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a Chero kee County Health Department

Flow Sheet Report: TB Skin Test
PPD Given PPD Read
DATE GIVEN 08/24/2020
TIME GIVEN 1525
] REASON SCHOOL
. MANUFACTURER/LOT# SP C5714AA
1
. SITE LFA
WHEAL MEASURMENT 7MM
PLACED BY Misty Postell, RN
Educated To RTC WITHIN |yes
48-72H
. DATE READ 08/26/2020
i
. Time Read 1525
%
1 READ BY Misty Postell, RN
:\ INDURATION Omm
NEGATIVE

‘ POSITIVE OR NEGATIVE
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| PERSONAL HEALTH HISTORY-CONTINUED _(Please print in black ink) To be completed by student |

Check each item “Yes" or “No." Every item checked “Yes™ must be fully explained in the space on the right (or on an attached sheet).
Have you ever experienced adverse reactions (hypersensitivities, allergies, upset stomach, rash, hives, etc.) to any of the following? If

es, please explain fully the type of reaction, your age when the reaction occurred, and if the experience has occurred more than once.

Adverse Reactions to:

Yes

No

Explanation

Penicillin

X

Sulfa

Other antibiotics (name)

Aspirin

X XK

Codeine
Other pain relievers

>

Other drugs, medicines,
chemicals (specify)

Insect bites

w XK

Food allergies (name)

peany 14

Yes

Explanation

Do you have any conditions or
disabilities that limit your
physical activities? (If yes,
please describe)

Have you ever been a patient in
any type of hospital? (Specify
when, where, and why)

Has your academic career been
interrupted due to physical or
emotional problems? (Please
explain)

Is there loss or seriously
impaired function of any paired
organs? (Please describe)

Other than for routine check-up,
have you seen a physician or
health-care professional in the
past six months? (Please
describe)

~ ><><><»<g

Have you ever had any serious
iliness or injuries other than
those already noted? (Specify
when and where and give
details)

X

[ IMPORTANT INFORMATION....PLEASE READ AND COMPLETE =

STATEMENT BY STUDENT (OR PARENT /GUARDIAN, IF STUDENT UNDER AGE 18):

I'have personally supplied (reviewed) the above information and attest that it is true and complete to the best of my knowledge.
I understand that the information is strictly confidential and will not be released to anyone without my written consent, unless
otherwise permitted by law. If | should be ill or injured or otherwise unable to sign the appropriate forms, | hereby give my
permission to the institution to release information from my (son/daughter's) medical record to a physician, hospital, or other
medical professional involved in providing me (him/her) with emergency treatment and/or medical care.

g it

Signature/8f Studﬂ

Signature of Parent/Guardian, if student under age 18

08/19 /20

Ddte

Date
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| REPORT OF MEDICAL HISTORY se pri ink 0
it Sydney Faith 0209745 _2325-97-9%40

TAST NAME (print) FhST NAME] " MODLEMAIDEN NAME  STUDENT ¥ SOCIAL SECURITY NUMBER
157 Girghan hd Muphy — ANC 3890 TE-3l-LAL

MAILING ADDRESS cITY STATE ZIP CODE PHONE NUMBER

DATE OF BIRTH (mordayiyr) ()7 /»_If)/_ Of cevose [ m BF wwracstatus s 4w [ omer [

PREVIOUSLY ENROLLED HERE  YES [ ] no [~ SEMESTER ENTERING (circie)

