ARITIME COLLEGE

STATE UNIVERSITY OF NEW YORK

Fall 2016 New Incoming Student Health Requirements — Check List

Welcome to SUNY Maritime! Before you begin your studies at Maritime, you must complete certain requirements. The State
University of New York requires that we collect this information from every student.

This Incoming Student Checklist is available for you to be sure that you are submitting all of the required health information. The
information contained in this form is accessible only to the professional staff of Health Services and will not be released without the
written authorization of the student or pursuant to a lawfully issued subpoena. The authority to request this information is found in
section 355 of the Education Law.

Required for ALL Incoming Students:

O Student Information/Emergency Contact/Under 18 Notarization

O Immunization Records
o  MMR (2 doses required OR titer)
Hepatitis A (2 doses required to complete the series)
Hepatitis B (3 dose series)
Polio (minimum of 3 doses)
Tetanus (within the last 5 years)
Varicella (Chicken Pox: 2 doses or documentation of having the disease)
Tuberculosis (PPD — test MUST be within 6 months of entry into Maritime)
o Meningitis Information Response Form
O Application for Merchant Mariner Medical Certificate - Physical Examination Form
o ALL past medical history/medical conditions/allergies/surgeries/hospitalizations/injuries must be reported and
documented in Section II (a) and II (b). ALL medications must be reported in Section III.
o Color Vision Test Results must be recorded for Regimental students.
o Forms without a Medical Practitioner signature and Applicant Signature will NOT be accepted.

e e« e o 2 ¢

[0 Health Attestation Form

In Addition To The Above - Required for *Regimental Students Only:
O Medical Disqualifying Policy for USCG Licensing (MMC) Form |

= Dhvyoi F I 3 g ine oo ra Ry .y for arln -y H
1 Physical Fitness Assessment and Medical Clearance Form for Indoctrination

* While it is not required, it is strongly encouraged that prior to arrival, Regimental students secure a Yellow Fever Vaccine, a

Typhoid Fever Vaccine, show proof of Blood Type (with Rh factor), G6PD Blood Test results and Sickle Cell Trait Blood test
results. The above will be needed to secure certain industry internships.

In Addition To The Above- Required for Athletes Only:

O Sickle Cell Trait Policy Form
[0 Athletics Medical Clearance Form

Deadline to submit all medical paperwork is June 6, 2016

Please return COMPLETE PACKETS ONLY to:
SUNY Maritime College
Health Services
6 Pennyfield Avenue
Throggs Neck, NY 10465

Or fax/scan to (718) 409-5901 or email bravenel@sunymaritime.edu

SUNY Maritime College Health Services

6 Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu



ARITIME COLLEGE/

STATE UNIVERSITY OF NEW YORK

REQUIRED FOR ALL STUDENTS

STUDENT INFORMATION

Name:
Last First Middle
Address: -
Street City State Zip
Birth date: / / Age: Female: ___ Male:
E-mail: Preferred Phone Number: ()
Please circle entering year: FALL 2016 Spring 2016 Summer 2016

Please circle: CIVILIAN REGIMENT

EMERGENCY CONTACT INFORMATION

Name:

Last First Middle
Address:

Street City State Zip
Relationship: B
Preferred Phone Number: ( ) - E-mail:
UNDER 18 NOTARIZATION

To Parents and Guardians of Applicants under Eighteen:

To procure care that may be necessary for our students and to protect the physician and institutions involved, it is
necessary that you sign the consent for treatment statement. While every reasonable effort is made to contact
families in the event of serious illness or injury, this is not always possible within a short period of time; therefore,

the consent form is necessary to provide appropriate care,

l . (Print Full Name of Parent/Guardian) pursuant to the authority vested
inme as Parent/Guardian of

(Print Full Name of Student), do authorize the Medical Staff at SUNY
Maritime College, upon consultation with a practicing physician or surgeon to exercise for me and on my behalf, all
rights and duties with reference to consenting to appropriate medical, psychiatric, and surgical treatment,
anesthetics, medicines and hospitalization, including care and treatment, by any hospital, staff surgeon, physician
or radiologist which they may deem necessary for the emergency care of my son/daughter (circle one).

