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The Medical Record MUST be completed and returned to the Program Coordinator or Program Instructor 
PRIOR to starting clinical. The physical needs to be within 1 year of starting the program. 

 
PRE-ENTRANCE MEDICAL RECORD 

Iowa Central Community College, Health Sciences 
One Triton Circle, Fort Dodge, Iowa  50501 

 
PART I:   GENERAL INFORMATION- Please indicate which program you are interested in. 
 
________  Nursing (ADN, PN)     _________ 75 Hour Nurse Aide 

         Center:    ______ Fort Dodge    _________ Emergency Medical Services 

  ______ Storm Lake    _________ Medical Assistant 

  ______ Webster City    _________ Medical Lab Technician  

        _________ Radiology 

   
_________________________________________________________________________________________________ 
Last Name (print)   First Name  Middle Name   Date of Birth 
 
* * * * * * * * * * * * * * * 
PART II: MEDICAL HISTORY – To be completed by the student:  Please answer all questions.   
Comment on all positive answers, including year of occurrence. 

HAVE YOU HAD/OR CURRENTLY HAVE: YES NO COMMENTS 

1.    Chicken Pox   If yes, month & year: 

2.    Hay Fever, Asthma    

3.    Ear, Nose, Throat Trouble    

4.    Psychological or Emotional Disorder    

5.    Convulsive Disorder    

6.    Weakness, Paralysis    

7.    Disease or Injury of Joints    

8.    Back Problems    

9. Has your physical activity been restricted 
during the past five years?  (Give reasons and 
durations).           

   

10. Have you had any serious illness or injury   
       or been hospitalized other than already noted?  

(Give details.) 

   

11. Have you had or are you a carrier of any  
infectious disease?  (Give details.) 

   

12. Are you free of infectious disease?  If no, 
provide a statement from physician under 
what conditions you can participate. 

  If no, comment. 

If there is a change in this information, I will notify my instructor. 
      I AM ALLERGIC TO _______________________________________ 
_____________________________________    I HAVE THIS “MED-ALERT” CONDITION____________________ 
Student’s Signature     
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PART III: MEDICAL EXAMINATION – To be completed by the physician. 
 
TO THE EXAMINING PHYSICIAN:  Please review the student’s history and complete this form.   
Please comment on all positive answers.  This information is strictly for the use of the Health Sciences Department and 
will not be released without the student’s consent. 
 

ABNORMALITIES YES NO If yes, state conditions GENERAL COMMENTS: 

1.   Head, Ear, Nose or Throat     

2.   Respiratory     

3.   Cardiovascular     

4.   Gastrointestinal     

5.   Hernia     

6.   Eyes     

7.   Genitourinary     

8.   Musculoskeletal     

9.   Metabolic/Endocrine     

10. Neuropsychiatric     

11. Skin     

12. Is this patient now under treatment for 
      any medical or emotional conditions? 

    

13. Present medications   Name:  

14. Does the applicant have any mental or 
      physical restrictions which would  
      hinder his/her ability to undertake this 
      program? 

    

15. Is the applicant able to lift, carry, push  
     & pull at least 50 lbs. (nursing, radiology 
     and EMS) 30 lbs. (MLT and Medical      
     Assistant) 

    

Note to the health care provider: 
 
Please discuss the immunization requirements and sign the physical form on page 3. 
Thank you. 
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_________________________________________________________________________________________________ 
Last Name     First Name     Middle Name 
 
1. TETANUS – DIPHTHERIA (adult) Date ____/_____/____  OR  Tdap (one time dose) Date____/____/____ 
             (Must have DT booster within the last 10 year)                  * The Tdap is highly recommended of the two 
   
2. MEASLES, MUMPS, RUBELLA (MMR) 
                                                                          Date of                                            Date of                         Date and Results 
                                                                     Immunizations                       OR         Illness        OR                   of Titer 

a.    Measles 1.___________    2. ____________   

b.    Mumps 1.___________    2. ____________   

c.    Rubella 1.___________    2. ____________   
 
3.  VARICELLA 
                                  Date of Immunizations                                                          Date of                        Date & Results  
                               (2 immunizations required)                                        OR          Illness        OR                 of Titer 
1.___________________                       2. ___________________                        
 

  

4. FLU VACCINE Date of Immunization: ________________ (This is mandatory and has to be completed 
each year by October 15th. If you have a medical condition that contraindicates to 
receiving the vaccine, please obtain an Exception Request form to have completed by 
your medical provider.) 