IF YES, DATES - mm'«) @—\ YEAR 2030

HOSPITALHEALTH INSURANCE (NAME AND ADDRESS OF COMPANY) 309740 Foo AREA cooenazmone NUMBER
coft AY4-47- 5 R35 Ll gt Bros ¢ hanycal
NAME OF POLICY HOLDER ' SOCIAL SECURITY NUMBER EMPLOYER
%07l L0964 790/79 1S THIS AN HMO/PPOIMANAGED CARE PLAN? [] YES B no
POLICY OR CERTIFICATE NUMBER GROUP NUMBER
Do ¢/t DAL
OF PERSON TO CONTACT IN CASE OF EMERGENCY RELATIONSHIP
459 Crtphom RAd Mughy MO 98500  §82%-835-LILL
ADDRESS Tory/ STATE ZIP CODE AREA CODE/PHONE NUMBER
The following health history is confidential, does not affect your admission status and, except in an emergency situation or by court order, will not be released without
your written permission. Please attach additional sheets for any Items that require fuller explanation.
L FAMILY HEALTH HISTORY ___(Please print in black ink) ___To be completed by student 4

Has any person, related by blood, had any of the following:
Yes | No | Relationship Yes | No | Relationship | Yes | No | Relationshi
High blood pressure x Cholesterol or blood Cancer (type):
Stroke X fat disorder ¥ L2 ke O v
Heart attack before age ™ Diabetes v & Alcohol/drug problems ))((
55 Glaucoma Psychiatric lliness
Blood or clotting disorder Se Suicide x
[[PERSONAL HEALTH HISTORY __(Please print in black ink) __To be completed by student l
HEIGHT _ 23" 3 1! weicHt _| 1S5 1b,
Have you ever had or have you now: (please check at right of each item and if yes, indicate year of first occurrence)
Yes | No | Year Yes | No | Year Yes | No | Year Yes | No | Year
blood pressure Hay fever Jaundice or hepalitis Kidney stones
IHigh blood pr X Y X s
IRheumatic fever >( Allergy Injection X Fectal disease X Protein or blood In X
therapy urine
Heart trouble WArthritis vere or recurrent Hearing loss y
X X ﬁ;_qm nal pain X
Pain or pressure in )( IConcussion X Heria X Sinusitis X
t
s of breath \ IFrequent or severe X Easy fatigability X Severe menstrual X
iheadache |-Clamps
Dizziness or fainting Anemia or Sickle Cell Irregular periods
Preumonia e vere head injury X Eye trouble besides )< Sexually X
peed glasses
Chronic cough X Paralysis X Bone, joint, or other X Blood transfusion
deformity
Head or neck radiation x Disabling depression X Knee problems X Alcohol use X
Tumor or cancer ¢ [Excessive worry o X Recurrent back pain )< Drug use X
(specify)
Malaria X Icer (duodenal or X Neck injury Y Anorexa/Bulimia X
; lintestinal trouble Back Injur Smoke 1+ pack
Thyroid trouble X X jury X P %
Diabetes X Pilonidal cyst X Broken bone X Regularly exercise V ;" Yo%
1Y) v
lous skin disease Frequent vomiting Kidney Infection Wear seal belt
X ¥ X V| o
e0sIS % (Gall bladder trouble or )( Bladder Infection % Other (specify)
qallstones
Please list any drugs, medicines, birth control pills, vitamins, minerals, and any herbal/natural product (prescription and nonprescription) you use and how often you use them.
it __ Use Dosage Name Use Dosage
\/ Use N/ Dosage \ Name \/ Use A rA Dosage 2
Name //\ . Use y Dosage / ~__ Name A Use )\ Dosage A \
Name Use Dosage Name Use Dosage
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Frequently Asked Questions

1. How/where can | obtain my childhood immunization record?

You may be able to obtain a copy of your childhood immunization record from one of the sources listed on page 6.

2. Mat ifl do not have a primary physician to assist me in completing the required Immunization and
Physical Examination forms? Are there other agencies that | can go to?

Yoq may go to any physician‘s office, urgent care center or your local health department where the physician/physician
assistant/nurse practntloper would be available to complete the required forms. We encourage you to shop around so that
you may get the best prices for the physical examination and any of the required immunizations.

