
Incomplete for: 
IMMUNIZATIONS   PE  
MMR    Medical History TB Screen/TSpot Date of PE 
Tdap  Consent   MD Signature Activity 

Notified by: Letter Email Phone In-Person Initials   Date    

  
PHYSICAL AND IMMUNIZATION FORM 

 
All students must complete this form and submit it to Health Services.  
NO OTHER FORM WILL BE ACCEPTED. Minor students must have the form completed by a parent  
or guardian.  

If attending in fall form is due July 15 
If attending in spring form is due November 30 

Student Instructions: This is a mandatory form required for registration. The information within is treated 
confidentially by the Health Services Department. I hereby authorize MLC Health Services to release all 
medical information as needed to Student Life Department and the Athletic Department. This consent will 
automatically expire upon graduation and/or termination from MLC. 

Athletics you plan to participate in: ______________________________________________________ 

 

Student’s Signature ________________________________________________ Date ______________ 

*Please note, all dates as month/day/year (MM/DD/YY). 

 
 

 

 
 

LAST NAME 
 
 

DATE OF BIRTH (MM/DD/YYYY) 

FIRST NAME  
MALE 

GENDER 

MIDDLE INITIAL 

FEMALE 

 
 
 
EMAIL ADDRESS 

AGE 

 
 

PERMANENT ADDRESS CITY  STATE ZIP CODE  

 
   Foreign Born: 

HOME PHONE CELL PHONE COUNTRY OF BIRTH
  

EMERGENCY CONTACT - This is the person we will contact in the event you have a medical emergency at school. 
 
 

EMERGENCY CONTACT - NAME/RELATIONSHIP  HOME PHONE  CELL PHONE  WORK PHONE 

EMERGENCY CONTACT - ADDRESS CITY  COUNTRY  POSTAL CODE EMAIL ADDRESS 

PERSONAL PHYSICIAN 
 
 

PERSONAL PRIMARY PHYSICIAN                                       CLINIC NAME & CITY/STATE                                                    PHONE                                        FAX 
 

 
DO YOU HAVE HEALTH INSURANCE? YES - CARRY YOUR HEALTH INSURANCE CARD WHILE ON CAMPUS NO 
          And send a copy of your insurance card with this form. 

 
 
Consent for Treatment of a Minor (Under 18 years old) 
As the parent or legal guardian of a student at Martin Luther College, I hereby give my consent for emergency medical care prescribed by a duly 
licensed Doctor of Medicine or Doctor of Dentristy. This care may be given under whatever conditions are necessary to preserve the life, limb or 
well-being of my dependent. 

 

 
 

PARENT/GUARDIAN SIGNATURE        DATE (MM/DD/YY) 
 
 

  
DO NOT WRITE BELOW THIS LINE   

 
 
REVIEWED BY: Initials  Date     

 
 
 
 
 

PE and Immunization Complete: 

Initials     Date    

 
Scanned: Date   

Kelsey Horn, RN 
Phone: 507-233-9101 ext. 101 
Fax: 507-354-8225 
hornky@mlc-wels.edu 
 
1995 Luther Court 
New Ulm, MN 56073



  IMM
In orde
the ac
 
 

NAME 
 

MMR
(Meas

Rube

 

TETA
DIPT
PER

 
MEN
VAC

 
VARI
VACC

 

HEPA
VACC

 
HEPA
VACC

 

HPV 

 
 
 
 

 Stude
 
 

Med

A stu
The 
outb
by a

If yo

MUNIZ AT
er to remain 

cademic term

OF STUDENT 

R 
sles, Mumps,  

ella) 

ANUS, 
THERIA 
TUSSIS 

NINGOCOCCAL
CINE 

ICELLA 
CINE 

ATITIS B 
CINE 

ATITIS A 
CINE 

ent Signature  

dical and Co

udent granted a 
length of time a

break, and could 
 licensed physici

u need an exem

IONS    
enrolled at M

m for which th

REQU

If born on or aft
vaccine required
1st  birthday. Dos
after 1st dose. 

One booster wit
of Tdap recomm

 1-2 doses, bas
1st vaccination. 

RECOMM

Two doses, dise

Series of 3 dose

Series of 2 dose

Series of 3 dose

onscientious 

medical or cons
a student is exclu

range from seve
ian, nurse practit

ption form, pleas

Immunizatio

MLC, immun
he student h

(If 

UIRED 

ter 1/1/57, two d
d. Dose #1 adm
se #2 administe

thin last 10 years
mended for all s

ed on age when

MENDED 

ease date or sero

es. 

es. 

es. 

