
TO ENSURE CONFIDENIALITY RETURN TO: 
 
HEALTH SERVICES 
MOUNT OLIVE COLLEGE 
634 HENDERSON STREET 
MOUNT OLIVE, NORTH CAROLINA 28365 
(919) 658-8558 
 

Medical Report for College Entrance 
 

Note: It is required that you have a physical examination within one year prior to enrollment at Mount Olive 
College. 
 
Name ________________________________________________ Social Security #  _____________________ 

  Last                   First                              Middle 
 

Address ___________________________________________________________________________ 
  Street, RFD, Box   City    State   ZIP 
 

Home Phone (      ) ______________________    Business Phone (     ) _________________________ 
 
Date of Birth _______________________           Sex _____________  Marital Status _____________ 
 
Name and Relationship of Next of Kin ___________________________________________________ 
 
Address of Above ___________________________________________________________________ 

Street, RFD, Box  City    State   ZIP 
 

Home Phone (      ) ______________________    Business Phone (     ) _________________________ 
 
Insurance Company ___________________________________  Policy # _______________________ 
 
RELEASE:  In the event of a medical emergency, in which I am unable to give my personal authorization or 
permission, I hereby authorize the medical staff of the College Health Service, their agents or consultants, to perform 
diagnostic and treatment procedures, which in their judgment, may be necessary. 
 
Signature of Student ________________________________________  Date _____________________ 
 
Signature of Parent   ________________________________________  Date _____________________ 
    (If student is under 18 years of age) 
 
 
 
TO THE PHYSICIAN:  Mount Olive College desires to maintain fullest cooperation with family physicians in 
safeguarding the health of students.  Your report will aid in the effort to render proper health service to this student. 
 
Please check to be certain that all blanks on this form are appropriately completed, including section IV and V.  
Your assistance is requested in order to expedite the admission process for our new students.  It should be noted 
that: 
 

� A urinalysis is required (at least a dipstick). 
� A PPD or a chest x-ray and results are required within one year of admission. 
� All medical records, including all attachments must have the physician’s signature or health department 

stamp as applicable.  Medical records without proper verifications are not acceptable. 
 
 
 

 
 
 



Mount Olive College Physical Examination 
(Must be completed in English) 

 
Name:_____________________________________  Academic year_____________________ 
Date of Birth_______________  SS#________________   Sport________________________ 
 
History: a.  Frequent Colds   No/Yes:___________________________________ 
               b.  Hay Fever    No/Yes:___________________________________ 
               c.  Allergies    No/Yes:___________________________________ 
               d.  Asthma    No/Yes:___________________________________ 
               e.  Diabetes/Thyroid/Endocrine   No/Yes:___________________________________ 
               f.  Serious Disease or Injury  No/Yes:___________________________________ 
        i. Back    No/Yes:___________________________________ 
                     ii.   Knee/Hip   No/Yes:___________________________________ 
                     iii.  Foot/Ankle   No/Yes:___________________________________ 
                     iv.  Hand/Wrist   No/Yes:___________________________________ 
                     v.   Neck    No/Yes:___________________________________ 
               g.  Drugs or Medicine Regularly No/Yes:___________________________________ 
               h.  As Needed Medications  No/Yes:___________________________________ 
               i.   Tuberculosis/Recent contact    No/Yes:___________________________________ 
               j.   Surgeries    No/Yes:___________________________________ 
               k.  Seizures    No/Yes:___________________________________ 
               l.   Hospitalizations   No/Yes:___________________________________ 
 
Physical Examination:       Height_______ Weight________   B/P__________ Pulse__________   Urinalysis:  
SPGR________PRTN________ GLUC_______ BLD_______ Other_______ 
Vision: Right_____Left____Corrected____     PPD or Chest X-ray and results (within past year) 
                   Date:________________Results:_______________ 
  a.  Ears, Eyes, Nose, Throat Normal/Abnormal:________________________________ 
               b.  Thyroid/ lymph glands Normal/Abnormal:________________________________ 
               c.  Chest   Normal/Abnormal:________________________________ 
               d.  Heart   Normal/Abnormal:________________________________ 
               e.  Lungs   Normal/Abnormal:________________________________ 
               f.  Abdomen   Normal/Abnormal:________________________________ 
               g.  Hernia   Normal/Abnormal:________________________________ 
  h.  Deformities  Normal/Abnormal:________________________________ 
                    (circle and explain)  Normal/Abnormal:________________________________ 
                    Head /Neck / Shoulder                                     ________________________________ 
                    Spine / Hip / Knee / Ankle                               ________________________________ 
                    Elbow / Wrist / Hand                                       ________________________________ 
Do you know of any specific reasons why this student could not participate in physical education, intramurals, or 
athletics? No/Yes:____________________________________________________ 
 
Has this Student experienced any emotional problems requiring assistance by a psychiatrist or counselor that might 
affect their adjustment to and performance at college? No/Yes: (if Yes, give name 
and address of Professional)________________________________________________________ 
 
Additional Remarks:______________________________________________________________ 
         
Physician’s name:____________________________Signature:____________________________ 
      Print or stamp 

Address:________________________________________tele:____________________________ 
              ________________________________________ 
              ________________________________________    Date:_________________________ 

 


