H511.3-40 (Rev. 4/00) ' Poasition

COMMONWEALTH OF PENNSYLVANIA
PENNSYLVANIA DEPARTMENT OF HEALTH

SCHOOL PERSONNEL HEALTH RECORD

I. Patlent Informatjon

Last Name First MI Sex D.OB.
Secial Security Number Home Telephone Work Telephone
Mailing Address Strest City Zip
Usual Source of Medical Care Physician’s Name Address Telephone
Emergency Contact ~ Name " ‘Relationship © 0 Address Telephone
1L Immunizaticn Histery
Enrer M'onth. Day, and Year Bach Immunizaten was Given
_ VACCINE ! DOSEs | BOOSTERS & DATES ..
Diphtheria and Tetanus* | B A 24 3t 4 /7 5 /1 /
Hepatitis B | A F AV P
Measles, Mumps, Rubella T /7 2.1 1
Other ‘ {7 Other [
*Tetanys and Diphtberia are usuaily received in combined vaceines such as DTP, DTaP, DT or Td
111, Required Tuberculesis Test Results (as per Regulations of the Department of Health)
DaeApplid | Am | Mehod |  Antigen | Monufacturer |  Signatre
Date Read Results (mm} - Signature

For previously known/new pasitive reactors:

Chest X-ray:Date: . Results: Other: Date; Resnits:
(Attach a copy of the report.) ~ (Attach a copy of the report.)

Preventive Anti-Tuberculosis - Chemotherapy ordered: 1 No [ Yes Date:

IF SIGNIFICANT REACTION WAS REPORTED, THE PHYSICIAN REPORT MUST STATE THAT THE
APPLICANT IS FREE FROM CURRENT TUBERCULOSIS DISEASE OR IS UNDER ADEQUATE

CHEMOTHERAPY FOR TUBERCULOSIS DISEASE.




IV. Significant Medical Conditions (v)

Yes No Ifch, Explam '
é\llcrgms -8 N
( drdmc vt A aa s e e e e e 00
Chemical Dependency.....;.;.'.l...- ............ 0 34
Drugs .. RSSOV I S U
Aicc-hol [T URO N S I
Diabetes Mekhtus.....‘...-,,...; .................... I
Gastrointestinal Disorder. ..o e o
Hearing Dmorder . O O
Nearomusniar Disofder e 3 3
Orthopedic COndition .. g O
RespItatary FUNESE il i e 1 a
Seiztite DISOIAEr . comuwcsisismssisseransines O B8
Skin Disorder O 4d
o Disorde -8 o
0L

« Height (inches) -

» Weinght (potinds),

“pPul

'« Blaod Pn:ssure

. Ham’Scalp

TaSkm e

» Byes — Vlsucal AcultyR f L !
« Eyes — Color Vmon DR
» Ears — Hearing - R Loiirpes
» Nose and Throst e
» Teath and Gingiva -~
« Lymph Glands. - I
. Heart-—-Murmun At B e T
» Lty - Adven ticus Fmdings -
» Abdomer’ - - s
@ Genitouunary
+ Neurpmuscular Systcrn
» Bxtremities G :
Are there any special medxcal problems or chronic diseases which requuc restnction of activity, medication or which
right affect his/her work role? If so, specify

Physician Name (Print) Signature of Examiner Date

Physician Addrass

The statements and answers as recorded above are Tull, complete and true to the best of my knowledge and belief. 1
understand that any false or misleading statements may cause termination of my employment.

{ authorize the physician ar other person to disclose any knowledge or mfonnanon penammg to my health to the
cnploying authtmty for whom thh cxammauon is performed.

Signature of Employee Dal-c