3. What is a titer? For which immunizations does SCC accept titers?

For |.mmun|zation purposes, a titer refers to the measurement of antibodies found in a patient’s blood, which tells if a patient
has immunity to a certain disease. If a student knows that they have had a certain immunization but cannot provide
documented proof, then they may have a blood titer drawn to prove immunity. Please note that in the event that the titer
shows that the student is not immune, then they will be required to obtain the necessary immunization or sign the appropriate
waiver, if applicable.

SCC w_iII accept titers for the following immunizations: MMR, Hepatitis B, and Varicella. If a titer is drawn to document
immunity, the student is required to submit a copy of the actual lab report showing the actual immunity values and not
just stating “negative” or “positive”.

Hepatitis B Vaccination Information

Any student who has not received the Hepatitis B vaccine and wishes to decline the Hepatitis B vaccine does not need a
Hepatitis B titer. Students who decline the Hepatitis B vaccine will be at risk for developing the disease and must sign the
Hepatitis B Virus Vaccine Declination Statement below. The student must consult with his or her healthcare provider

before signing this statement.

Hepatitis B Virus Vaccine Declination Statement

| understand that due to my exposure to blood or other potentially infectious materials while enrolled as a Health
Sciences student at Southwestern Community College, | may be at risk of acquiring Hepatitis B virus (HBV)
infection. | have discussed my exposure risk with my healthcare provider and been given the opportunity to be
vaccinated with Hepatitis B vaccine by my healthcare provider. However, | decline Hepatitis B vaccination at this
time. | understand that by declining the vaccine, | continue to be at risk of acquiring Hepatitis B, a serious disease.

w A 08/19/20

Student Signature Date
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clinic. A
IMMUNIZATION RECORD _ | Lner it Dk WO Vo b0 it e A oY Sy e 5 S
" Student ID#
| |
Last Name " FirstName _ MiddleName | Date of Birth — | Social Security # o

_ |(moJdaylyear) 4

SECTION A REQUIRED IMMUNIZATIONS

mo./day/year mo./day/year mo./day/year jg@aylxear

DTP or Td (#1) 9-19-01 | (#2) |i-lu-01| | (#3) 1:a209 | (#4) €300
Td booster J [ 5 ) L

Polio 91201 ll-1-0] I-23-Ca ?.4_.3__&__ ¢-31-0
MMR (after first birthday) series of two doses e
or immunity by positive blood titer /)| g0 %-21-Olo

MR (after first birthday)
Measles (after first birthday)

*(Disease Date NOT *Titer Date & Result

T Accepted)

Mumps / l *(Disease Date NOT | ~Titer Date & Result
[y | €300 | e

Rubella *(Disease Date NOT “Titer Date & Result
Accepted)

mo./day/year mo./day/year mo./day/year

9-12-0l Ji=1gOl |-23-0d 10100

***Titer Date & Resuit

Haemophilus influenzae type b

Hepatitis B series only

G120 IOl | r93-0

Hepatitis A/B combination series
Varicella (chicken pox) series of two doses or *""Titer Date & Result
immunity by positive blood titer Mra2-04 Z-31-09
Tuberculin (PPD) Test Dateread | <5~ 5 "

(within 6-12 months) mm induration| LAY E[SCWvve

Chest x-ray, if positive PPD Date (7% D

 Results
Treatment, if applicable Date

[SECTION B RECOMMENDED IMMUNIZATIONS ]

The following immunizations are recommended for all students and may be required by certain departments and/or clinical sites.
Please consult your department for specific requirements.

Meningococcal I Received the meningococcal vaccine? No [ Yes [
If Yes, please indicate date(s) vaccine was received (mo./day/year) li-la-la and % [- N

mo./day/year mo./day/year mo./day/year
Pneumococcal
Hepatitis A series only

Signature or Clinic Stamp REQUIRED:
L s D £3000

Signature of Physician/Physician-Agsistant/Nurse Practitioner Date
“Tillony Rouse )0 VE Q933
Print Name of Physician/Physician Assistant/Nurse Prnf:ﬂﬂonor Phone Number
(3 PleasgrtfilRd ~ £laiville CA A1
Office Address City State Zip Code

