THE UNIVERSITY OF MICHIGAN-FLINT
NURSING HEALTH FORM
New Student Health Requirements
· Immunization Form

· Health History Form/Physical Examination Form

· Proof of CPR Certification

· Proof of Health Insurance  
This information is required to validate your enrollment in the nursing program and will take time for you to gather together.  Make an appointment with your health care provider  now.  You will not be approved to begin the program, or to progress in the program (RNs), until all forms are on file.  Students who do not have all health forms submitted by the stated deadline will be dropped from the program and informed via their University email.
	Deadline for submission of all health forms:

JULY 15 for FALL ADMITS/FALL CLINICAL

DECEMBER 1 for WINTER ADMITS/WINTER CLINICAL




Submit health form packets and address all inquiries to:

ReeAnn Slagor, Nurse Practitioner/Campus Health Officer

University of Michigan-Flint Department of Nursing

303 E. Kearsley Street; 2180 WSW

Flint, MI  48502-1950 

Tel:  (810) 424-5269

Fax:  (810) 766-6851 (okay to fax or email forms)

E-mail:  rslagor@umflint.edu 
If submitting forms in person, place in a sealed envelope.  Be sure to include your Name and your Nursing Class.  The Department of Nursing cannot make copies.  Please make a copy for your own records.  Faxed or emailed copies will be accepted.  Please do not submit forms to the Urban Health & Wellness Center.
IMMUNIZATION  FORM

University of Michigan-Flint Nursing Program

Date Received in Nursing Office:  


Date in CH: 




Reviewer’s Signature/Date:






Complete and return this form to: ReeAnn Slagor, Campus Health Officer; UM-Flint Dept. of Nursing; 303 E. Kearsley St; Flint, MI  48502-1950. Address inquiries to: ReeAnn Slagor, Tel:(810)424-5269 or rslagor@umflint.edu.  
part  i -- to be completed by student
Today’s Date: 




name:  ______________________________________
___________________________
    _____




Last





First


      M.I.
date  of  birth:  ___/____/___

UMID:  __________________
phone:  (____) ____ - ________

address:  ________________________________________________________________________________________



Street




City


State

Zip

email address:         

nursing  class (Please check one)


SYMBOL 111 \f "Wingdings"  BSN _____ (e.g. BSNX2, BSN31, etc.)
SYMBOL 111 \f "Wingdings"  RN/BSN
SYMBOL 111 \f "Wingdings"  MSN
SYMBOL 111 \f "Wingdings"  DNP
Proof of CPR Certification, Health Insurance and current TB Test—verification must be updated annually.
CPR Certification


SYMBOL 111 \f "Wingdings"
Certification complete. (Attach copy of card)



_____/____












Month/Year

Health Insurance Information

You are required to have current health insurance coverage.  Please attach a copy of your card.  If you do not have health insurance coverage, you can contact the campus nurse for information on insurance available through the University.

Tuberculosis testing.  (Note: required annually)


SYMBOL 111 \f "Wingdings"
Has negative PPD, or tine or chest x-ray is required annually

____/____












Month/Year


SYMBOL 111 \f "Wingdings"
Has negative chest x-ray. (Attach report)




____/____












Month/Year

part  II -- to be completed, reviewed and signed by health care provider
A. Rubella titer – THIS BLOOD TEST IS ABSOLUTELY NECESSARY FOR UM-FLINT NURSING  STUDENTS.


SYMBOL 111 \f "Wingdings"
Has report of immune titer -- attach copy of results.

B.
M.M.R. (Measles, Mumps, Rubella)


If MMR not given, skip to B, C, and D.


Two (2) doses are required.


SYMBOL 111 \f "Wingdings"
Dose 1 given after 12 months of age and after 1967


_____/____












Month/Year


SYMBOL 111 \f "Wingdings"
Dose 2 given at least 1 month after 1st dose and after 1967

_____/____












Month/Year

C.
Measles (Rubeola) -- (if given instead of MMR)

One (1) dose is required if born in 1957 or earlier.


Two (2) doses are required if born after 1957.


SYMBOL 111 \f "Wingdings"
Dose 1 given after 12 months of age and after 1967


_____/____












Month/Year


SYMBOL 111 \f "Wingdings"
Dose 2 given at least 1 month after 1st dose and after 1967

_____/____












Month/Year


SYMBOL 111 \f "Wingdings"
Has report of immune titer -- attach copy of results.  (Note:  Rubeola titer is not required


unless proof of vaccine is not available.)