*Ye

exemption 

scientious exemp
uded from campu
eral days to over 
tioner, or physica

se contact Nurse

See 

on records m

nization recor
as registered

immune, must

oses of live MM
inistered on or a
red at least 28 d

s. A single dose 
tudents. 

n you receive 

ology. 

arly Influenza V

ption may be exc
us activities will 
a month. A certi

al assistant. A co

e Kelsey Horn. 

website for m

must be attac

rds must be 
d. 

DATE O

t include docu

R 
after 
days    

Dose

      /  
MM  DD

Td

      /   
MM  DD

Dose

      /   
MM  DD

Dose

      /   
MM  DD

Dose

      /   
MM  DD

Dose

      /   
MM  DD

Dose

      /   
MM  DD

Vaccination Re

cluded from all c
vary depending 
ificate of immuni
onscientious exem

more informati

ched to this f

submitted w

OF BIRTH (MM/DD

mentation.) 

e #1 

   /   
D Y Y 

Do

      /
MM 

dap 

  /   
D Y Y 

      /
MM 

e #1 

   /   
D Y Y 

Do

      /
MM 

e #1 

   /   
D Y Y 

Do

      /
MM 

e #1 

   /   
D Y Y 

Do

      /
MM 

e #1 

   /   
D Y Y 

Do

      /
MM 

e #1 

   /   
D Y Y 

Do

      /
MM 

ecommended

campus activities
on the type of d
zation exemption
mption is only va

ion on vaccin

form. 

within 45 day

D/YYYY) 

 

ose #2 

/      /   
DD Y Y 

        
S

 
M

Td 

/      /   
DD Y Y 

 

ose #2 

/      /   
DD Y Y 

ose #2 

/      /   
DD Y Y 

Dis

    
MM  

ose #2 

/      /   
DD Y Y 

    
MM  

ose #2 

/      /   
DD Y Y 

 

ose #2 

/      /   
DD Y Y 

    
MM  

s, including class
disease and the 
n for medical rea
alid when notariz

es.

ys of commen

      or 
Serology Date 

     /   / 
MM  DD         Y Y 

 

Age at 1st vaccin

 

 

sease Date 

  /      /   
DD Y Y 

S

M

Dose #3 

   /      /   
DD Y Y 

 

Dose #3 

   /      /   
DD Y Y 

 

DATE (MM/D

ses, during a dis
circumstances s

asons is valid on
zed. 

ncement of 

 Immune 

 

nation: ____ 

Serology Date 
 

     /      /   
MM             DD         YY  

 Immune 

DD/YY) 

ease outbreak. 
surrounding the 
ly when signed 



  ME
 

 
Pleas

 
INFEC

Chi
Infe
Rhe
Sca
Tub
Mal

 
EYES,

Wea
Oth
Hea
Sea
Rec
Rec
Rec

 
CARD

Che
or E
Syn
Exc
Sho
Exc
Fat
Hea
Elev
Mitr
Rhe
Hea
Elev
Mar
Con
Ast
Pne

 
 

ALL
Al

Al

Al
en

Plea
 

 
 
 
 
 

 
 
 

Chec

 Ye

 

 

 

EDICAL H
se check box if 

CTIOUS DISEAS
cken Pox 

ectious Mononucl
eumatic Fever 
arlet Fever 
berculosis 
laria 

, EARS, NOSE, T
ar Glasses/Conta

her Visual Problem
aring Loss/Deafne
asonal Allergies 
current Sinus Infe
current Ear Infect
current Nose Blee

DIOPULMONAR
est Pain with Exer
Exertion  
ncope or Near Sy
cessive Exertional 
ortness of Breath 
cessive Exertional 
igue with Exercis
art Murmur 
vated Blood Pres
ral Valve Prolapse
eumatic Heart Dis
art Palpitations or
vated Cholestero
rfan Syndrome 
ngenital Heart De
hma 

eumonia/Bronchi

LERGIES: Non

lergic to medicat

lergic to X-ray dy

lergic to food/ins
nvironmental 

ase list all: 

ck whether fam

es No  _____

  Diabet

  High b

  Other s

HISTORY   
you have ever

SE 

leosis 

THROAT 
ct 

ms 
ess 

ection 
ion 
eds 

RY 
rcise 

ncope 
or Unexplained 
with Exercise 
or Unexplained 
e 

sure 
e 
sease 
r Irregular beat 
l 

efect 

tis 

e 

ions 

yes 

sects/ 

mily members

______________

es ___________

lood pressure __

significant family

  NAME OF STU

r had any of the

G-I 
Reflux/GERD 
Ulcer 
Pancreatitis 
Gall Bladder D
Hepatitis  Typ
Hernia 
Rectal Bleedin
Irritable Bowe
Crohn’s Disea
Ulcerative Col
Hemorrhoids 