Only laboratory proof of immunity to rubella, mumps or measles is acceptable if the vaccine is not taken. History of rubella, mumps or
measles disease, even from a physician, is not acceptable.
Attach Lab report

Do Not Write in This Space

r ‘-_




I PHYSICAL EXAMINATION mnnl in black in;() To be completed anmmd by physauar:)r clinic |
cllott Sydne T | ]

Last Name First Name L// ] Middle Name | Date of Birth (mo/day/year) Social Security Number |
Mailing Address City State Zip Code Phone Number L e
) \ o
Height 5! 3" weight___ | 14 wr_ 9%° €0 , 100% e __|¥) /WS
Vision: Corrected  Right 20/ 2 Left 20/ Urinalysis:  Sugar: =) Albumin
Micro
Uncorrected Right 20/ 20 Left 20/ <20
Hab or Hct (if indicated
Color Vision paAsstd Hab or Het { )
1

STS (may be required by some departments)

Hearing: (gross) igh‘_.pof__ Leﬂ_?_é_ Date Result
R £ A a3 esults
151t Right F&& Leﬂ_{ﬂ_
g Recommendations

Are there abnormalities? Normal _ | Abnormal Description (attach additional sheets if necessary)
1. Head, Ears, Nose, Throat T
2. Eyes v
3. Respiratory v
4. Cardiovascular v
5. Gastrointestinal —
6. Hernia -,
7. Genitourinary el
8. Musculoskeletal v
9. Metabolic/Endocrine [
10. Neuropsychiatric v
11. Skin v
12. Mammary
A. s there loss or seriously impaired function of any paired organs? Yes No /
Explain
B. Is student under treatment for any medical or emotional condition?  Yes No /
Explain e
C. Recommendation for physical activity (physical education, intramurals, etc.) Unlimited " Limited
Explain
D. I student physically and emotionally healthy? ~ Yes _{ No
Explain
Based on my assessment of this student's physical and emotional health on 7}3 / "‘3‘09/) . he/she appears able
(Date)
to participate in the activities of a health profession in a clinical setting. Yes No If no, please explain
= /%*767 A %3 1-oL00
Signature of Physician/Physician Assistant/Nurse Practitioner Date
[ “F'(:ar\u] ?O\A&C OOSgSﬁ
Print Name of Physician/Physician Assistant/Nurse Practitioner License Number
03 PleasantHill Qoacdk Rlaiavite & R0CIa 7o Q4< 2335
Street Address City State Zip Code Telephone Number



' “t‘]'\ /\"’\"l\l\ll\i‘\ | 'c'l\l'l\c ety ] ] (

Opdered by

LIIINALYSIN

D Bradtond [HTany louse — Steve Rouse

Humian Dienslen Anidren Fowles |enlie Hughes

Pater Aug VL2020

Patlent Name: Sydney Eot 0771572001
Patient Chart/H 700000065 16

Leukooytes (2
Nitite (=7
Urobilinogen )
Protein 1.0
P 50
Mood (;)

fp Gravity L.odo
Kelone (f,y\/\(-4«(
Bilibin - ()
Gluoose () )

Sond for Gulture?

DX

(6 0 Utinary | req
N3O UTH Unspecified
100 Dysuria

[T 0 Hematuria
36 1 Nooturia
600 1 aver

100 Abd pain, unspec

You No

100 ox 2200 Blinlraville, GA 0514
O Plemamnt EHIE G I adravitle, GA 10512
1061482220 FAX 1067450116




Hearing and Vision Screening

Todwy's Dateciug 31, 200

RalieetSyaney Blolt Date of Birth:07/15/2001

N0 s A~ 25db KL £_ a0db HL

Freguency (Hz) 500 1000

2000

Right Ear

4<

Left Ear \ !

Both Eyes (OU): - lJD

Right Eye (0D):_ | 2

20
Left Eye (0S): |20

Screeening by:




