


Dalton State College
Associate of Applied Science Degree in Respiratory Therapy Technology

STUDENT HEALTH SELF-ASSESSMENT 
2008 – 2009

THIS SIDE OF FORM IS TO BE FILLED OUT BY STUDENT BEFORE
GOING TO THE PHYSICIAN/NURSE PRACTITIONER FOR THE PHYSICAL EXAMINATION.

Name of Student: ________________________________________ Year of Application: ________________

Address: _______________________________________________________________________________	
  	   Street and Number or P.O. Box				    City		       State	  ZIP	         

Age: _________  Phone: _________________________________________ Student ID# _______________

IN AN EMERGENCY, PLEASE NOTIFY THE FOLLOWING INDIVIDUAL:

_______________________________________________________________________________________
Name				    Address					     Relationship to Student

1. Have you had any of the following? If yes, check the space in front of the condition.

_____ *Asthma/Respiratory Illness	 _____ Hearing Problem    	 _____ Head Injury
_____ Broken Bones			   _____ Eye Problem		  _____ Jaundice
_____ Chest Pain			   _____ Epilepsy			  _____ Rheumatic Fever
_____ Chronic Cough			   _____ *Heart Trouble		  _____ Rupture
_____ Nephritis				   _____ Sinus Trouble		  _____ *Tuberculosis
_____ Ill Effects from Medicine		  _____ *Back Problem		  _____ Manual Dexterity Problem
_____ Allergies: Please list: ________________________________________________________________

*Please provide prescribed treatment and dates: ________________________________________________

_______________________________________________________________________________________

2. At present, are you taking any prescribed drugs or medical treatment? ______ (Drug Screening required.)

If yes, what? ____________________________________________________________________________

3. Have you had any emotional problems? _______  If yes, what? __________________________________

4. Do you know any reason why you should not participate in normal physical exercise? _________________  
If yes, explain:

_______________________________________________________________________________________

5. Please list any additional illnesses, operations, or injuries, and give dates:

_______________________________________________________________________________________

6. Hepatitis B vaccine is recommended but not required. Students who elect not to take the vaccine will be 
required to sign a waiver.

___________________________________________________		  ____________________________
Student Signature							       Date



Dalton State College
Associate of Applied Science Degree in Respiratory Therapy Technology

PHYSICIAN’S REPORT FORM
2008 – 2009

THIS REPORT OF PHYSICAL EXAMINATION MUST BE COMPLETED BY A 
 LICENSED PHYSICIAN/NURSE PRACTITIONER AND RETURNED TO DALTON STATE COLLEGE, 

AS DIRECTED BY THE TECHNICAL DIVISION FACULTY.

DATE OF EXAMINATION:  _____________________	 DATE OF STUDENT BIRTH:  __________________

NAME OF STUDENT: _____________________________________________________________________

Height _________ inches        Weight _________ lbs.        Pulse _________       Blood Pressure __________ 

Vision without glasses:	 R20/ _______  L20/ _______        Vision with glasses:  R/20 _______  L20/_______

General condition of the following:

Teeth	 _____________________________________	 Skeletal System ____________________________

Lungs	 _____________________________________	 Varicosities/Hemorrhoids _____________________

Heart	 _____________________________________	 Respiratory Health __________________________

Abdomen    __________________________________	 Allergies __________________________________

Hernia   _____________________________________	 Mental Status ______________________________

Genito-Urinary System _________________________	 Prescribed Drugs ___________________________

I have performed a complete health examination on this student and have determined that the student is 
free from any infectious or contagious disease and is physically, mentally, and psychologically capable of 
performing patient care activities.

Yes ______  No ______

IF NO, EXPLAIN: _________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_____________________________________________	    ________________________________________
Physician/Nurse Practitioner’s Signature			      Date

_____________________________________________
Title of Professional Completing this Form