 
GENITOURINA

Cystitis/Bladd
Blood in Urine
Kidney Infecti
Chronic Kidne
Kidney Stones
Sexually Trans

 
FEMALE 

Pelvic/Vaginal
Pregnancy  
Breast Lump 
Painful Period
Irregular Perio
Heavy Flow  
Abnormal PAP

 
MALE 

Testicular Lum
Torsion Undes
Testicle Hydro
Varicocele 

SURGERIES: 
Appendectom

Mole Remov

Wisdom Tee

Tonsils/Aden

Other: (spec

s have had any

______________

______________

______________

y illness, please d

UDENT

e following con

Disease 
e:   

ng 
el 
ase 
litis 

RY 
er Infection 

e 
on 

ey Disease 
s 
smitted Infection

l Infections 

ds 
ods 

P Smear  

mp Testicular 
scended/Absent
ocele or 

None 

my   Hernia repa

val  Ear Tubes

eth Extraction

noids 

ify below) 

y of the follow

______________

______________

______________

describe _______

nditions. 

 

MUSCULO
Arthritis
Injury B
Fracture
Scolios
Back Pa
Osgood
Tendinit
Other M

 
HEMATOL

Anemia
Sickle C
Leukem
Hemop
Immune
Cancer

 
NEUROLO

ADD/AD
Seizure
Migrain
Tension
Concus
Head In
of Cons
Other N

 
SKIN 

Eczema
Acne 
Hives 
Chronic
Tattoos/
Other:  

air 

MEDICA
vitamins

None

 

wing condition

_  Yes No 

_    

_    

______________

OSKELETAL 
s Joint 

Bone 
es 
is 
ain/Problems 
d-Schlatter 
tis 

Musculoskeletal D

LOGIC/ONCOLO
a 
Cell Trait/Disease
mia/Lymphoma 
hilia 
e Deficiency 
r 

OGIC 
DHD 
e Disorder 
ne Headaches 
n Headaches 
ssion 
njury with Loss  
sciousness  
Neurological Diso

a 

c Rash 
s/Piercings 

ATIONS (includi
s and suppleme

e 

ns. 

History of heart p

Sudden death be

______________

Disorders 

OGIC 

e 

orders 

 

MET
D
T

 
MEN

A
E
D
D
P
T
B
M
O
S
D
P
O

 
OTH

A
S
L

O

 
Do 

Do y

ng 
ents): 

A
to

 

problems _____

efore age 50 __

_____________

DATE OF BIRT

TABOLIC 
Diabetes Mellitus 
Thyroid Disorder

NTAL/EMOTION
Anger Manageme
Eating Disorder 
Drug/Alcohol Dep
Depression 
Panic/Anxiety Dis
Trouble Sleeping 
Bipolar Disorder 
Mood Disorder 
Obsessive Compu
Schizophrenia 
Deliberate Self Ha
Previous Psychiat
Other:   

HER 
Anaphylactic Rea
Serious Accident/
Loss of Paired Or

Kidney 
Ovary 
Eye 
Testicle 
Other:   

Other Important M

you use tobacco
No Yes – pa

you drink alcoh
No Yes – am

Additional inform
o share about yo

______________

______________

______________

TH (MM/DD/YYYY)

NAL 
ent 

pendency/Abuse

sorder 

ulsive Disorder 

arm 
tric Hospitalization

action 
/Injury 
gan: 

Medical History:

o? 
acks/day  

hol? 
mount/week  

mation you wish 
our health: 

__________  

__________  

__________  

) 

n 
 

 

 

 



  PH
 

NAME 

 

 
HEIGH

 
Does

 No 
 

TUBE
1. 
2.  

