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HEALTH SERVICES UNIT
Attach 2x2 I.D/ Passport Size I.D


MEDICAL EXAMINATION FORM


NAME: _____________________________________________________                      ID No. _______________
             Surname                   First Name              Middle Name

CIVIL STATUS: _____________                GENDER:  _______	                                AGE: ________         
COURSE AND YEAR LEVEL: _____________             SCHOOL YEAR AND SEMESTER: ____________
PERMANENT ADDRESS: ________________________________________________________________________
BONTOC ADDRESS: (Boarding House)__________________________________________________________
CONTACT NO: ___________________________________                  BLOOD TYPE: ____________________
GUARDIAN (PERSON TO CONTACT IN CASE OF EMERGENCY) _________________________________
CONTACT NO. OF GUARDIAN: __________________________________________________________________

I. PAST MEDICAL HISTORY 
Childhood Illnesses: ___ Measles ___Mumps ___Rubella ___Chicken Pox ___ Rheumatic Fever____ Polio 

Present Illnesses:     ___ Hypertension     ___Diabetes M;           ___ Asthma        ___PTB          ___ Goiter
                    ___ Cancer	     ___ Allergies 	___Thyroid diseases	  ___Others: _____________

Medical Illnesses taking maintenance medications: 
____________________________________________________________________________________________________________

Surgeries: _______________________________________________________________________________________________

Hospitalizations: _______________________________________________________________________________________

II. FAMILY HISTORY (Put a check mark on the columns of your answer; if yes kindly put your relationship on the remarks)
	
	YES
	NO
	REMARKS

	Allergy 
	
	
	

	Arthritis 
	
	
	

	Bronchial Asthma 
	
	
	

	Pulmonary tuberculosis
	
	
	

	Hypertension 
	
	
	

	Thyroid disease
	
	
	

	Neurological disorders
	
	
	

	Diabetes mellitus
	
	
	

	Heart disease
	
	
	

	Kidney Disease
	
	
	

	Psychiatric Illness
	
	
	

	Others: 
	
	
	



III. PERSONAL AND SOCIAL HISTORY 
	
	Yes
	No
	Remarks

	Smoking history 
	
	
	

	Alcohol Intake
	
	
	

	Allergies 
	
	
	

	Illegal Drug use
	
	
	

	Disabilities
	



For women:  
	Have you ever been pregnant: Yes _____ No _____

I certify that the following answers are true and correct to the best of my knowledge and belief and I agree that my miss statement or incorrect information as to material facts will not constitute ground for the medical staff liable on their professional practice.



_________________________
Signature over Printed Name of Client	
III. PHYSICAL EXAMINATION 


	GENERAL APPEARANCE
	

	HEIGHT (m)
	

	WEIGHT (kg)
	

	BODY MASS INDEX (kg/m2)
	

	BLOOD PRESSURE
	

	CARDIAC RATE 
	

	RESPIRATORY RATE
	

	
	
	

	VISUAL ACUITY
	W/O Glasses R: 
	W/O Glasses L: 


	
	W/ Glasses R:
	W/ Glasses L: 

	
	
	

	FINDINGS
	NORMAL
	IF ABNORMAL: (PLS SPECIFY)

	HEAD
	
	

	EYES AND EARS
	
	

	NOSE
	
	

	MOUTH
	
	

	NECK
	
	

	CHEST AND BREAST
	
	

	HEART AND LUNGS
	
	

	ABDOMEN
	
	

	GENITOURINARY
	
	

	SKIN
	
	

	EXTREMITIES
	
	

	NEUROLOGICAL EXAM
	
	



I. LABORATORY TESTS: (ATTACH RESULTS)

· NOTE: Laboratory test required are CBC, Urinalysis, and Chest X – Ray; other laboratory examinations are for special cases that requires the test. 

CHEST X-RAY
URINALYSIS 
CBC
FECALYSIS
HEPA B SCREENING
BLOOD TYPE 

II. DENTAL EXAMINATION: (ATTACH DENTAL CERTIFICATE if required by the Department Course)



III. IMPRESSION: 
________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


IV. RECOMMENDATION:
________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________
 

Nurse on duty: ___________________________


Medical Examiner: 	__________________________
License No: 		___________________________
Date Examined: 	___________________________	
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BAGONG PILIPINAS

OFFICE OF THE COLLEGE PRESIDENT

( VISION k

An internationally recognized
higher education institution for
cultural continuity and innovations
that transforms lives and fosters

sustainable development

MISSION

MPSPC shall pursue responsive
instruction and innovation
to produce resilient and

productive citizens who promote

fransformational governance

and contribute fo sustainable
development while rooted in their

cultural heritage.

GOALS

. Attain quality and excellence
in instruction, research,
extension, and resources
generation.

. Promote relevance and
responsiveness of the
College's mandates and

programs.

. Foster inclusive education for
cultural dynamism.

. Enhance efficiency and cost-

effectiveness of management
in the delivery of quality
services.

. Sustain harmony within the

College and with stakeholders.

COLLEGE THRUSTS:

Transformoﬁonol Curriculum and
instruction for cultural vitality and
international education.

Relevqm production and
sustaiNable resources
generation.

ccessible and equitable
learning resources and student
services and development.

Nofeworihy partnerships  and
extension  services towards
sustainable communities

Sustainqble development goals
integrated into programs,
projects and activities

unctional leadership
that cultivates personnel
developmentamidst changing

higher education landscapes

rganizational development
towards efficient delivery of
services

esponsive local and global
linkages in  harmony  with
the industrial  revolution and
transnational education

Modern research-based
solutions and  responsive,
innovative technologies through
active knowledge generation

QUALITY POLICY

MPSPC in its aim to fully
enhance its programs and
services commits to deliver

high standards of satisfaction
responsive to the needs of
its clients and compliant to
applicable statutory and
regulatory requirements while
continually improving its
systems and processes.

LINKAGES

>\
(L

A\

AUAP

OO
Bontoc Campus | Tadian Campus | Paracelis Campus | Victor S. Dominguez Research, Extension and Development Center

@ mpspc.edu.ph o MPSPC President Edgar G. Cue





image4.jpeg
QL OO0

Bontoc Campus | Tadian Campus | Paracelis Campus | Victor S. Dominguez Research, Extension and Development Center

@ mpspc.edu.ph 0 074-604-0085 o MPSPC President Edgar G. Cue






 


 


 


 


 


 


 


MPSPC 


–


 


HSU 


–


 


F 


–


 


001/ 0


3


/ 


September 4, 2023


 


Page 


1


 


of 


2


 


 


 


 


 


HEALTH SERVICES UNIT


 


 


MEDICAL EXAMINATION FORM


 


 


 


NAME: 


_________________________


____________________________


      


         


  


     


ID No. 


_______________


 


          


   


Surname                   First Name           


   


Middle Name


 


 


CIVIL STATUS: 


_____________


   


     


 


   


   


 


GENDER: 


 


_______


 


      


 


 


     


     


    


  


      


 


AGE: 


__


__


____ 


        


 


COURSE AND YEAR LEVEL: 


_


____


________


    


        


 


SCHOOL YEAR AND SEMESTER: 


_________


___


 


PERMANENT


 


ADDRESS: 


_____________________________


___________________________


__


___


___________


 


BONTOC


 


ADDRESS


: 


(Boarding House)________


__________________________


___


__________


_____


______


 


CONTACT NO:


 


___________


________________________
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