University of Michigan-Flint

Radiation Therapy Program

Pre-Entrance Medical Record

(To be completed by your Health Care Provider)

NAME OF APPLICANT____________________________________________________________




Last


First



Middle

________________________________________________________________________

Street Address



City



State

Zip

Date of Birth _______________SS#____________________
PART A.
MEDICAL HISTORY OF APPLICANT


Check and describe any listed below which apply to applicant’s medical history.

	( 
	
	DESCRIPTION

	
	Allergies (sensitivity to chemical
dust or sunlight, Latex)
	

	
	Diabetes
	

	
	High Blood Pressure
	

	
	Cancer
	

	
	Heart Disorders
	

	
	Menstrual Difficulties
	

	
	Bladder and Kidney Dysfunctions
	

	
	Skin Conditions
	

	
	Emotional Problems
	

	
	Learning Disability
	

	
	Neurological Disorders
	

	
	Orthopedic Disorders (inability to perform certain motions)
	

	
	Operations
	

	
	Injuries
	

	
	Currently Taking Medications
	

	
	Other Illnesses not Mentioned
	


PART B.
MEDICAL HISTORY OF IMMEDIATE FAMILY

	
	Age
	Status of Health


	Age at Death
	Cause of Death

	Father
	
	
	
	

	Mother
	
	
	
	

	Brothers/Sisters
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Paternal Grandfather
	
	
	
	

	Paternal Grandmother
	
	
	
	

	Maternal Grandfather
	
	
	
	

	Maternal Grandfather
	
	
	
	



PART C.
PHYSICAL EXAMINATION

	
	COMMENTS

	Eyes
	
Vision:    Right  ____
Glasses ____


     Left    ____
Contact Lens ____



	Ears
	
Hearing:  Right ______       Left _______


	Nose and Throat
	
Tonsillectomy:
Yes ____




No  ____



	Skin
	

	Thyroid
	

	Lungs
	

	Heart
	

	Abdomen
	

	Posture and back
	

	Feet and Arches
	



PART D.
REQUIRED TESTS

Blood Pressure ___________Height_________ Weight_______

The following immunizations must be completed before Orientation Day:

	
	Fill in the Exact Dates of the Following Immunizations

	Polio Vaccine
	1st  _____


   Salk         _______

2nd _____


   Sabin’s    _______

3rd _____

Booster (Sabin’s)  _______


	Hepatitis B Vac.
	1st  _____  2nd _____3rd _____   Immune titer_________
  

	Tetanus Vaccine
	1st   _____


   Booster (must be within 10 years)_____

2nd  _____



3rd  _____

	MMR
	1st   _____                2nd  _____


	Rubella Titer

*Give exact ratio
	Date: _____________
   Result:

*

	TB Skin Test

(Required Annually)
	Date: _____________
   Result:



	Last Chest X-Ray

(Only if Positive PPD)
	Date: _____________
   Result:

	Childhood History of Chicken Pox or Titer if no history
	( Yes           ( No          ( Titer

                                           Titer Results _______________


PHYSICIAN’S EVALUATION

Student must meet the Technical Standards listed below to be considered in the Radiation Therapy Program.  Please check if the student is in compliance with these standards.

_____
Sufficient strength to assist patients in transferring from a wheelchair or cart to the treatment couch.


_____
Sufficient strength, coordination and dexterity to lift weights weighing up to 45 pounds to a height of 5’5”.


_____
Visually monitor patients in dimmed light; visually monitor patients via video monitors during treatment.


_____

Hear various equipment and background sounds during 
equipment operations.


_____

Communicate in a clear and concise manner to people in 
various departments.


_____

Be physically, intellectually and emotionally able to respond to 


emergency situations.


_____

Capable of handling stressful situations, making informed 


decisions and giving emotional support to patients and their 


families.


_____

Understand and apply clinical instructions given from 



departmental personnel.

Health Care Provider’s Name _____________________________________

ADDRESS ____________________________________________________

CITY _______________________ STATE _____________  ZIP ________

TELEPHONE  









SIGNATURE 
__________________________




DATE ___________________________

To be completed by the student:

You must carry your own health insurance while in clinical.  Include a copy of your proof of health insurance coverage.

Include a copy of your latest CPR card.  Must remain up-to-date at all times.
I hereby give my consent to U of M Flint Health Services to share with the Radiation Therapy Program Director information concerning my health status.

SIGNATURE _________________________________________________
DATE _______________________________________________________
Return completed forms to:

Kelly Brown, Program Director
Radiation Therapy Program

University of Michigan-Flint

2102 WSW
303 East Kearsley Street
Flint MI   48502

Phone:
    (810) 237-6502
FAX:
    (810) 762-3003
E-mail:
    brownkel@umflint.edu
NOTIFICATION OF COMPLETE PHYSICAL FORM
This notice verifies that ____________________________________ has submitted a complete Radiation Therapy Physical Form with all required documentation.

Diane L. Towers, MSN, RN, APRN-BC

Urban Health and Wellness Center

School of Health Professions and Studies

The University of Michigan-Flint

303 East Kearsley Street

1153 William S. White Building

Flint, Michigan 48502

Phone: 810-424-5269   Fax 810-424-5288

E-Mail:  Dtowers@umflint.edu
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