5. HEPATITIS B –  Date ______/______/______   Declined to receive vaccination (see page 4) 

    Date ______/______/______          OR             Date ______/______/______ 

    Date ______/______/______      

 (Two doses separated by one month, followed by third dose five months after second dose) 
    
6. 2-Step TB (TUBERCULIN Test by Mantoux) The second injection must be at between 7 days and one year 

from the first injection. (See full policy on page 6) 

1.  Date of 1st injection ____/____/___   Date read ___/___/___:  Results____________ Read by:   
  

           If positive: Chest x-ray Date___/____/____:   Negative                 Positive               (please attach results)                
 

2.  Date of 2nd injection ____/____/____   Date read____/____/___:  Results_________ Read by:    
 

           If positive: Chest x-ray Date___/____/____:   Negative                 Positive              (please attach results) 
  
OR QuantiFERON – TB Gold Blood Test    Date: ___/____/____ Results: __________ Read by:    
 
            If positive: Chest x-ray Date___/____/____:   Negative                 Positive              (please attach results)  

--------------------------------------------------------------------------------------------------------------------------------------------------------- 
       NOTE: THE IOWA BOARD OF HEALTH RECOMMENDS THE FOLLOWING SCHEDULE FOR IMMUNIZATIONS OF NURSING AND 

HEALTH CARE STUDENTS.  

 
   I have found no indication of any condition which might represent a possible hazard to the health of patients    
   of this student. 

 
    Health Care Provider (please print) _____________________________________________   Date    _________________ 
 
     Signature of Health Care Provider _______________________________________________Phone _________________ 
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   IOWA CENTRAL COMMUNITY COLLEGE 
 
 
 

DECLINE TO RECEIVE VACCINATION 
 
 
I understand that I may be exposed to blood or other potentially infectious materials during my 
education in a health sciences program. 
 
Due to this possible exposure to blood or other infectious materials, I may be at risk of 
acquiring Hepatitis B Virus (HBV) infection. 
 
I have read the statement on the back page of this form about hepatitis B and the hepatitis B 
vaccine.  I have had an opportunity to ask questions and understand the benefits and risks of the 
hepatitis B vaccination.  I do not wish to receive this vaccine at this time and request that it not 
be given to me or to the person named below, for whom I am the parent or guardian. 
 
 
 
______________________________________________  _________________________ 
Name of person not receiving vaccine     Date 
(Please print) 
 
 
 
_____________________________________________  _________________________ 
Signature of person not receiving vaccine     Date 
or parent or guardian 
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INFORMATION ABOUT HEPATITIS B VACCINE 

The Disease 
 
Hepatitis B is a viral infection caused by hepatitis B virus (HBV) which causes death in 1-2% 
of patients.  Most people with hepatitis B recover completely, but approximately 5-10% become 
chronic carriers of the virus.  Most of these persons have no symptoms, but can continue to 
transmit the disease to others.  Some may develop chronic active hepatitis and cirrhosis.  HBV 
also appears to be a causative factor in the development of liver cancer.  Thus, immunization 
against hepatitis B can prevent acute hepatitis and also reduce sickness and death from chronic 
active hepatitis, cirrhosis and liver cancer. 
 
