
 
 

 
 

Student Observer Health Examination and Immunization Record 

 
 
Name: ____________________________________________________ Date of Birth______________________ 
 

Vital Signs T_______P_______R______ BP _______  HT_______ WT_______   

 
Immunization Record –Please attach copy of the following immunization record or titers. A Copy of a Covid-19 immunization card is the preferred 

documentation to be attached to this form.  Titers are only drawn if there is no record of immunizations. If Titers are required, the cost is the 

responsibility of the volunteer/students not the facility. 
 

Rubella (German Measles) (2 dates)   

History of the disease: (circle) Yes / No   Date vaccine was administered: _________/________      

Blood Titer Date: ________ Immune Non Immune Non Definitive (circle) 

Rubeola (Measles) (2 dates) (exempt if born before 1957) 

History of the disease: (circle) Yes / No Date vaccine was administered: _________/________ 

Blood Titer Date: ________Immune Non Immune Non Definitive (circle) 

Varicella (Chicken Pox) (2 dates) Physician documented history of the chicken pox- varicella titer is not required. 

 (circle) Yes / No   Date vaccine was administered: _________/________ 

Blood Titer Date: _______ Immune Non Immune Non Definitive (circle) 

Hepatitis B immunity not required. 

History of the disease: (circle) Yes / No   Date’s vaccine was administered #1__________   #2__________   #3_________ 

Blood Titer Date: _______ Immune Non Immune Non Definitive (circle) 

Covid-19 Immunization if received 

History of the disease: (circle) Yes / No   If yes, what was the date of your COVID infection _________ 

Date/Manufacturer of COVID vaccine that was administered #1____________   #2____________   #3___________#4____________   

         
As per NJ State Regulations all volunteers are required to have a Tuberculosis Screening.  Completed Quantiferon TB Gold 

test or two step PPD within the current year must be provided.  
 

Date given: _________ Date read: _________ Results in MM: _________ Read by: _______________________________ 

 

Date given: _________ Date read: _________ Results in MM: _________ Read by: _______________________________ 
 

Student Observer qualifications: Must be in good physical and mental health; resources of patient care cannot be diverted to supervising 

volunteers. I have examined the above individual and reviewed the attached medical questionnaire completed by the patient.  I have found this patient 

to be in good mental and physical health and in my opinion has no condition that would prevent this patient from performing the duties as a 

volunteer.    
 

___________________________________________ _ ________________ 

Physician /Healthcare Name     Phone # 

____________________________________________ ________________ 

Signature      Date 

____________________________________________ ________________ 

Volunteer/Student Signature     Date 

 

office stamp 



 

 
 

Student Observer Medical Questionnaire 
 

Name of Applicant __________________________  
 
Do you have or have you ever had:    Details: 
1. A back injury? _____    ____________________________________ 

2. A herniated disc in your back? _____  ____________________________________ 

3.  Back surgery for removal of a disc? _____             ____________________________________ 

4.  A neck injury? ______    ____________________________________ 

5.  A herniated disc in your neck? _____  ____________________________________ 

6.  Neck surgery for the removal of a disc? _____ ____________________________________ 

7.  Knee injury? _____ Which knee? _____             ____________________________________ 

8.  Knee Surgery? _____ Which knee? ____             ____________________________________ 

9.  Shoulder injury? _____ Which shoulder? _____  ___________________________________ 

10.  Shoulder surgery? ____ Which shoulder? _____    ___________________________________ 

11.  Elbow injury? _____ Which elbow? _____ ____________________________________ 

12.  Elbow surgery? ___ Which elbow? _____             ____________________________________ 

13.  Wrist injury? _____ Which wrist? _____  ____________________________________ 

14.  Wrist surgery? ____ Which wrist? _____               ____________________________________ 

15.  A hernia? ____ Which side? ____ Surgery? ____  ____________________________________ 

16.  Arthritis or rheumatism? _____   ____________________________________ 

17.  Amputation of a digit or extremity? ____              ____________________________________ 

18.  Epilepsy? _____               _____________________________________ 

19.  Diabetes? _____               _____________________________________ 

20.  Cardiac disease/high blood pressure? _____       _____________________________________ 

21.  Respiratory Problems? _____             _____________________________________ 

22.  Tuberculosis? _____                         _____________________________________ 

23. Total loss of sight in one or both eyes or a partial loss of corrected vision of more than 75% 

       bilaterally? _____ Which eye? ____  ____________________________________ 

24.  Residual disability from poliomyelitis (polio)? ___  ___________________________________ 



25.  Cerebral Palsy? ____    ____________________________________ 

26.  Multiple Sclerosis? _____               ____________________________________ 

27.  Parkinson’s Disease? _____   ____________________________________ 

28.  A vascular disorder? _____   ____________________________________ 

29.  Hospitalization for any mental disability for a period of six months or more? _______________ 

______________________________________________________________________________ 

30.  Hemophilia? _____    ____________________________________ 

31.  Chronic osteomyelitis? _____   ____________________________________ 

32.  Surgical or spontaneous fusion of a major weight-bearing joint? _____     

______________________________________________________________________________ 

33.  Muscular dystrophy? _____   ____________________________________ 

34.  Thrombophlebitis? _____               ____________________________________ 

35.  Total deafness? _____    ____________________________________ 

36.  Any permanent physical condition which constitutes a 20% impairment of a part of or of the body  

as a whole? ____     ____________________________________ 

37.  Head injury? _____    ____________________________________ 

38.  Allergy to products containing latex? _____ ____________________________________ 

39.  Other allergies or asthma? _____              ____________________________________ 

40.  A back injury or disease process of the back resulting in disability over a total of 120 days? _____ 

41.  Any injury, operation, or any disability not covered in the above questions? _________________

 _________________________________________________________________________ 

42.  Is there any question you did not understand? ________________________________________ 

       Which question? ______________________________________________________________ 
 

 
 
All statements and information given in this questionnaire are true, to the best of my knowledge and 
belief. 
 

Volunteer/Student Name (PRINT) _______________________________________________________ 
 
Signature_____________________________________ Date____________________________ 
 

 

 

 

 

 

 

 

 

 

 



 

 



 


