

















Immlmlzatlons | Healthcare provider must complete in English and sign at the bottom of this page.
No other immunization documents will be accepted. Do not send immunization attachments.

| | Month | Day | Year
Name of Student Date of Birth
MMR If born on or after 1/1/57, two doses of live MMR Dose #1 Dose #2
(Measles, Mumps, Rubella) vaccine required. Dose #1 must be given on or after
first birthday. Dose #2 must be given after 15 ! /| 1 /_
months of age and at least 28 days after 1™ dose. MooR Y Mooy
Measles If born on or after 1/1/57, two live doses required. Dose #1 Dose #2 Disease date Serology date
Dose #1 must be given on or after
first birthday. Dose #2 must be given after 15 _/ S I |1 I 1 /__ Uimmune
M D Y M D Y
months of age and at least 28 days after 1™ dose. meor meor
Mumps If born on or after 1/1/57, one live dose required. Dose #1 Disease date Serology date
. st H
Dose #1 administered on or after 1" birthday. o / L o /O] immune
M D Y M D Y M D Y
Rubella If born on or after 1/1/57, one live dose required. Dose #1 Serology date
Dose #1 administered on or after 1* birthday.
— / / _ . / / _ ] Immune
D Y M D Y
Meningococcal Vaccine One dose of either: []Menomune™ or []Menactra™ | — / /_
M D Y
Varicella Vaccine Two doses, disease date or serology results. Dose #1 Dose #2 Disease date | Serology date
! /| 1/ /| /| /[ Immune
M D Y M D Y M D Y M D Y
Tetanus, Diptheria Dose within 10 years.
Pertussis Please specify: [J Td | [JTdap - / D / -
Polio Vaccine Date primary series completed. / /
™ o v
D #1 D #2
Hepatitis B Vaccine Series of 3 doses. ose ose Dose #3
_ /|1 /| 1 /__
M D Y M D Y M D Y
D #1 D #2
Hepatitis A Vaccine Series of 2 doses. ose ose
_ /| ] /_
M D Y M D Y
HPV Dose #1 Dose #2 Dose #3
Females only Series of 3 doses. L I I /o
M D Y M D Y M D Y

TB Risk Assessment - All international students must be screened. If in a risk group, a Tuberculin skin test is required.
1. Does the student have signs or symptoms of active TB disease | []Yes (go to Tuberculin Skin Test) | [JNo (go to question #2)
2. Is the student a member of a high risk group,* or an international student from a country not listed below.**

| O Yes (go to Tuberculin Skin Test) | [JNo  (STOP. No further screening needed)
Tuberculin Skin Test Required for this student:

Has this student ever received a BCG vaccination? | [JYes /[ | [INo
M D Y
Tuberculin Skin Test: (Mantoux only) (MUST BE GIVEN WITHIN 6 MONTHS OF ATTENDING CANISIUS COLLEGE.)
Date placed: ___/___ [/ ___ Date read:___ / /
M D Y M D Y
Result: (record actual mm of induration, transverse diameter: if no induration, write “0”.)
Interpretation (based on mm of induration as well as risk factors): | []Positive (Chest X-ray required) | []Negative
Chest X-ray date: / / Result: [JNormal X-ray | [JAbnormal findings (explain: )
M D Y

Treatment Plan (include plan for TB prophylaxis treatment):

* High risk students include those with HIV infection, who inject drugs, who have resided in, volunteered in, or worked in high-risk congregate settings such as prisons, nursing homes, hospitals, residential facilities for
patients with AIDS or homeless shelters: and those who have clinical conditions such as diabetes, chronic renal failure, leukemias or lymphomas, low body weight, gastrectomy and jejunoileal by-pass, chronic malabsorption
syndromes, prolonged corticosteroid therapy (e.g. prednisone > 15 mg/d for > 1 month) or other immuno-suppressive disorders.

**Categories of high risk students include those students who have arrived within the past 5 years from or travel to countries where TB is endemic. It is easier to identify countries of low rather than high TB prevalence. Students should undergo
TB screening if they have arrived from countries EXCEPT those on the following list: Canada, Jamaica, Saint Kitts and Nevis, Saint Lucia, USA, Virgin Islands (USA), Belgium, Denmark, Finland, France, Germany, Greece, Iceland, Ireland, Italy,
Liechtenstein, Luxembourg, Malta, Monaco, Netherlands, Norway, San Marino, Sweden, Switzerland, United Kingdom, American Samoa, Australia or New Zealand.

1 verify that the immunization records and TB screen results are complete and accurate to the best of my knowledge.

Signature of Health Care Provider

11/2009 | 337.0910



PhYSical EXElrnmatlon | To be completed, signed and dated by Healthcare Provider in English.

* No other form will be accepted
Entering Fall 2010 PE must be given after March 1, 2010. Entering Spring 2011 PE must be given after August 1, 2010.

| | Month | Day | Year | &0 Male | [ Female
Name Date of Birth Gender
Height: Weight: Blood Pressure: Pulse:

For Division 1 Athletes Only- Sickle Cell Screen: | [ Positive | [J Negative

Clinical Evaluation Normal Abnormal Comments

1. Skin

2. Head, Ears, Eyes, Nose,
Hearing, Visual Acuity

Mouth, Teeth, Gums

. Neck and Thyroid

Lungs/Chest

Heart (supine and standing)

. Abdomen

3
4
5
6. Breasts
7
8
9

Genitalia

10. Back/Spine

11. Extremities/Musculoskeletal/Femoral Pulses

12. Neurologic

13. Emotional/Psychological

14. Other Findings

15. Physical stigmata of Marfan Syndrome | [J Not Present | [J Present  Please explain:

16. Is there loss of or seriously impaired function of any paired organ? | D No | [J Yes If yes, please explain:

17. Is this student cleared for full physical activity, including participation in intramural, club and intercollegiate sports and able to meet the
physical and emotional demands of college life, including studying abroad?
| [ Yes/ Unlimited activity and fit for college | [J No/Limited activity =~ Reason:

Recommendations:

I attest | have reviewed the medical history and immunization records, conducted a TB risk assessment and examined this student.

The information provided on this form is complete, full and accurate to the best of my knowledge. (Please date your signature)

| | / /
Signature of Health Care Provider Date M D Y
| | | |
Print Name of Healthcare Provider Address Phone Fax
Do not write below this line
Reviewed by: Initials Date [J PE and Immunization Complete: Initials Date
[J Incomplete for:
[J NYS Imm. JPE [JMed Hx  [JInsurance Card
[J TB Screen/TST [ Parental Authority [ Other

Notified by: | []Letter | [JE-mail | [JPhone | [JIn-Person Initials Date






