HEP APPLICATION FOR ADMISSION

I want to do my work in:
(  English
(  Spanish


Name:

 








 


 
 Last




First



MI

Address:








 

         Street or PO Box

City




State


Zip
   
Phone #: 
(      ) __ __ __- __ __ __ __ 
Date of Birth: __/__/__
SS#:

__ __ __- __ __- __ __ __ __
SEX:   ( M    ( F

Name of Parent/Guardian:  






(If applicant under 18 years of age)

Name of Last School Attended:  







 







Address:












Street or PO Box



City




State


Zip

Phone #: 
(      ) __ __ __- __ __ __ __ 

Last Grade Completed: 

    Date of Withdrawal:  



  

Have you ever been in a GED program or taken the GED exam?  
  ( Yes   ( No

Do you require any special accommodations or have any special needs? (i.e. IEP. If yes, attach documentation) 






I certify that the above information is true and correct. I give permission for the release of any and all records, including academic and medical, pertaining to the applicant.

Applicant’s Signature


Date

Parent/Guardian Signature         
Date








(If applicant is under 18 years 

ONEONTA HEP

MEDICAL FORM – Page 1 of 2

PART I - to be completed by applicant

Name:  














Last



First



Middle

Address:    













Street
City         
State
Zip

Date of Birth:  
     /
   /
        

Social Security #:  __ __ __  - __ __  -  __ __ __ 

Parent or Guardian:  











(if under 18 years of age)

Last


First


Relationship

Home Phone: (       ) __ __ __  - __ __ __ __ 
Alternate Phone: (       ) __ __ __  - __ __ __ __ 

Family Physician:  











Last




First




Address:    





         Phone: (       ) __ __ __  - __ __ __ __

             

                     Street

City                  St        Zip

Insurance:   □ Yes
□ No

Carrier/Company:  










Plan #: 

   Group #:  








Identification #: 












           (Attach a copy of insurance card)

PART II - to be completed by physician

Health History: (check all that apply and give approximate dates)

___ Ear Infections

___ Chicken Pox

___ Headaches

___ Rheumatic Fever

___ Measles


___ Anxiety

___ Seizures


___ Mumps


___ Bee Sting Reaction

___ Diabetes


___ German Measles

___ Pneumonia

___ Diabetes


___ Asthma


___ Tuberculosis

___ Anemia


___ Epilepsy


___ Other

Does the student have drug allergies?

□ Yes
□ No    




Does the student have food allergies?

□ Yes
□ No    




Does the student have any other allergies?
□ Yes
□ No    




Does the student any chronic illnesses?
□ Yes
□ No    


















List all medications the student is currently taking, prescription and non-prescription:  
















Are there any activities the student is RESTRICTED from doing?   □ Yes   □ No 




ONEONTA HEP

MEDICAL FORM – Page 2 of 2

Diptheria & Tetnus toxoid: Three or more doses are required. Most recent dose must be within 10 years prior to entry. Dates doses taken: 1st dose _________ 2nd dose _________  3rd dose _________  4th dose _________

Polio Vaccine: Please circle    IPV    or    OPV.  Minimum of 3 doses for all students 18 or under. For those 19 and over, record previous doses but no additional doses should be given. 

Dates doses taken: 1st dose _________ 2nd dose _________  3rd dose _________  4th dose _________

NYS Public Health law 2165 now requires post-secondary students to show protection against measles, mumps, and rubella. Persons born prior to January 1, 1957, are exempt from this requirement. MMR vaccine recommended.

REQUIRED: Measles (Rubella): Must have one of the following:

1. Two dates of measles immunization (1) _________ (2) _________ Both must be given after 1967 and on or after first birthday.

2. Date of measles titer: _________ Titer results: _________

3. Date of physician diagnosed measles disease _________ and signature of diagnosing physician _________

REQUIRED: Mumps immunity: Must have one of the following:

1. Date of at least one mumps immunization (1) _________ (2) _________ Must be on or after first birthday.

2. Date of mumps titer: _________ Titer results: _________

3. Date of physician diagnosed mumps disease _________ and signature of diagnosing physician _________

REQUIRED: Rubella (German Measles) immunity: Must have one of the following:

1. Date of at least one rubella immunization (1) _________ (2) _________ Must be on or after first birthday.

2. Date of measles titer: _________ Titer results: _________ Physician diagnosis is not acceptable.
RECOMMENDED: Varicella Vaccine (chicken pox):  Recommended by the Center for Disease Control for all young adults who have NO history of disease or vaccine. Illness date: _________ or vaccine over 13 years old.

Dates doses taken: 1st dose _________ 2nd dose _________  

RECOMMENDED: Hepatitis B Vaccine: _________
Dates doses taken: 1st dose _________ 2nd dose _________  3rd dose _________  

RECOMMENDED: Meningococcal Vaccine: Date: _________ This is not a required vaccine. However, there is evidence that outbreaks of meningococcal meningitis have increased on college campuses over the last decade. The American College Health Assoc. now recommends that students consider vaccination against this disease.
I have examined the person herein described and have reviewed his/her health history. It is my opinion that he/she is physically able to engage in all HEP activities, except as noted below.

__________________________________________________________________________________________________________________________________________________________________________________________

_______________________________________



________________________

Examining Physician or Nurse Practitioner




       Date

Address:    





           Phone: (       ) __ __ __  - __ __ __ __

    Street
    City                             St            Zip

PART IV – Consent of Parent/Guardian (if student is under 18 years of age)

This health history is correct to the best of my knowledge and the person herein described has permission to engage in all prescribed program activities, except as noted by the examining physician and me. In the event I cannot be reached in an EMERGENCY, I hereby give permission to the physician selected by the HEP Director to hospitalize, secure proper treatment for, including injections, anesthesia or surgery, give prescription and non-prescription medications for the above named child.

_______________________________________



________________________

Signature of Parent/Guardian




       Date

[image: image1.wmf]
Seasonal Farm Work Employment Verification Form
I certify that the below named individual has performed at least 75 days of farm work for me 
over the past two years.

Name of Employer & Farm:
__________________________________________





       (please print)

Address:
__________________________________________

Phone: 
__________________________________________


Type of work performed:
__________________________________________

_______________________________


_______________

Employer or Farm Owner’s Signature



Date

Name of student, parent or guardian who meets the seasonal farm worker criteria:


Name: 
__________________________________________



                               (please print)

Address:
__________________________________________


Phone #:
__________________________________________

Relationship to applicant:

__________________________________________

I certify that I, or my parent or guardian, has worked as a seasonal farm worker 
within the last two years.

_______________________


____________________

Student’s signature




Date

(If student is under 18 years of age. A parent/guardian signature is required below)

_______________________


____________________

Parent/Guardian signature



Date