Signed ) ___Date o df
Subscribed before me this day of 20 Notary Public (with Seal)

SUNY Maritime College Health Services
& Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime edu



ARITIME COLLEGE

STATE UNIVERSITY OF New YORK

IMMUNIZATION RECORDS FORM
REQUIRED FOR ALL CIVILIAN
AND
REGIMENTAL STUDENTS

STUDENT NAME:

Please submit a copy of your complete immunization records.
Please be sure that you have the mandatory vaceines listed below.

M.M.R. (Measles. Mumps, Rubella) if’ given instead of individual immunizations:

I._ Dose I- Immunized no more than 4 days prior to first birthday............... Date:  /  /
2. Dose 2-lmmunized at least 30 days after first dose.....o.ovvvovirirrieiein, WDate: /0 1
3o POSIHIVE eI o e (Attach lab report)

4. ___ Physician documentation of having the disease............cooovee i, (Attach documentation)
3. Born before January [, 1957 and therefore considered immune

Measles (Rubeola):
__ Daose I- lmmunized no more than 4 days prior to first birthday................ Date: 7/

Dose 2-Immunized at least 30 days after first dose..........ooooiiiiiriiinn.., Date: /7
(Attach fab report)

[P T N —

I e S

Mumps:

L. Immunized with vaceine at 12 months or Jater..............ooooiieii i Date: /7
e POIOND CUOBE o5 mmino s vs T3 SRR s Shin S mmann sy o i it (Attach Jab report)
Rubella:

1. Immunized with vaccine at 12 months or [ater. ..o, Date: / [/
B P VR T s s 45 650 s i bt i A 4 S R A S (Auach lab report)

Hepatitis A: (Two doses required to complete the series. At least one dose must be given prior (o

attending Maritime)

I Dose | - R S R R R R oot Date;

Dose 2 ; L T L 21 ! -
Hepatitis B: (Completion of the three dose series)
L DS L Date: [/ -
e BB 50 TH0 i s s s 1 A A AL S R S SRR Date: /7
Fe o, YOI Dinssmanmnmimn sunns a8 45 B A58 SE 5 FEEAL 55 8 b o memincme e e Date: /7
Polio: (Minimum 3 doses for all students 18 and under. For those 19 and over record previous doses):
N - - L g Date: /1 i
I - . T e TRV Date: i r
Jo Dose 3 A B N, e i Date: 7/ /

SUNY Maritime College Health Services

b Pennyhield Avenue, Throggs Neck, NY 10465 | 7184097347 | www.sunymaritime.edu



ARITIME COLLEGE

STATE UNMIVERSITY OF NEW YORK

IMMUNIZATION RECORDS FORM

REQUIRED FOR ALL CIVILIAN

AND
REGIMENTAL STUDENTS
STUDENT NAME:
Tetanus-Diphtheria {Minimum 3 doses required for al students):
T -1 O SO SO Date:
2 I8 e Date:
3 D08 3 e Date;

Varicella {Chicken Pox: Two doses or documentation of having the discase)

L 08 L Date:
2 D088 e e Date

Tuberculosis: (MUST be within 6 months of entry 1o Maritime)
o PPD{Mantous)....oo e Date Adminisiered

bate Interpreted: {4 Resultss

SUNY Maritime Coltege Health Services

i

13

’i

£

i

‘_wv.‘m!rm ....... i’.k‘._,,,,

7

fF
: / /

G Penpnylield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime, edy



DEPARTMENT OF HOMELAND SECURITY C OMBNo. 1625-0040
U.S. Coast Guard Exp. Date: 01/31/2016

APPLICATION FOR MERCHANT MARINER MEDICAL CERTIFICATE
------ [nstructions ------
Remiove Instructions before submitting Applrcatmn

Who must submit this form?

' Applicants seeking a Medical Certificale are required lo complete this form and submit it fo the U.S. Coast Guard. Applicants seeking a raise-in-grade are
required to submit this form if a previous medical evaluation report has not been submitled within the fast 3 years. Guidance for required submission of this form

can be found at the National Marilime Center website {http:flwww.uscg.mil/nme/medical/default.asp)

The Coast Guard requires a physical examination and cedification be completed to ensure that mariners:

e Are of sound heaith,

e Have no physical limilalions that would hinder or prevent performance of duties (see befow).

e Are free from any medical condilions thal pose a nsk of sudden incapacitation, which would affect eperating. or working on vessels.

Section |; Applicant Information - To be completed by the gﬁf)licanl and reviewed .l;y the Medical Practitioﬁer

® Legal Name - Cnier complete legal name.

