Signature Date

Consent—Please read and also sign the following

This must be signed by the student, and, for minors (under 18 years of age), by parent or legal guardian. In cases of missing
immunizations, illness and/or injury, authority and consent is given to Mount St. Mary’s College to cause the examination and
treatment of the above named student either at the Health Services Office or by outside physicians and medical facilities as are
available. Consent is further given for necessary admission to and medical or surgical treatment in a hospital. It is agreed that all
medical and/or hospital expenses incurred beyond those covered by any applicable student insurance policy will be paid directly
by the undersigned student and parent or guardian and the College will not be responsible thereon. Consent is also given to release
health requirement information for clinical placements to respective departments and/or clinical sites.

Student Date

Parent/Legal Guardian Date




health SGFUiCGS department

Immunization Requirements

Please print or type clearly. Please detach completed forms, make a personal copy to keep for your records and
return before August 1 to: Health Services, Mount St. Mary’s College, 12001 Chalon Road, Los Angeles, CA 90049,
or 10 Chester Place, Los Angeles, CA 90007.

OMale
Name [JFemale
last first

Student ID or Last 4 Digits of SSN. Major. LIFr. OOSo. OJr. [Sr.
Cell Phone Email
Health Requirements for All Students Prior to Entering
1. Physical Exam within the last year. 6. TB Skin Test within the last year. Must be given and read

Complete Blood Count (CBC) within the last year. by a healthcare professional. If the test is positive, a chest

X-ray report within the last three years, indicating no

2
3. Urinalysis (UA) within the last year. (Dipstick acceptable.) disease, is required.
4

One-time Tetanus/Diphtheria/Acellular Pertussis vaccine
(Tdap) as a replacement booster if last Td was more than
10 years ago.

7. Two doses of MMR, with at least one since 1980 or record of
titers showing immunity.

. . . . . 8. Hepatitis B series of three shots required.
5. Three doses of Polio vaccine. Proof of immunization required p 1

if under age 18, otherwise provide record if available.

Other Recommended Immunizations for All Students

Meningococcal vaccine Varicella vaccine (two doses) if no proof of disease
Hepatitis A vaccine (two doses) Human Papilloma Virus (HPV) vaccine (three doses)
Annual influenza vaccine (licensed for females aged 9-26)

Nursing Clinical Requirements (in addition to 1-8 above) Note: May vary by clinical site.
9. Annual physical exam, CBC, UA, initial 2-Step TB Skin Test (PPD). 12. Hepatitis B series of three shots.

10. One-time immunization with Tdap as a replacement booster 13. Hepatitis B-surface Ab Titer (QN) results drawn a minimum
if last Td was more than two years ago. of 30 days after 3rd immunization (must be positive).

11. Varicella Surface Ab (QN) titer (must be positive)—not required
with proof of vaccination series of two immunizations.

Immunization Record
Must be signed and dated by medical provider or you may provide copies of official immunization records:

MMR#1 Date Dose Site MMR#2 Date Dose Site
Tetanus (Td or Tdap) Date Dose Site

TB Skin Test (PPD) First-Step Dategiven Provider signature

Date Read (within 48-72 hours) Result mm. Provider signature

*TB Skin Test (PPD) Second-Step (minimum 1-3 weeks, maximum 1 year from First-Step)

Dategiven_ Provider signature

Date Read (within 48-72 hours) Result mm. Provider signature

Chest X-ray (if PPD is positive) Date Result (Please attach copy of report)

Polio (required if under 18 otherwise list if available) Dates #1 #2 #3

Hepatitis B Dates #1 #2 #3

*Hepatitis B-Surface Ab Titer quantitative (Nursing only—rmust be positive) Date Result (attach results)
*Varicella Surface Ab Titer Date Result (attach results)

*Varicella Vaccine (not required if previous varicella titer shows immunity) Dates #1 #2

**Meningococcal Vaccine (recommended) Date

**Hepatitis A (recommended) Dates #1 #2

**HPV (recommended) Dates #1 #2 #3

Medical Provider’s Name Phone #
Provider’s Signature Date

* ONLY Nursing required **Recommended but not required



e
pthISICQ,l exam

Please print or type clearly. Please detach completed forms and return before August 1 to: Health Services,
Mount St. Mary’s College, 12001 Chalon Road, Los Angeles, CA 90049, or 10 Chester Place, Los Angeles, CA 90007.

Name Date Campus
last first

Student ID or Last 4 Digits of SSN Birth Date Program
mm/dd/yy

TO BE COMPLETED BY THE PHYSICIAN OR PROVIDER

Subjective Comments:

Urinalysis (dipstick)
Blood Bili Uro Ketone Protein

Nitrate Glucose PH SpGrav — Teukocytes

Complete Blood Count Please attach copy of lab report.

Physical Exam
VITALS: B/P Temp Pulse Respiratory Rate

Weight Height LMP

VISION: Uncorrected R L Corrected R L

ALLERGIES:

Within Normal Limits Observations/Comments

Head and ENT
Neck and Nodes
Cardiovascular

Respiratory

Abdomen

Rectal (optional)

Musculoskeletal

Neurological
Skin
Women:

Breast exam (optional)

Vulva/perineum/vagina (optional)

Cervix (optional)

Uterus/Adnexae (optional)
Men:

Genito-urinary (optional)

Assessment:

Plan:

Medical Provider’s Name Phone
please print

Provider’s Signature Date

700/10



