Physical Exams are available at the Student Health Center (657-2153) on the Main Campus or you may see your personal physician, nurse practitioner or physician’s assistant.  Appointments are required.

MSU-Billings, College of Technology

Student Health Form

Name:_____________________________________ Date of Birth:________________ Sex:___________

Address:______________________________________________________________________________



Street




City


State

Zip

HEALTH HISTORY
(To be filled in by student)
Please check any of the following conditions you have had and give year:

________Alcoholism

________Emotional Problems
________Nervous Breakdown


________Anemia

________Epilepsy

________Orthopedic (bone) problems

________Asthma

________Frequent Colds
________Pneumonia or other

________Arthritis

________Heart Disease

________Rheumatic fever

________Back Problems
________Hepatitis

________Skin rash

________Bronchitis

________High Blood Pressure
________Tuberculosis

________Chronic Lung Disease
________Kidney Infection
________Ulcer (s

________Diabetes

________Leg Pain

________Varicose Veins

________Ear Infection

________Menstrual Problems
________Mental Illness

Other__________________________________________________________________________________

Injuries and date_________________________________________________________________________

Surgery and date_________________________________________________________________________

IMMUNIZATION:  Give date of last booster for  Tetanus____________
Diphtheria______________

T.B. Skin Test____________

Positive Reactor?  Yes  No

MMR___________________   Hepatitis B vaccine start date __________  __________  __________
Hepatitis B titer _________________________

Please circle if you have any of the following at present:

Back problems


Dizziness


Nightmares

Bleeding problems

Fainting



Orthopedic (bone) problems

Color blindness


Fatigue



Pain

Constipation


Headaches


Poor appetite

Cough



Insomnia


Swelling of feet

Depression


Menstrual problems

Vomiting

Diarrhea


Nervousness

List any specific problems related to vision:_____________________________________________________

Hearing:________________________________________________________________________________

Glasses?  Yes  No



Date of your last physical exam___________________________   Doctor____________________________


Medication now taking______________________________

Amount________________
For_____________________
How long____________________________

Medication now taking______________________________

Amount________________
For_____________________
How long____________________________

Will medications cause any inability to provide safe health care?  Yes  No

Explanation or Limitations___________________________________________________________________

Physical capabilities (Use following symbols):  / - no limitations
x- limitations

________Walking
________Standing
________Stooping
________Kneeling

________Reaching
________Pushing
________Pulling
________Lifting

Other (specify)____________________________________________________________________________

MEDICAL EXAMINATION

(To be filled in by Physician/Nurse Practitioner/Physician Assistant ONLY)

Height__________________

Weight__________________

Blood Pressure________________

Eyes:  R________________

L ______________________

Glasses: R__________ L________

Ears ___________________

Hearing Loss ____________

Nose________________________

Throat _________________

Teeth __________________

Gums _______________________

Heart __________________

Lymphatic System _____________________________________________

Murmurs _______________

Lungs__________________

Abdomen____________________

Hernia _________________

Genitourinary_____________

Ano Rectal ___________________

Gynecological_________________________________________________________________________________

Nervous sysem________________________________________________________________________________

Skin condition_________________________________________________________________________________

Feet _____________________________
Varicose veins__________________________________________

Orthopedic Impairments (describe)_________________________________________________________________

Physical Capabilities:

Physical Activities:  Use the symbols as follows:


(/) no limitations

(x) limitations

(o) to be avoided


Walking   ______
Standing ______
Stooping _____

Kneeling _____


Reaching ______
Lifting
  ______
Pushing  _____

Pulling    _____

Laboratory:

Urinalysis ___________ SpGr________
 Alb._________
 Protein _______

Hgb (blood test)_______________________________________________________________________________

Immunizations: Give dates of last booster if record is available

Diphtheria/Tetanus__________________________

Polio ___________________________________

Rubella Immor Blood Titer results_________________________________________________________________

MMR inoculation _____________________________________________________________________________

T.B. skin test _______________________________

Positive reactor:  Yes  No

Hepatitis B vaccine start date _______  _______  _______   Hepatitis B titer _________________________ 
Chest film required if results of TB are positive_______________________________________________________

______________________________________________


______________________

Physician/Nurse Practitioner/Physician AssistantSignature


Date

