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REQUIRED

HEALTH

INFORMATION

AND 

FORMS

(Failure to complete all of these forms can prohibit you from registering for classes or attending clinical.)
Please return Health Records to:

Jefferson College of Health Sciences

101 Elm Avenue SE
P.O. Box 13186

Roanoke, VA   24031-3186

Attention:  Student Affairs/Health Records
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JCHS HEALTH FORMS - CHECKOFF SHEET
Please print for your convenience

Below is a check list to help you in organizing your required Health Record documentations. STUDENTS ARE ENCOURAGED TO MAINTAIN COPIES OF ALL DOCUMENTS SUBMITTED AS IMMUNIZATION RECORDS MAY BE REQUIRED FOR EMPLOYMENT AFTER GRADUATION. Please submit documents to Student Affairs Health Records Office located on the 4th floor of CRCH. 
All students are required to submit the following documentation:
· Physical Exam Form  (signed by Physician, Physician Assistant or Nurse Practitioner)  
· Report of Medical History Form (completed by student)
· Complete Immunization Record Form – must be signed by Physician, PA, or NP
· Tetanus (good for 10 years)

· MMR (measles, mumps, rubella)  

· PPD (needed annually) – must include date given, date read, and results
· Polio (verified case, record of childhood vaccination (strongly preferred), past Titer or physician’s note stating the following: “ Patient is not a candidate for a booster at this time.”


· HepB
(3 shot series or Titer)
· Chicken Pox (verified case, vaccine, or titer)

· Continued Responsibility Statement  
· Emergency Contact  
· Medical Consent Form For Minors (if under age of 18)
· Meningitis Vaccination – Required  (to live in dorms).  Recommended for all students.                                
· Health Insurance

· Recommended for ALL students

· Required for ALL students entering a CLINICAL semester.

If you will be participating in a clinical experience you are required to have the additional information listed below:

· CPR Certification - Healthcare Provider CPR is the only CPR accepted for clinical rotations.  (submit a copy of front and back of card)  
· Health Insurance Card (submit a copy of front and back of card)  
· Background Check
(Located online at www.jchs.edu; background checks must not be done any sooner than 60 days prior to the first day of clinical.)

· Drug Screen - Must be 9-panel/from SAMHSA approved Laboratory performed 30 (thirty) days prior to the first day of clinical. (Forms available in Student Affairs .)
· Carilion Orientation: On-Line – see instructions in clinical package.  Three parts required annually: Orientation, Restraint Check Off, Confidentiality Agreement.  
HEALTH RECORDS HOLDS
A Health Records Hold will be placed on your Self Service student account if the required documentation has not been submitted prior to your next semester registration.
REPORT OF MEDICAL HISTORY

PERSONAL HISTORY (please check if you have had any of the following)

	· Anemia

· Arthritis

· Asthma 

· Alcohol Abuse

· Back Problem

· Cancer

· Chronic Fatigue

· Convulsion

· Diabetes

· Eating Disorder

· Emphysema

· Epilepsy

· Fainting Spells

· Muscle Disorder
	· Frequent Cough

· Glasses/Contact Lens

· Head Injury/Concussion

· Hearing Aid(s)

· Heart Problem/Murmur

· Hepatitis

· High Blood Pressure

· Infectious Mononucleosis

· Kidney Problems

· Lyme Disease

· Malaria

· Meningitis

· Migraine/Frequent Severe Headaches
	· Night Sweating

· Recent Weight Gain or Loss/how many _____ lbs.

