
 
Medical Report for EMS Education Students 

 
To be completed by a Physician or Health Department and mailed to: 

 
Central Georgia Technical College 

EMS Education, Bldg H 
3300 Macon Tech Drive 

Macon, GA  31206 
 
Reports of the following diagnostic tests are to be included: tuberculin skin test, 
chest x-ray ( if tuberculin test is positive ) VDRL or RPR, rubella screening. 
Immunization against tetanus is required.  If desired, the student may contact the 
local health department for these services. 
  
EMS Program:____________________________________________ 
 
Applicant's Name:__________________________________________ 
   Last  First  Middle/Maiden 
 
Home Address:_______________________________________________________ 
  Apt #  Street   City  State Zip 
 
Date of Birth: _________Height: _________Weight:_____ BP:_______  
 

      T:_____       P:______        R:______ 
 
Has the applicant had a history of: 
 
   YES NO      YES NO 
 
tuberculosis  ____    ____  thyroid disease  ____   ____ 
emphysema  ____    ____  hepatitis ( type____ )  ____   ____ 
asthma   ____    ____  emotional / psychiatric 
rheumatic fever ____    ____   disorders  ____   ____ 
cardiovascular  ____    ____  
   disease          allergies   ____   ____ 
hypertension  ____    ____  venereal disease  ____   ____ 
diabetes  ____    ____  arthritis   ____   ____ 
seizure disorder ____    ____  controlled substance abuse ____   ____ 
Give details of any yes answers given 
above:_______________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________  
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          YES  /  NO 
1. Is the applicant currently under the care of a physician"  ____   ____ 
 If yes, explain: 
 
2. Is the applicant currently taking any medications?   ____   ____ 
 If yes, explain: 
 
3. Does the applicant have a Musculoskeletal problem that would prevent 
 lifting or standing for long periods of time?   ____   ____ 
 If yes, explain: 
 
4. Has the applicant ever had a prolonged illness or prolonged 
 hospitalization?       ____   ____ 
 If yes, explain: 
 
5. Does the applicant have any problems with visual acuity or color 
 blindness?        ____   ____ 
 If yes, explain: 
 
6. Does the applicant have a hearing deficiency   ____   ____ 
 If yes, explain: 
******************************************************************* 
7. Immunization and Tests Records: ( All are required )
         Month Year Initials 
 1.  Hepatitis B ( in absence of a negative titer or  
  signed statement of refusal ) 
  a. Dose 1 ( Must be at least within 30 days of 
   matriculation )    _____/_____/_____ 
  b. Dose 2      _____/_____/_____ 
  c. Dose 3      _____/_____/_____ 
 
 2.  Tetanus       _____/_____/_____ 
 
 3.  MMR ( Measles, Mumps, Rubella ) 
  a. Dose 1-Immunized at 12 mos. of age or 
   later ( AND )     _____/_____/_____ 
  b. Dose 2-Immunized at least 30 days after 
   Dose 1      _____/_____/_____ 
 4. Measles 
  a. Had disease confirmed by physician diagnosis 
   in office record, OR    _____/_____/_____ 
  b. Born before 1957 and therefore considered 
   immune, OR     _____/_____/_____ 
  c. Has laboratory evidence of immune titer 
   ( specify date of titer ), OR   _____/_____/_____ 
  d. Immunized with live measles vaccine at   
   12 mos. of age or later, AND  _____/_____/_____ 
  e. Immunized with second dose of live measles 
   vaccine at least 30 days after first dose  _____/_____/_____ 
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         Month Year Initials 
 5. Mumps 
  a. Had disease confirmed by physician diagnosis 
   in office record, OR    _____/_____/_____ 
  b. Born before 1957 and therefore considered  
   immune, OR     _____/_____/_____ 
  c. Has laboratory evidence of immune titer 
   ( specify date of titer ) OR   _____/_____/_____ 
  d. Immunized  with vaccine at 12 mos. of age 
   or later     _____/_____/_____ 
  
 6. Rubella 
  a. Has laboratory evidence of immune titer 
   ( specify date of titer ) OR   _____/_____/_____ 
  b. Immunized with vaccine at 12 mos. of 
   age or later     _____/_____/_____ 
 
 7. PPD       _____/_____/_____ 
 
 8. Chest X-ray ( if indicated by positive PPD )  _____/_____/_____ 
 
 9. VDRL or RPR      _____/_____/_____ 
  
 
******************************************************************* 
Response to questions 1-9 that require an explanation, list or clarification 
comment. Identify the question the comment response addresses: 
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 
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******************************************************************* 
In your opinion is this person in suitable physical and emotional health for successful 
participation in and completion of a Emergency Medical Technology 
program?__________ If not, please explain below.  Include in your explanation any 
condition which could limit the person's ability to participate in a Emergency 
Medical Technology occupational capacity. 
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 
 
 
Date of Physical Interview:________________________ 
 
  _____________________________     
   (Signature)    Physician 
      OR  Nurse  
      OR  Health Department 

       Instructor
 _____________________________ 
      
 _____________________________ 
      
 _____________________________ 
        Address/Telephone Number 
 
 
**NOTE:   A student may be required to meet additional health standards of the 
clinical sites where he/she participates in clinical training 
 
**NOTE:  All supporting laboratory results must be attached.  Any items in 
category ( 7 ) Immunization and Test Record: not initialed by Nurse or 
Physician will be considered as a incomplete medical form. 


