
Pre-Entrance Medical Form 

Laramie County Community College 

Diagnostic Medical Sonography Program 

 

To be completed by the APPLICANT: 

 

Name of Applicant_________________________________ Date of Birth_________________________ 

 

Childhood Diseases ____________________________________________________________________ 

 

Hospitalizations (why and when) __________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 

Have you ever had:       Yes  No 

 a. Heart problems      



Laramie County Community College 
Health Sciences and Wellness  

Immunization/Health Requirements 
 

To be completed by the Health Care Provider: 

 

Significant medical history of applicant:___________________________________________________________ 

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

_____________________________________________________________ 

 

Physical Exam:  Normal (     )  Abnormal   (    ) 

 

1. ENT ____  2. Heart ____  3. Lungs ____  4. Abdomen ____ 

 

5. Back ____  6. Extremities _



Recommendations: 

From the preceding exam, do you believe the applicant to be capable to undertake the demands placed 

physically and mentally on a healthcare provider?   Yes (   )   No (   ) 

 

Remarks:____________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________ 

 

 

Signature of Healthcare Provider___________________________________   Date: _________________ 

Healthcare Provider (Print) ________________________________________________________________ 

Address: ______________________________________________________________________________ 

Phone number: __________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

Immunization chart on the following page needs to be fully completed. Incomplete documents will not be 

accepted. Immunization Documentation to be completed by applicant with current forms submitted to 

CastleBranch.





 

 