· Rheumatic Fever

· Sinusitis

· Skin Disorder

· Substance Abuse

· Tonsillitis (Chronic)

· Tuberculosis

· Ulcer

· Unexplained Aches & Pains

· Use Smokeless/Chewing tobacco

· Smoke Cigarettes, Cigars, or Pipe


How many years ______


How many a day ______


Other medical or psychological conditions that you believe we should be aware of?  (Please explain _____________________________________________________________________________________

______________________________________________________________________________________

List an allergies _________________________________________________________________________

______________________________________________________________________________________

Have you ever been hospitalized?  Had any operations?  (Please note details) ________________________

______________________________________________________________________________________

______________________________________________________________________________________

List all current medications _______________________________________________________________

List any serious injury ___________________________________________________________________

	FAMILY HISTORY
	

	
	AGE
	STATE OF HEALTH
	OCCUPATION
	AGE OF DEATH
	CAUSE OF DEATH

	Father
	
	
	
	
	

	Mother
	
	
	
	
	

	Brother(s)
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Sister(s)
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Has any of your immediate family ever had any of the following? (Please state relationship)

· Cancer ___________________________________

· Diabetes __________________________________

· Heart Disease ______________________________

· High Blood Pressure ________________________

· Kidney Problems ___________________________

· Tuberculosis _______________________________

· Other _____________________________________

I hereby certify that the information submitted on this record is complete and correct.

Student Signature









Date

	PHYSICAL EXAMINATION FORM

JEFFERSON COLLEGE OF HEALTH SCIENCES



	A physical examination is required and must be completed and signed by appropriate personnel

	
	
	

	Last Name

First Name

Middle Name
	Date of Birth (month/day/year)
	Social Security Number

	
	

	Permanent Address 

City


State

Zip Code
	Area Code/Phone Number

	Height ________
	Weight ________
	
	BP ______/______

	IF REQUIRED:
	
	
	
	
	
	Semester of Entry ___Fall___Spring___Summer___Yr.

	Vision:
	Corrected
	
	Right 20/_____
	Left  20/_____
	Program of Study:

	
	Uncorrected
	
	Right 20/_____
	Left  20/_____
	

	
	
	

	
	
	
	
	
	
	

	Hearing:
	(gross)
	
	Right _______
	Left _______
	

	
	15 ft.
	
	Right _______
	Left _______
	

	Are there abnormalities?
	Normal
	Abnormal
	DESCRIPTION (attach additional sheets if necessary)

	1. Head, Ears, Nose, Throat
	
	
	

	2. Eyes
	
	
	

	3. Respiratory
	
	
	

	4. Cardiovascular
	
	
	

	5. Gastrointestinal
	
	
	

	6. Hernia
	
	
	

	7. Genitourinary
	
	
	

	8. Musculoskeletal
	
	
	

	9. Metabolic/Endocrine
	
	
	

	10. Neuropsychiatric
	
	
	

	11. Skin
	
	
	

	12. Mammary
	
	
	

	

	A.
	Is there loss or seriously impaired function of any paired organs?
	Yes ___
	No___

	
	Explain _____________________________________________________________________________________________

	B.
	Is student under treatment for any medical or emotional condition?
	Yes ___
	No___

	
	Explain _____________________________________________________________________________________________

	C.
	Recommendation for physical activity (clinical experiences, intramurals, etc.)
	Unlimited ____
	Limited ____

	
	Explain _____________________________________________________________________________________________

	D.
	Is student physically and emotionally healthy?
	Yes ___
	No___

	
	Explain _____________________________________________________________________________________________

	E.
	Other medical or psychological conditions that you believe we should be aware of?

	

	Based on my assessment of this student’s physical and emotional health on _________________, he/she appears able 

	to participate in the activities of a health profession in a clinical setting.  
	(Date)
	Yes ____
	No ____

	
	
	

	If no, please explain _______________________________________________________________________________

	

	_______________________________________________
	____________________

	Signature of Physician/Physician Assistant/ Nurse Practitioner
	Date

	_______________________________________________
	____________________

	Print name of Physician/Physician Assistant/ Nurse Practitioner
	Area Code/Phone Number

	______________________________________________
	______________
	_____________
	________

	Office Address
	City
	State
	Zip Code


JEFFERSON COLLEGE OF HEALTH SCIENCES

IMMUNIZATION RECORD

This form is mandatory and must be signed by a Doctor, Physician Assistant, or Nurse Practitioner.
ALL Students are required to have a complete immunization record in order to be allowed to attend classes.
Student’s Name _______________________________________________________________________




