CERTIFIED HEALTH EXAM FORM

(EdE Nl
Name #&: Date of Birth H4 HEA:
Gender $51: Residence (Country) [E£E:

IMMUNIZATIONS / HEALTH HISTORY GRS iEfh/ GRS
[J Immunization record attached S y&E =59 I Fi{4

Sickle Cell Screen HRIRZHRETHE:  Not done R5EHX
PPD ZEMZEMM: 0 Notdone KRFEh: O

Significant Medical/Surgical History EXfHE/FARE: O

Allergies I8Y:

(] LIFE THREATENING fE R4 a5y
[J Food B4):

[J Insect EEH:

(] Seasonal = 1489:

[J Medication Z547:

[J Other HE:

PHYSICAL EXAM A IEiEE
Height B 5: Weight {REE: _____ Blood Pressure [[%:
Date of Exam Q& H EA:

EXAM ENTIRELY NORMALEEEE )R RiF

Tanner: Scoliosis BAFlIZE: [  Negative FAIE: O
Specify any abnormality 1£2H1% BRI E AL BFHZ (attach if needed 2NE T E 1M MI1E):

MEDICATIONS ErFB 7547
Medications (list all) Z54 (BIHEE) O

OPTIONAL INFORMATION, if known JZIE{E B

Specify current diseases =i Bil T B & &:
Other HE

b

Physician’s Signature Efi%=F:

Phone F2iF: (OFFICIAL STAMP BELOW = &)
Physician’s Name EfiE4Z: Fax fE&:
Physician’s Address E ittt - Tel.

4

CLI Student Signature F4ZF: Date HER:




