
Saddleback College Health Science and Human Services 
Evaluation and Recommendation

Applicant Name: ______________________________________ Date of Birth: _____________________

To the Applicant - Complete the Medical History below BEFORE your appointment:

Have you ever had or do you currently have? NO Yes (explain)
hearing
vision

Shortness of breath on exertion
Pain, pressure or tightness in the chest
Fainting spells, dizziness or blackouts
Excessive weakness or fatigue
Epilepsy or seizures
Severe depression and/or anxiety
Addiction to narcotics, alcohol or other illegal drugs
Low back pain or a “slipped disc”

Joint pain

Medical Documentation:

Areas evaluated Normal Abnormal/Findings
Eyes
Ears, Nose, Throat
Heart, Lungs
Spine
Range of Motion:
Back/Extremities
Neurological Status
Emotional Status

Check one:

’sOffice Stamp
** P 's Signature and Date**

I hereby authorize release of all records of my examination to
the Health & Wellness Center at Saddleback College

______________________________________

Applicant’s