 

TUBE

Date p

Result

Interpr

Neg

 

Chest 

Treatm

 

1.    Ap

2.  Sk

3.  He

4.  Mo

5.  Ne

6.  Lu

7.  Br

8.  He

9.  Pu

10. Ab

11.  Ge

12. Ba

13. Ex

14. Ne

15. Em

16. Pa

17. Ot

18. Is 
th

 

Ad
 

I have
on th

 

 
  SIGNA

 
 

PRINT

HYSICAL 

HT 

s the student h

   Yes  if yes, e

ERCULOSIS (T
Does the stu
Is the studen

YES (go 

RCULIN SKIN T

placed:   /  
MM  D

t:   mm of in

retation based o

gative Pos

X-Ray Date:   
MM

ment Plan (includ

CLIN

ppearance (Re

kin 

ead, Ears, Eyes

outh, Teeth, G

eck and Thyroi

ungs/Chest 

reasts 

eart (supine an

ulses (simultan

bdomen 

enitalia 

ack/Spine 

xtremities/Musc

eurologic 

motional/Psych

aired Organ An

ther Findings 

 this student c
he physical and

YES - Unlimite

dditional Comm

e reviewed the m
is physical form

ATURE OF HEA

T NAME OF HEA

E X AMINA

WEIGHT

have any phys

explain:  ______

B) SCREEN - R
udent have signs
nt a member of 
to TB Test) 

TEST: High Risk

/   Dat
DD YY 

duration 

on mm of indura

sitive (Chest X-ra

/  /   
M  DD YY 

de information a

ICAL EVALUA

eport evidence 

s, Nose, Hearin

ums 

id 

nd standing) 

eous femoral a

culoskeletal 

hological 

natomy/Functio

leared for full p
d emotional dem

ed activity and 

ments/Recomm

medical history
m is accurate, 

LTH CARE PRO

ALTH CARE PRO

ATION (PE

 

sical or learnin

______________

Required for a
s or symptoms o
a high risk group

NO  (STOP N

k (Mantoux only) 

e read:   /  
MM  D

ation and risk fac

ay required) 

Result: N

about INH therap

ATION 

of Marfan Stig

g, Visual Acuity

and radial) 

on 

physical activity
mands of colle

fit for college 

mendations:   

y and immunizat
full and compl

OVIDER   

OVIDER ADD

E)    TO BE

DATE

BLOO

ng disabilities

______________

all students. 
f active TB disea
p, or an internati
No further scree

/   
DD YY 

ctors: 

 
 

Normal Abn

py and duration

mata)  

 

y  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

y, including par
ege life? 

NO - Li

tions, conducte
lete to the bes

DRESS

E COMPLETED,

E OF BIRTH (MM/D

OD PRESSURE

s? 

______________

ase YES 
onal students sta
ning needed) 

TB TEST 
OR 

normal (explain):

of treatment):  

NORMAL

rticipation in in

mited activity

ed the TB scree
st of my knowle

, SIGNED AND

DD/YYYY)

______________

(go to TB Test)
art with IGRA. 

IGRA:  (Specify

Date Tested:  
M

Result: Ne
Ind
Po

:  

L

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

ntramural, club

Reason:  

en and examine
edge. (Please d

PHONE

DATED BY HEA

_____________

NO  (go to 

method)   QF

/  /    
MM  DD YY 

gative 
determinate/Bor
ositive (Chest X-R

RECORD 

or intercollegia

ed the student 
date your signa

ALTHCARE PRO

MALE

GENDER 

PULSE 

______________

question 2) 

FT-G QFT-

rderline (repeat i
Ray required) 

ABNORMAL F

ate sports and

noted above. T
ature.) 

DATE (M

FAX 

OVIDER. 

FEMALE 

______________

GIT T-SPOT

n 6-8 weeks) 

FINDINGS 

able to meet 

The information

MM/DD/YY) 

 

_  

T 

 

 

 

 

n 



 
 
    
   HistoryItem_V1
   AddMaskingTape
        
     Range: current page
     Mask co-ordinates: Horizontal, vertical offset 33.43, 134.96 Width 546.51 Height 5.46 points
     Origin: bottom left
      

        
     1
     0
     BL
            
                
         Both
         3
         CurrentPage
         9
              

       CurrentAVDoc
          

     33.4319 134.9616 546.5086 5.4583 
      

        
     QITE_QuiteImposingPlus3
     Quite Imposing Plus 3.0
     Quite Imposing Plus 3
     1
      

        
     0
     4
     0
     1
      

   1
  

    
   HistoryItem_V1
   AddMaskingTape
        
     Range: current page
     Mask co-ordinates: Horizontal, vertical offset 107.12, 42.85 Width 11.60 Height 17.06 points
     Origin: bottom left
      

        
     1
     0
     BL
    
            
                
         Both
         3
         CurrentPage
         9
              

       CurrentAVDoc
          

     107.1184 42.8534 11.5988 17.0571 
      

        
     QITE_QuiteImposingPlus3
     Quite Imposing Plus 3.0
     Quite Imposing Plus 3
     1
      

        
     0
     4
     0
     1
      

   1
  

 HistoryList_V1
 qi2base