Last



First


Middle

	Immunization
	Date of Dosage
	Date of Booster
	Date of Titer

	A. Tetanus/Diphtheria
	
	
	

	Dose 1
	
	
	

	Dose 2
	
	
	

	Dose 3
	
	
	

	Dose 4
	
	
	

	B. Measles, Mumps, Rubella (MMR)
	
	
	

	Dose 1
	
	
	

	Dose 2
	
	
	

	C. Tuberculosis (PPD)
	
	
	

	    Chest X-Ray (if PPD is positive)
	
	
	

	D. Polio
	
	
	

	Dose 1
	
	
	

	Dose 2
	
	
	

	Dose 3
	
	
	

	Dose 4
	
	
	

	E. Hepatitis B
	
	
	

	Dose 1
	
	
	

	Dose 2
	
	
	

	Dose 3
	
	
	

	F. Varicella (Chicken Pox)
	
	
	

	G. Bacterial Meningitis (Required for all students living in dorms. Recommended for all students.
	
	
	


Doctor, PA, or NP Name, Address, Phone Number and Signature (Required)

Name ________________________________________________


Address _____________________________________________________________________________

Signature __________________________________
Phone _____________________
Immunization Requirements
	Tetanus-Diptheria – Shot is good for ten years.
	Primary series with DTaP or DTP and booster with Td in the last ten years meets requirement. 



	Measles, Mumps, Rubella (MMR) 2 doses required
	Dose 1 – given at age 12-15 months or later

Dose 2 – given at age 4-6 years or later, and at least one month after first dose.



	Tuberculosis (PPD) Must be completed annually.
	If a student shows signs or symptoms of active tuberculosis disease you must proceed with additional evaluation to exclude active tuberculosis disease including tuberculin testing, chest X ray and sputum evaluation.


	Polio – OPV alone Oral Sabin – 3 doses
             IPV/OPV sequential – 4 doses

             IPV alone injected Salk – 4 doses
	Primary series in childhood meets requirements; three primary series schedules are acceptable. 


	Hepatitis B 
	Three doses of the HPB vaccine or a positive Hepatitis antibody meets the requirement.


	Varicella
	Either a history of chicken pox (provide note from parent stating what age student contracted the disease), a positive Varicella antibody from a drawn titer, or two doses of vaccine given at least one month apart if immunized after the age of 13 or older meets the requirement.

	Bacterial Meningitis – 1 dose
	Required for all students living in Residence Hall. Recommended for all students.



CONTINUED RESPONSIBILITY STATEMENT
1) I understand that it is my responsibility to keep immunizations and TB skin tests current. 
2) I agree to inform clinical instructors or the department head of any illness or health problem that could possibly affect my performance or the welfare of my patients in the clinical area.  
3) I understand that if I am in a clinical rotation I am to have current health and accident insurance during each academic semester.   I will maintain this coverage throughout the entire year.   

4) I understand that I am to have a current CPR card in a clinical semester.

5) I attest that I have never been disbarred from and am not currently under investigation by a health (nursing/medicine, etc.) state licensure board.
6) I understand that I need to inform the College if I become aware that I am under investigation or if I am convicted of a criminal charge.

7) I understand that disclosure of the above is necessary to protect my health and the well-being of patients for whom I may provide care.
I have read the above and agree to act accordingly.
_________________________________

___________________________

Student’s Printed Name



Date

_________________________________

Student’s Signature

EMERGENCY CONTACT INFORMATION

PLEASE PRINT CLEARLY

Student’s Printed Name: __________________________________________________________

Address:
_______________________________________________________________________



Street #


City


State

Zip

Phone:
____________________________

Cell Phone: _________________________

Program of Study:  ____________________ Advisor: _________________________

Primary Care Physician’s Name and Phone Number: ___________________________________







  (Name)


(Phone Number)
Emergency Contact #1

Name: ____________________________________
Relationship to Student _________________

Address:
________________________________________________________________________



Street #


City


State

Zip

Phone #1: ___________________________

Phone #2 ____________________________

Please circle one:  Home     Work     Cell

Please circle one:  Home     Work     Cell
Emergency Contact #2

Name: ____________________________________
Relationship to Student _________________

Address:
________________________________________________________________________



Street #


City


State

Zip

Phone #1: ___________________________

Phone #2 ____________________________

Please circle one:  Home     Work     Cell

Please circle one:  Home     Work     Cell
 All students at JCHS are recommended to have health insurance coverage.

