STUDENT TEACHER MEDICAL EXAMINATION
*Please return to the School of Education
Name_____________________________ Birth Date____________
Gender____________

Home Address___________________________________________
Phone_____________

                        ___________________________________________

College Address__________________________________________
Phone_____________

E-Mail Address___________________________________________

HISTORY
Medical (All serious medical and psychiatric diseases:  Diabetes, epilepsy, heart disease, etc.)

____________________________________________________________________________________________________________________________________________________________

Surgical (All major operations) ____________________________________________________

______________________________________________________________________________

Traumatic History (Serious accidents or injuries) ______________________________________

______________________________________________________________________________

Physical

1.  General Appearance ___________________
8.  Heart ____________________________

2.  Blood Pressure _______________________
9.  Lungs ____________________________

3.  Eyes________________________________
10. Abdomen ________________________

4.  Ears, Nose, Throat _____________________
11. Nervous System ___________________

5.  Teeth & Gums ________________________
12. Extremities _______________________

6.  Thyroid ______________________________
13. Other ___________________________

Height_______________

Weight ___________________
Pulse _____________
TESTS




Positive
Negative
Urine Sugar


_______
_______

Tuberculin or X-ray

_______
_______

CERTIFICATION OF MEDICAL EXAMINER

This is to certify that I have examined ___________________________ and find him/her free of communicable disease and any physical or mental disabilities that might interfere with performing his/her duties as a student teacher EXCEPT as follows: _______________________

______________________________________________________________________________

Date of Examination ___________________________________

Signature of Physician __________________________________ M.D.
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