
 
 

Panola College International Students Medical Record 
(required of all students) 

 
Part I:  To the student:  You must fill out Part I of this form (please print) and have your physician fill out 
Part II.  You should ask him/her to mail the form directly to Stacy Gee, Panola College; 1109 W Panola 
St; Carthage, TX  75662-3204 
 
Name:________________________________________Address:_______________________________ 
  Last  First  MI 
       _______________________________________ 
         City   Country 
Parent or 
Guardian:_____________________________________Address:________________________________  
 
       _______________________________________ 
        City   Country  
   

1. Has your general health always been good?  If not, give details. __________________________     
______________________________________________________________________________ 
 

      2.   Name any medications which you take regularly. _______________________________________ 
______________________________________________________________________________ 

 
3. Additional information: __________________________________________________________ 

______________________________________________________________________________ 
       
 ___________________________________ 
  Applicant Signature 
            
Part II:  Health Data (to be completed by family physician) 
Student’s name:_______________________________________________  Sex:_____  Age:______ 
 
Vaccinations Suggested: 
 
Polio – at least three doses of oral vaccine provided one or more doses have been received since the 
fourth birthday.  If 19 years of age or over, oral polio vaccine not required. 
Vaccination dates: _____________________________________________________________________ 
Diphtheria – at least three doses with last dose within five years. 
Vaccination dates: _____________________________________________________________________ 
Tetanus – at least three doses with last dose within five years 
Vaccination dates: _____________________________________________________________________ 
Typhoid:  Vaccination dates: _____________________________________________________________ 
Measles:  Vaccination dates: _____________________________________________________________ 
Rubella:  Vaccination dates: _____________________________________________________________ 
 
Date:________________________________ _____________________________________M.D. 