Students in clinical semesters ARE REQUIRED to have health insurance coverage. 
Students in clinical semesters who do not return this form prior to the beginning of their clinical semester WILL NOT be allowed to attend their clinical experience.

Medicaid coverage will be accepted with appropriate benefit card.
HEALTH INSURANCE INFORMATION
I understand that I am legally responsible for any medical expenses incurred during my enrollment at JCHS and neither the College nor any clinical site will be responsible for my medical expenses.

Student’s Printed Name:
____________________________
 Social Security Number:
______________

Insurance Company Name: ________________________________________________________________

Policy Number: __________________________________ Group Number: ________________________

Subscriber Name: _______________________________________________________________________

Signature: __________________________________________ Date: ______________________________

        (Student should sign if over 18 years of age.)  Parents should sign if student is under 18 years of age.)

ATTACH A COPY OF YOUR CURRENT INSURANCE CARD, FRONT AND BACK TO THIS FORM.

MEDICAL CONSENT FORM FOR MINORS

Dear Parent or Legal Guardian:

The purpose of this consent form is to obtain permission from the parent or legal guardian for Jefferson College of Health Sciences to seek treatment for a student who is under the age of 18 and therefore legally a minor.

Jefferson College of Health Sciences has my permission to seek treatment for my child

(print name of child) __________________________________________________________ in the event of a medical emergency.  I understand that the College will make every effort to contact me before seeking this treatment if at all possible.  I realize that Virginia State Law and professional codes of ethics may limit my access to confidential medical information regarding the treatment of my child.

___________________________________________

____________________________________

Name of Student 





Student’s Social Security Number

___________________________________________

____________________________________

Name of Parent/Guardian (print)



Relationship

___________________________________________

____________________________________

Signature





Date

___________________________________________

____________________________________

Street Address





Home Phone (please include area code)

___________________________________________

____________________________________

City, State, Zip





Work Phone (please include area code)

___________________________________________



 Cell Phone (please include area code)

JEFFERSON COLLEGE OF HEALTH SCIENCES

DRUG TESTING REQUIREMENTS
1. All students at the Jefferson College of Health Sciences who will participate in a clinical experience will be required to have a drug screen.  The drug screen must not be completed more than 30 days prior to the first clinical experience. Note: If you are currently on prescription medicines please inform the Health Records Office before you have your drug screen performed. By having this documentation already in place it will  alleviate the need for a meeting with the Dean of Student Affairs.
2. If a drug screen has not been received prior to the first day of clinical experience the student will not be allowed to participate in the clinical and may be given a “U” (unsatisfactory grade).

3. The drug test performed is a nine-panel screen for: Amphetamines, Barbiturates, Benzodiazepines, Cocaine Metabolites, Marijuana Metabolites, Methadone, Opiates, Phencyclidine and Propoxyphene.

4. Students may be tested at laboratories in their home community.  They should request to participate in a nine-panel screen (for the substances listed above) from any SAMHSA approved laboratory and reviewed by a Medical Review Officer.

5. A positive screen without proper cause such as a prescription will preclude participation in clinical courses and could result in disciplinary sanction.