D.
Mumps -- (if given instead of MMR)

One (1) dose is required.


SYMBOL 111 \f "Wingdings"
 Dose 1 given after 12 months of age and after 1967


_____/____












Month/Year


SYMBOL 111 \f "Wingdings"
Has report of immune titer -- attach copy of results



(Note:  A mumps titer is not required unless proof of vaccine is not available.)
E.
Rubella - (if given instead of MMR) (Note: Student must have titer even if has had vaccine.)

One (1) dose is required.









SYMBOL 111 \f "Wingdings"
Dose 1 given after 12 months of age and after 1967


_____/____












Month/Year
F.
Tetanus - Diphtheria

SYMBOL 111 \f "Wingdings"
Completed primary series of Tetanus-Diphtheria.



_____/____












Month/Year


SYMBOL 111 \f "Wingdings"
Tetanus - Diphtheria booster (must be given within last 10 years.)
_____/____












Month/Year

G.
Oral Polio

SYMBOL 111 \f "Wingdings"
Completed primary series of 3 doses as a child.



_____/____












Month/Year

H.
Childhood history of Chickenpox


SYMBOL 111 \f "Wingdings"
Yes

SYMBOL 111 \f "Wingdings"
No


SYMBOL 111 \f "Wingdings"
Dose 1








_____/____












Month/Year


SYMBOL 111 \f "Wingdings"
Dose 2
(If given after age 18)





_____/____












Month/Year


SYMBOL 111 \f "Wingdings"
Report of immune titer (enclose copy of report)



__________
I.
Hepatitis B vaccine (must have at least the 1st dose by the stated deadline)

SYMBOL 111 \f "Wingdings"
Dose #1



.



_____/____












Month/Year


SYMBOL 111 \f "Wingdings"
Dose #2







_____/____












Month/Year


SYMBOL 111 \f "Wingdings"
Dose #3







_____/____












Month/Year


SYMBOL 111 \f "Wingdings"
Has report of immune titer after series is finished.  Attach report.

_________
J.

_______________________________________________________________
__________________________

Physician or Nurse Practitioner Signature




Date

HEALTH HISTORY FORM

University of Michigan-Flint Nursing Program

Complete and return this form to: ReeAnn Slagor, Campus Health Officer; UM-Flint Dept. of Nursing; 303 E. Kearsley St; 2180 WSW; Flint, MI  48502-1950.  Address inquiries to:  ReeAnn Slagor, Tel: (810) 424-5269.  
REPORT OF MEDICAL HISTORY FORM

PLEASE PRINT

________________________________________________________________
SEX:  _____ Male     _____ Female

Last Name



First


Middle

_________________________________________________________________________
_________________
Home Address (number and street)

City/town

State
    Zip

       Date of birth

__________________________________________________________________________
(_____)___________

Permanent address (if different than above)






       phone number

__________________________________________________________________________
(_____)___________

Person to notify in case of an emergency






       phone number

_____________________     ______________________   

Marital Status:    single     married     divorced     other

Proposed graduation date
                UMID




(circle one above)

I hereby give my consent for the University of Michigan – Flint Student Health Services to share with the Associate Director of Clinical Education information concerning my health status.  








      ________________________________________________









Student’s signature


Date

FAMILY HISTORY

	
	Age
	State of Health
	Age at Death
	Cause of Death

	Father
	
	
	
	

	Mother
	
	
	
	

	Brothers/Sisters
	
	
	
	


PERSONAL HISTORY – PLEASE ANSWER ALL QUESTIONS  (comment on all “YES” answers in the space below, include dates)

	Have you had…
	Y
	N
	Have you had…
	Y
	N
	Have you had…
	Y 
	N
	Have you had…
	Y
	N

	Gum trouble
	
	
	Recurrent headaches
	
	
	Disease/Injury of Joints
	
	
	Fainting
	
	

	Speech impairment
	
	
	Recurrent colds
	
	
	“Trick Knee”
	
	
	Muscular weakness
	
	

	Sinusitis
	
	
	Head Injury w/unconsc.
	