¢ Date of Birth - If applicant is under 18 years of age, notarized stalement from legal guardian is requirzd. Attach a notarized statement, signed by a parent or
guardian, authorizing the Coast Guard o issue a Medical Certificate
Reference Number - If you have been credentialed by the Coast Guard in the past. enter your reference number.
Gender - Enter your legal gender.

® Home Address - Principle place of residence. PO Box is nol acceplable.

o Delivery/Mailing Address - The address 1o which you want all correspondence and issued certificates sent. If blank. correspondence and credentials will be

sent fo the Home Address.
e Primary Phone Number - Provide a primary phone number.
& Alternate Phone Number - Provide an allernate phone number (optional).
¢ E-mail Address - The Nalional Maritime Center (NMC) may atterapt to contact you via e-mail. You will recewve automated updates regarding the status of

; your applicalion {optionat).
| ® Other - Please provide additional means of communicating with you (satelite phone, wark phone, etc.) (optional,

s Application Type - Self-explanatory.
Section Il (a)(b) Medical Conditions - To be compleied by the Apphcant and revrewed by the Medmaf Practmoner

Conditions 1 - 34 - Applicants musi report their relevant medical conditions 1o the best of their knowledge, and the Medical Practitioner must venly lhe
medical conditions. Check "YES" if the applicant has had a previous diagnosis or treatment of the condition by a health care provider, or if the applicants

i currently under frealmeat or observalion for the condition, or if the condition is present regardess of treatment. If the Medical Practitioner, or any olher heallh
| care provider to the satisfaction of the medical practifioner, discovers a condition nol reported by the applicant, he/she musi check “YES" in the appropriate

block and explain in the comments,

Comments - The Medical Practitioner must address all reported conditions in this section. This delailed explanation should include, al a minimum,
identification of the condition, approximate dale of diagnosis, any limitations, whelher the condition is controlled. the prognosis, the treatment. and any
additional information as appropriate, referring to lhe evaluation data listed at the National Maritime Center (NMC) website hitp:iiwww, uscg.mil/nmc/imedicall
defauit.asp Additional sheels may be added by the applicant andfer the medical practitioner if needed to compiete this seclion of the form_ Include apphcant's
| name and DOB on each .1ddmmm4 sheet. Supporting medical documentation and testing for all identified conditions mlemiarly qumring further review should
bmitled with guidelines found on NMC website hitp:/ivew, millhme {ef: 15 ailed guidel n
nedical conditions be found on the NMC webs »d within this
document. Medical ;m.j !Jﬂ\/bl(“'ﬂ Lv..l!udﬂon bum(‘lmes for Merchant M(lunm Credentals can he m:\'m!adduj llum the NHL website or lj\.' calling the NMC at

1 BB3-IASKNMC (I 886-427-5662)

Aedical practitione

Secnon iR Medicatlcns To be completed by the Applicant and reviewed by the Medlcai Practltloner

Review by the Medical Practitioner - Verification of medications includes questioning the applicant about any medicalions or other substances reported,
reviewing relevant medical conditions fo delermine if the applicant has omitled any medications or other substances, and affimatively reporting any omitted
current medications or other substances where required.

Section IV: (Vision) and V: (Hearing) - To be completéé'by the Medical Practitioner or other staff to the satisfaction of
the Medical Practitioner

The Medical Practitioner is hot required to perform or witness every examination. test, or demonsteation. These may be referred Lo other qualified practitioners
such as audiclogists or oplometrists; however, they must be reviewed to the satisfaction of the Medical Practitioner

All exaninations, tests and demonstrations must be performed, witnessed, or reviewed by a physician (Medical Doctor [MD], or Dector of Osteopathy (DO)), or
nurse prachiioner, or a cerlified physician assistant licensed by a stale in the U.S., a LS possession, or a U.S. terrifory. The Medical Practitioner who
performs lhe examination must review Sections |l and Il of this form.

co-7ioK (they ' Previous Editions Obsolele



Section Vi: Physncai Examination - ltems 1-17; To be completed by the Medical Practlttoner

be,lf expianatcry

| Section Vil: Demonstration of #hysical Ability - To be completed by the Medical Practitioner