6. Students may participate in a drug screen through Solstas Labs in the Carilion Medical Building located at 2001 Crystal Spring Ave., Suite 120, Roanoke, VA.  Students wanting to be screened at CCL in Roanoke should:

a. Pick up a Custody and Control Form from the Student Affairs Office (4th Floor CRCH) to take with them to a Carilion lab.

b. Take a photo I.D. (driver’s license, etc.).

c. The laboratory is open Monday through Friday 7 a.m. until 6 p.m.

d. The cost of the screen is approximately $40.00 for Jefferson College of Health Sciences students.  Students are required to pay for the screen at the time of testing.

e. The lab does not make appointments.  Students are encouraged to not go to the laboratory on Fridays and to try and avoid arriving for testing in the morning.

7. Students are solely responsible for the expense of their drug screen at time of collection. Note: the Custody and Control Form can ONLY be used at a Carilion facility.

8. Results of the screening should be sent to:
Scott Hill, Dean for Student Affairs
Jefferson College of Health Sciences

P. O. Box 13186

Roanoke, VA   24031-3186
9. The College reserves the right to require that students who exhibit reasonable suspicion of impairment from drugs or alcohol or who are involved in an incident which results in potential for harm or harm to another person to undergo a random screen at anytime during the academic year.
10. Should there be any questions regarding this information or the College Prohibited Substances Testing Program, please contact Scott Hill, Dean for Student Affairs, at (540) 224-4693.
IF BEING TESTED AT A CARILION FACILITY PLEASE REMEMBER TO BRING YOUR:

1) Driver’s License
2) Custody and Control Form  (Available in the Student Affairs Office)
3) $40.00 cash or money order.
CPR CERTIFICATION
It is required that students be certified in one and two-man, child, infant, and adult AED CPR (which is commonly referred to as Healthcare Provider CPR).  
Healthcare Provider CPR (offered by The American Heart Association and Carilion) is the only CPR course approved for clinical rotations.
Carilion provides free CPR classes for JCHS students.  Students should call 540-266-6000 to schedule a class.
Please attach a copy of the front and back of your CPR card in the spaces marked below.

Student’s Name (Printed) ________________________________________________

Expiration date of my CPR certification is ___________________________________

Student’s Signature _____________________________________________________


Carilion Health System

Student Orientation

Independent Study Instructional Sheet


Please note: Clinical requirements for JCHS are different from Carilion employee requirements. You must adhere to the policies and procedures required by the college in all matters related to the college or clinical placement.
The Carilion Student Orientation (3 parts) must be completed before you attend clinicals at any Carilion facility and are due ANNUALLY WHILE YOU ARE IN CLINICALS. Print off all forms for submission.
1. Carilion Student Orientation 

2. Confidentiality Agreement 

3. Restraint Check Off**
**The “Restraints Check-off” portion can be done on campus by an instructor in your field of study.  Please watch your e-mail for an announcement regarding when that will be held. You may submit Restraint Check documentation from your supervisor or manager if you are a Carilion employee. 

Directions to Carilion Student Orientation Web page:

1. Go to www.carilionclinic.org
2. On top of the page click on Current Employee
3. On the left side of the page, click HR Training and Development
4. On the left side of the page, click Orientation
5. Directly under Orientation, click System
6. Under Orientation Manuals, click Student
Topics included in Student Orientation:
· Pain Management 

· Carilion Police Student Safety/Parking Handout

· Managing a Safe Environment

· Workplace Harassment

· Falls/restraints

· Confidentiality

· Corporate Compliance

· Infection Control

If you are a Carilion employee and have done your Carilion Orientation through work you may check with HR and get a copy of your most current Orientation paperwork.  Please submit documentation of completion to the Health Records Secretary in Student Affairs at JCHS.  
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Please attach a copy





of the back of





your insurance card





here.








Please attach a copy





of the front of





your insurance card





here.








IF THIS FORM IS APPLICABLE PLEASE SUBMIT TO JCHS 


PRIOR TO THE BEGINNING OF CLASSES.











Please attach copy





of front of CPR





card here.

















Please attach copy





of back of CPR





card here.














PLEASE COMPLETE THIS BEFORE GOING TO YOUR PHYSICIAN FOR EXAMINATION
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