HAZLETON AREA CAREER CENTER

PRACTICAL NURSING PROGRAM
1451 W. 23rd Street, Hazle Township, PA 18202

570-459-3221 ext. 82407
PRE-ENTRANCE MEDICAL RECORD


The medical examiner is requested to perform a careful physical examination.  Otherwise, defects found after admission may lead to the rejection of the applicant.

Name of Applicant
 








Address:

 








Date of Birth:














Month


Day


Year

A.
Medical history of family, with special references to chronic illness and mental or nervous disorders:

B.
Medical history of applicant:


1.
Any hoarseness, cough, or shortness of breath?


2.
Tuberculosis 









3.
Epilepsy, any mental disorder, emotional instability.



Treatment, if any 








4.
Convulsions 









5.
Rheumatic fever 








6.
Diabetes 









7.
Heart disease 








8.
Hay fever, asthma, eczema, or other allergic reaction, including drug reactions.


Is treatment required? 

 If so specify


9.
Is there any condition that may limit activity?


Yes 




No 




Explain: 








10.
Childhood diseases – and/or date of immunizations:

11.
Other diseases (specify type and year):

12.
Surgery (specify type and year):

13.
Injuries (specify type and year):


Any residual effects? 








C.
Physical Examination:

1.
General appearance 







2.
General nutrition 







3.
Posture 








4.
Height 



  Weight 




5.
Skin 









6.
Eyes 









7.
Ears 









8.
Nose 









9.
Mouth 









10.
Throat 









11.
Glands 








12.
Breasts 








13.
Lungs 









14.
Heart:   Sounds 


   B/P 




15.
Abdomen 








16.
Extremities 









17.
Other (specify) 







18.
Does applicant have any handicap? 






State nature 








19.
Does applicant require continuing medical care? 




Specify care needed 







D.
The following are pre-entrance health requirements for all students:


Immunizations:
	Tuberculin (TB) Skin Test:  PPD via Mantoux Technique



	Two negative TB skin tests within 12 months prior to start of the educational experience, which is within 3 months of the start date, or documentation of negative Quantiferon Gold test within 3 months of start date.  If history of positive TB skin test, normal chest x-ray within past 6 months.  One negative TB skin test or negative Quantiferon Gold test per year is required for students who will participate at LVHN for more than one year.


	Step One:

Date:  ___________________________

           (  Left arm       ( Right Arm

Administered by:   ___________________

Lot #:_________   Expiration Date:  ______________

Manufacturer: ________________________________

Read in 48-72 hours after injection

Date Read:      ____________________

Read by:          ____________________

Reading Results:    ( Negative

                                 ( Positive

Description:       

______________________________


	Step Two:

Date:  ___________________________

           (  Left arm       ( Right Arm

Administered by: ____________________

Lot #:_________   Expiration Date:  ______________

Manufacturer: ________________________________

Read in 48-72 hours after injection

Date Read:    _______________________

Read by:        _______________________

Reading Results:    ( Negative

                                 ( Positive

Description:     

________________________________



	*After the first application of the two-step has been administered, give the second portion 1-3 weeks later.

If the Mantoux is positive, then a negative chest X-ray that is less than five years old is required.




Hepatitis B Vaccine 
Laboratory evidence of immunity to Hepatitis B (positive Hepatitis B antibody – Quantitative Hepatitis B Surface Antibody).  If laboratory evidence of immunity to Hepatitis B cannot be documented, documentation of a negative Hepatitis B antigen titer done within the past 6 months is required.
For those students who will have patient contact, any history of Hepatitis A, B, C, and existence of a carrier state.  If present this information must be communicated to LVHN.


Date of 1st 


  2nd 


  3rd 

______

                       And a Negative Titer _____________________________________________
MMR:
*MMR preferred if not; the mumps, measles & rubella must me filled in individually.



Date: ___________
Result: _________________



Date: ___________
Result: _________________

Or Negative Titer _________________________
* Only need to complete Mumps, Measles, & Rubella individually if no MMR results are available
*Mumps:
Laboratory evidence of immunity to mumps or two doses of mumps vaccine received on or after the first birthday
2 Doses

 Date: ______________
Result: __________________




 Date: ______________
Result: ___________________

Or Negative Titer __________________________
*Measles:
Laboratory evidence of immunity to measles or two doses of measles vaccine (preferably MMR) received on or after their first birthday. 





  Date: ___________
Result: _________________






  Or Negative Titer ______________________

*Rubella:
Laboratory evidence of immunity to rubella or one dose of rubella vaccine received on or after the first birthday.



Date: ______________ Result: ___________________




Or Negative Titer ______________________
Varicella:  
Immunity to Varicella (Laboratory evidence or two doses of varicella vaccine or reliable history of varicella disease)


2 Doses

 Date: ______________
Result: __________________




 Date: ______________
Result: ___________________




Or Negative Titer ______________________


Tetanus 




Date 



.   

 
E.
The applicant is free of communicable diseases in the communicable state. 
(free from or not exposed to any communicable diseases within the designated incubation period, i.e. chicken pox 8-21 days, measles 5-21 days, mumps 12-25 days, rubella 7-23 days, herpes zoster 8-21 days, conjunctivitis when free from discharge, TB after treatment and clear x-ray, hepatitis 7 days after onset of jaundice.  If exposed within two-week period, visitation should  be rescheduled.




   Yes


          No
F.
Recommendations:

1.
Do you consider the applicant mentally and physically able to undertake the course in Practical Nursing?

2.
Are you his/her family physician? 






G.       Influenza Vaccination:
If a student will participate at LVHN during period of October through April, one dose of the influenza vaccination.
            H.       10 Panel Drug Screen:

Must include the following drugs listed below: (Preferred Testing Site- Lehigh Valley Physician’s Group (LVPG) Occupational Medicine, 26 Station Circle, Hazleton, Pa. 18201. To schedule an appointment, call 570-501-6800.  When scheduling an appointment for the 10-panel drug screen, identify that you are a nursing student from the Hazleton Area Career.  The results MUST be faxed directly to the Hazleton Area Career Center Practical Nursing Department Fax # 570-459-3231.


Marijuana/THC 

PCP (Phencyclidine)

Amphetamines



Cocaine


Barbiturates


Oxycodone


Benzodiazepines

Methadone


Methamphetamines



MDMA
Physician’s Signature __________________________  Date: _______________


Updated 2024

Applicant Name:   ___________________
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Examiner Initials:   ___________________

