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Part III, Physical Exam 

 

Date of Exam  Height  Weight  

BP  Pulse  Temp  
 
Please indicate if normal, or describe if not within normal limits: 
 
Head:  ___________________________________________________________________________________ 
 
EENT: _____________________________________________________________________________________ 
 
Dental: ____________________________________________________________________________________ 
Neck: _____________________________________________________________________________________ 
 
Heart: ____________________________________________________________________________________ 
 
Lungs: ____________________________________________________________________________________ 
 
Abdomen: _________________________________________________________________________________ 
 
G.I.: ______________________________________________________________________________________ 
 
GU: ______________________________________________________________________________________ 
 
Musculoskeletal: ___________________________________________________________________________ 
 
Physical or Emotional: ______________________________________________________________________ 
 
 
Any condition that would limit this student’s activities within the Regional Training Institute EMS Programs? ________ 

 

*Authorized Signature_________________________________________Date__________________________ 

 

Assessor’s Name:     

Professional Address:   
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Part IV, Immunization Record 
 
 
This portion of the form must be completed by a physician or you must supply a copy of each record listed below from 
the doctor or clinic performing the service.  
 
Name  SSN  Date of Birth  
 

 
Vaccinations 

 
Test Date 

Signature or Facility Stamp 
where received 

Results (If 
Applicable) 

 
Diphtheria-Tetanus Toxoid Booster  
(TD due every 10 years) 

 
___________ 

 
________________________ 

 
___________ 

 
Rubella- Must have one of the following: 

a. Serum antibody titer 
b. Vaccine 

 
 
___________ 
___________ 

 
 
________________________ 
_______________________ 

 
 
___________ 
___________ 

 
Rubeola – Must have one of the following: 

a. Serum antibody titer 
b. Live Measles Vaccine – two doses 
c. Physician diagnosed diseased 
d. Been born before 1957 

 
 
___________ 
___________ 
___________ 
___________ 

 
 
________________________ 
________________________ 
________________________ 
________________________ 

 
 
___________ 
___________ 
___________ 
___________ 

 
Mumps – Must have one of the following 

a. History of the disease 
b. Vaccine 

 
___________ 
___________ 

 
________________________ 
________________________ 

 
___________ 
___________ 

 
Varicella (Chickenpox) – Must have one of the following – if childhood disease must have a titer.  If vaccine or 
titer is older than 5 years, a titer is required for proof of immunity. 

a. Serum antibody titer (attach copy)     ___________    _________________      ___________ 
b. Varicella Vaccine 

Dose #1                          ___________    __________________     ___________ 

Dose #2                          ___________    _________________      ___________ 

Hepatitis B Series (HB Vaccine) – If given more than 5 years ago, a titer is required for proof of immunity 

a. Dose #1 

b. Dose #2 

c. Dose #3 

___________ 

___________ 

___________ 

________________________ 

________________________ 

________________________ 

___________ 

___________ 

___________ 

If past history of Type Hepatitis B titer (anti-HBS) (attach copy) 
Type Hep B Antibody titer ___________ _________________________ ___________ 
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Screening Test       Date Given          Date Read        Results      Signature/Facility Stamp      
TB Skin Test 

_________________________________________________________________________________________     

X-Ray      

_________________________________________________________________________________________ 
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