	
	“Trick Shoulder”
	
	
	Paralysis
	
	

	Eye trouble
	
	
	Asthma
	
	
	Back problems
	
	
	Sexually Trans. Disease
	
	

	Ear trouble
	
	
	Tuberculosis
	
	
	Tumor,cancer,cysts
	
	
	Albumin in urine
	
	

	Throat trouble
	
	
	Shortness of breath
	
	
	Jaundice
	
	
	Sugar in urine
	
	

	Surgery
	
	
	Pain in chest
	
	
	Stomach trouble
	
	
	Frequent urination
	
	

	Appendectomy
	
	
	Pressure in chest
	
	
	Intestinal trouble
	
	
	Mononucleosis
	
	

	Tonsillectomy
	
	
	Chronic cough
	
	
	Gall bladder trouble
	
	
	Allergies
	
	

	Hernia repair
	
	
	Palpitations (heart)
	
	
	Recurrent diarrhea
	
	
	Heart disease
	
	

	Other
	
	
	High blood pressure
	
	
	Rupture,hernia
	
	
	Hepatitis
	
	

	Insomnia
	
	
	Low blood pressure
	
	
	Recent weight gain
	
	
	Diabetes
	
	

	Frequent anxiety
	
	
	Rheumatic Fever
	
	
	Recent weight loss
	
	
	Hypoglycemia
	
	

	Frequent depression
	
	
	Heart murmur
	
	
	Dizziness
	
	
	Kidney disorder
	
	

	Worry/nervousness
	
	
	Have had any dental problems in the last 2 yrs?
	
	
	Learning disability
	
	
	Convulsive disorder
	
	

	A. Has your physical activity been restricted during the past five years?(give reason and duration)
	
	
	Explain YES answers here:  

	B. Has anyone in your family had tuberculosis?
	
	
	

	C. Have any of your blood relatives had diabetes?
	
	
	

	D. Have you received treatment or counseling for a nervous condition, personality or character disorder, or emotional problems?  (please give details)
	
	
	

	E. Have you consulted or been treated by clinics, physicians, healers, or other practitioners within the pas 5 years? 

(other than routine check-ups)
	
	
	

	F. Have you been rejected for or discharged from military service because of physical, emotional or other reasons?  

(If so, give reasons)
	
	
	

	G. Are you currently taking any medications? Please specificy.
	
	
	

	UNIVERSITY OF MICHIGAN-FLINT SCHOOL OF HEALTH PROFESSIONS AND STUDIES

NURSING  PROGRAM



HEALTH EVALUATION

To the examining physician/nurse practitioner/physician assistant:  

Please review the student’s history and complete this form in totality.  Please comment on all positive answers.  This information is strictly for the use of Student Health Service and will not be released without the student’s consent.

________________________________________________________________
SEX:  _____ Male     _____ Female

Patient’s Last Name



First

Middle

	Height:   ____________  inches

Weight:   ____________  pounds

Blood Pressure:  _________________
	Hearing:       Right__________

                     Left  __________
	Vision:                  Right__________

                              Left  __________

Corrected Vision:  Right__________

                              Left  __________   


	Are there any abnormalities of the following systems?  Describe fully.

	
	Y
	N
	If Yes, please describe

	1.   Head, ears, eyes, nose or throat
	
	
	

	2.   Respiratory
	
	
	

	3.   Cardiovascular
	
	
	

	4.   Gastrointestinal
	
	
	

	5.   Hernia
	
	
	

	6.   Genitourinary
	
	
	

	7.   Musculoskeletal
	
	
	

	8.   Metabolic/Endocrine
	
	
	

	9.   Neuropsychiatric
	
	
	

	10. Skin 
	
	
	

	11. Dental
	
	
	

	12. Speech
	
	
	

	13. Is there loss of serious impaired function of any organ?  
	
	
	

	14. As best as can be determined by this examination, does the patient have any communicable diseases?  
	
	
	

	15. Are there any medical conditions for which the student is currently under treatment?
	
	
	

	16. Do you have any specific recommendations for the program?  (walking, ability to lift safely, motor coordination, sight, hearing)
	
	
	

	17. Have you any general comments?


	
	
	


Signature of MD/DO/NP/PA  __________________________________________________________________________

Address:  _________________________________________________________________________________________

Print last name:  _________________________________  Phone:  (____)________________  Date:  ________________

I:/Health Forms/Nursing Health Form – 4/28/08 


