Certificate of Medical Examinations

Student’s Name: ________________________________________ Date: _______________

University ID: ____________________________________ Major: ____________________

Take this form to the University’s Health Center (Brooks Health Center) or a medical establishment for completion as proof of your health status for working in a school setting.  

NOTE: The completion of this medical form by a certified facility is required prior to your enrollment in ED 430: Professional Clinical Experiences. (If you do not plan to apply for student teaching within one year following your admission assessment, skip this step.)  
	VISION EVALUATION   - Based on the Snelling Chart

	Without Glasses: 
	Right Eye:
	Left Eye:

	With Glasses:
	Right Eye:
	Left Eye:


Additional Comments: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________
 ______________________________

 Examiner’s Signature





          Date
Tuberculin (TB) Test. I hereby certify that I have examined this student to find that he/she is not affected with tuberculosis or any other condition, which would impair his/her ability to perform duties and responsibilities as a teacher or an administrator.

Tuberculin Test: Positive:   ______________ Negative:    ________________ Date Read:  ____________

Name: _____________________________________________________________________________________

Patient’s Signature in Presence of Medical Examiner

Note: If, the Chest X-ray or Tuberculin Test is administered by the Health Department, results must be recorded on the bottom of this form.

 (County Health Department or

Medical Examining Agency Stamp Here)







 __________________________________________

 Signature of Medical Examiner

 __________________________________________
     Medical Examiner’s License Number

__________________________________________  
Date of Examination
