
MEDICAL FORM

Name____________________________Social Security Number______-______-______

Mailing Address__________________________________________________________
Street Address Apt # City State          Zip Code

Date of Birth____/____/____    Sex:___M ___F    Home Telephone (        )____-_______

1. Type of Health Insurance (HMO) : _____BC/BS  _____Medicaid   ____Military     ___Other
Name of Policyholder: _____________________Policy Number______________

Insurance Company Address__________________________________________

2. Emergency Contact: Name________________________________  Relationship:________________
       Telephone:________________________(Day) ______________________(Evening)

Have you ever had / now have any of the following: ( Check YES or NO ) :
YES NO SYMPTOMS YES NO SYMPTOMS

Scarlet Fever/ Erysipelas Cramps in your legs
Periods of Unconsciousness Frequent Indigestion
Swollen or Painful Joints Hearing Loss
Frequent or Severe Headaches Eye Trouble/Vision Impairment
Dizziness or Fainting Spells Broken Bones
Gall Bladder trouble or Gallstones Sinusitis
Ear, Nose, or Throat Trouble Tumor, Growth, Cyst
Chronic and frequent Colds Hay Fever
Severe tooth or Gum Trouble Skin Diseases
Adverse Reaction to Serum/Drug/Med Rupture / Hernia
Piles or Rectal Diseases Head Injury
Frequent or Painful Urination Tuberculosis
Bone, Joint, or other Deformity Asthma
Bed Wetting – since age 12 Shortness of  Breath
Kidney Stone or Blood In  Urine Chronic Cough
Sexually Transmitted Diseases Heart Trouble
Sugar or Albumin In Urine Foot Trouble
Motion Sickness (Car, Train, Sea, etc) History of Surgery
Palpation or Pounding Heart Lameness
Weight Fluctuation Jaundice or Hepatitis
Arthritis, Rheumatism, Bursitis Thyroid Trouble
Paralysis ( Include infantile) Epilepsy or Fits
Frequent Insomnia Rheumatic Fever
Depressive or Excessive Worry Stomach/Liver Intest. Trouble
Painful or “Trick” Shoulder or Elbow “Trick” or locked Knee
Nervous Trouble of any sort

I attest that the information supplied by me is true and complete to the best of my knowledge.

Signature____________________________________________Date_____________________



This side is to be completed by your family physician. Please ensure all mandatory tests are completed before returning this  
form to the Office of Admissions.

Clinical Evaluation: Please Comment on all Abnormalities.
Normal Abnormal

Head, Face, Neck, Scalp
Sinuses
Mouth and Throat
Ears
Eyes
Pupils
Lungs and Chest
Heart: Thrust, Size, Rhythm, Sound
Vascular System
Abdomen and viscera  (include Hernia)
Skin, lymphatic 
Neurology
Psychiatric
Pelvic: ____Vaginal  ____Rectal
Endocrine System 
Spine ( Musculosketal )

Laboratory Results and Measurements
Please give dates and results (when appropriate) (  * indicates a mandatory test).

HGT*____WT*____B / P*_____TEMP*_____PULSE*_____RESPIRATION*____VDRRL/RPR* _____

HIV TESTING* (IF RISK FACTORS ARE PRESENT)   _______ HCT*/HGB*_____   Blood Sugar* _______

HEMOGOBLIN _____ URINALYSIS: ____Protein ____ Sugar____ Blood ___Micro __________

PAP SMEAR_____GC CULTURE____ CHLAMYDIA CULTURE _____PPD* / CHEST X-RAY ______ 

VISION SCREENING
Left Eye*
- With Glasses  / Contacts 20 / _____________

- Without Glasses / Contacts / 20 / __________

Right eye*
- With Glasses  / Contacts / 20 / ___________

- Without Glasses  / Contacts 20 / __________

Can the student participant in ROTC (if desired)? _______YES _____NO: if no please 
comment________________________________________________________________________________________________
________________________________________________________________________________________________________

Required Immunization for admissions to Voorhees College: Students must complete mandatory immunization requirements 
before submitting this form or have a statement from the family physician as to why their immunizations have not been 
completed. Please submit a copy of student’s immunization records attached to this form.

IMMUNIZATIONS FOR INTERNATIONAL STUDENTS ONLY
___I have been vaccinated for both measles and German  Measles.  A copy of my immunization information is attached. (Copy 
       must be legible, with no modifications)
___My immunization information, certified by a licensed health professional, is listed below.

                     …………….………… CERTIFICATION ………………………

Immunization Date      Type of vaccine Date of Positive Titer
(In Lieu of Immunization)

1. Hepatitis B #1                  _________________             ____________________       ________________________________ 
2. Hepatitis B #2                  _________________             ____________________       ________________________________
3. Hepatitis B #3                  _________________             ____________________       ________________________________
4. Tetanus(Within the last 10 years)  __________             ____________________       ________________________________
5. Measles (Rubeola) #1 _____________________ ____________________ ________________________________
6. Measles (Rubeola) #2 _____________________ _____________________ ________________________________
7. German Measles (Rubella)____________________ _____________________ ________________________________
8. Measles Disease History: Date of Measles (Rubeola) Disease: _________________________________________________

(Note: A history of German measles disease does not meet the immunization requirement) 
                                                                           I certify the above information is correct:
Doctor’s Signature _________________________________________________ Date___/___/___ 
Printed Name _______________________Address or Stamp_______________________________________________________
Telephone Number (         ) _________________________________________________ Please return this form to:

Voorhees College - Office of Admissions
213 Wiggins Drive
Denmark, South  Carolina   29042

The following vaccines are recommended for all students but not Mandatory:
                ( Meningoccoccal, and Varicella (if no prior history of Chicken Pox)
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