The Vaccine 
 
Hepatitis B vaccine comes in several forms.  One is produced from the plasma of chronic 
hepatitis B virus carriers.  Another is developed by genome coding of a recombinant strain of 
yeast.  Both have been extensively tested for safety in chimpanzees and for safety and efficacy 
in large-scale clinical trials with human subjects.  A high percentage of healthy people who 
receive two doses of vaccine and a booster achieve high levels of surface antibody (anti-HBs) 
and protection against hepatitis B.  Persons with immune-system abnormalities, such as dialysis 
patients, have less response to the vaccine, but over half of those receiving it do develop 
antibodies.  Full immunization requires three doses of vaccine over a six-month period, 
although some persons may not develop immunity even after three doses.  There is no evidence 
that the vaccine has ever caused hepatitis B.  However, persons who have been infected with 
hepatitis B prior to receiving the vaccine may go on to develop clinical hepatitis in spite of 
immunization.  The duration of immunity is unknown at this time. 
 
Possible Vaccine Side Effects 
 
The incidence of side effects is very low.  No serious side effects have been reported with the 
vaccine.  A few persons experience tenderness and redness at the site of injection.  Low-grade 
fever may occur.  Rash, nausea, joint pain and mild fatigue have also been reported.  Allergic 
reactions can occur in patients who are hypersensitive to any component of the vaccine.  Also, 
if the vaccine produced from recombinant to strain of yeast is used, patients allergic to yeast 
should not receive the vaccine.  The vaccine should not be given to a pregnant patient unless 
absolutely essential.  Patients are discouraged from getting pregnant during the six months of 
the immunization series, as well as 2-4 weeks after the last (third) immunization.  Caution 
should be used in administering the vaccine to a nursing mother.  The possibility exists that 
more serious side effects may be identified with more extensive use. 
 
IF YOU HAVE ANY QUESTIONS ABOUT HEPATITIS B OR THE HEPATITIS B 
VACCINE, PLEASE ASK.                                                                                            
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Iowa Central Community College 

 2-Step TB Test Policy 
 

Tuberculin skin testing (TST) is the standard method of screening for tuberculosis (TB) infection. Because the 
immune system loses its ability to respond to the tuberculin injection during a TB infection, individuals infected 
with TB may show a false negative result with the initial TST. To avoid misinterpreting a previous infection 
that didn’t show at the initial testing with a current infection, many facilities frequently require a 2-Step TB test.  
 
To complete the 2-Step TB, please follow the steps listed: 
 
1.  Obtain an injection of PPD (tuberculin purified protein derivative) into the inner surface of  
      the forearm by a health care provider or personnel. 
 
2.  Return to the health care provider or personnel in 48 to 72 hours after the initial tuberculin 
      injection for reading.  
 
3.  Obtain a second injection of PPD at least 1 week after the date of your first injection. The 2nd  
      injection must be completed and read within a year of the 1st injection.  
 
4.  Return to the health care provider or personnel in 48 to 72 hours to read the second injection.  
 
5.  If at any point you would have a positive result, additional evaluation (chest x-ray, blood      
      test) will need to be completed to rule out a current TB infection.  
 
After a student completes the 2-Step TB and has negative results, the student will not have to repeat the TB 
testing for the remainder of the program unless the student has traveled outside the country or been exposed to 
tuberculosis.  
 
After 2 years of the initial 2-Step TB, a Tuberculosis Health Assessment/Symptom Review Check will need to 
be completed with the school nurse or an RN. The Health Assessment/Symptom Review Check forms can be 
found in the Health Science Office or with the School Nurse. 
 
 

QuantiFERON-TB Gold Blood Test 
 

Students can also opt to complete the QuantiFERON-TB Gold Blood Test. The QuantiFERON TB Gold Blood 
Test is a simple blood test that aids in the detection of Mycobacterium tuberculosis, the bacteria that causes 
tuberculosis. If the student chooses this option, they will need to provide the Health Science office with 
negative results of the blood test. If the student has a positive result, a chest x-ray will need to be completed to 
rule out a current TB infection.  
 
 
If you have any questions regarding the 2-Step TB process, please contact the Health Science Department. 
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