LISTS OF TASKS CONSIDERED NECESSARY FOR PERFORMING ORDINARY AND EMERGENCY RESPONSE SH!PBDARD FUNCTIONS

smpboard Tasks, Function,
Event, or Candition

Related Physical Ability

Acceptable Demonstration

Routine movement on shippery,
uneven, and unstable surfaces

Maintain balance (equilibrium)

Has no dislurbance in sense of balance

Routine access between lavels

Chmb up and down vertical ladders and slairways

Is able. without assistance, o chimb up and down vertical
ladders and stairways

Raoutine moverment between spaces
and compariments

Step over high doorsills and coamings, and move
through restricted accesses

Is able, without assistance. to step over a doorsill or coaming
of 24 inches (600 millimeters) in height. Abie 1o move through
a req!ncted opemnq of 24 x 24 mcf:es

| Open and close watertight doors,
hand cranking systems. open/close
valve

Manipulate mechanical devices using manual and
digital dexterily. and strength

Is able, wﬂhuu! assistance, to open and close watertight dnors
that may weigh up fo 65 pounds (25 kilograms); should be
able to move hands/arms Lo open and close valve wheels in
vertical and horizomtal directions; rotate wrists to turn handies,
able to reach above shoulder height

Handle ship's stores

Lift, pull, push, carry a foad

Is able. wilhoul assistance, to ift at least a 40 pound (18.1
kilograms) load off the ground, and to carry, push, of putl the
same lpad

General vessel mainfenance

l,rouch {lowenng height by baﬂdmg knees}. kneel
{placing kneas on ground}; stoop (lowering height by
bending af the waist); use hand tools such as span-
ners, valve wrenches, hammers, screwdrivers, pliers

Is able, without assistance, to grasp. lift, and manipulate
various common shipboard fools

Emergency response procedures
including escape from smoke-filled

Crawl {ahility lo move body using hands and knees):
feel {ability to handie or touch to exanune or determing
differences in texture and lemperature)

Is able, without assistance, to crouch, kneel, and crawl, and (o
distinguish differences in lexture and temperature by feel

spaces

Stand a routine watch

Stand a routine watch

! up to four hours with rinimal rest periods

Is able, without assistance, o intermiltently stand on feet for

React to visual alarms and
mslructions, emergency response
p.occ’ciures

Distinguish an object or shape at a certain distance

' React to audible alarms and
instructions, emergency response
procedures

Hear a specified decibel (dB) sound at a specified
frequency

Futfilis the hearing standards for the merchant mariner

Fulfills the eyesight standards for the merchant mariner
credential applied for (see www.usca.milinme for more info)

credential applied for

Make verbal reports or call attention
to suspicious of emergency
condilions

Describe immediale surroundings and activilies, and
pronounce words clearly

is capable of normal conversation

Participate in fire fighting activities

Be able to carry and handle fire hoses and fire
extinguishers

Is able. without assistance, to pulf an uncharged 1.5 inch
diameter, 50’ fire hose with nozzle fo full extension, and to fiff
a charged 1.5 inch diameter fire hese to fire fighting posrllon

Abandon ship

Section Vill:

Use survival equipment

applicant:

exposed portions of the arms

a The applicant reports they have been diagnosed with an illness due to organisms such as Salmonella Typhi, Shigella spp., Shiga-loxin-producing
fzscherichia coli, Hepatitis A virus, ele.

b. The applicant reports they have at least one symplom caused by iliness, infection, or olher source that is associaled with an acule gastrointestinal ilness
such as diarrhea, fever, vomiting. jaundice, or sore throat with fever.

. The applicant reports they have a lesicn containing pus, such as a boil or infecled wound, which is open or draining and is on hands or wrists or on

d. The applicant reports they have had Salmonella Typhi within the past three months, Shigella spp. within the past month. Shiga-toxin-producing Escherichia
colt within the past month, or Hepalitis A virus ever.
- The applicant reports they are suspected of causing or being exposed to a confirmed disease oulbreak caused by organisms such as Salmonella Typhi,
Shigella spp., Shiga-loxin-producing Escherichia coli, Hepatitis A virus, ete, This would include outbreaks associated with evenls such as a family meat,
church supper, of feslival because the employee ate food implicaled in the outbreak, or ate food at the event prepared by a person who is infected or who
is suspected of being a shedder of the infeclious agent.
f. The applicant reports they live in the same household as, and have knowledge aboul, a person who is diagnosed with organisms such as Salmonella
Typhi, Shigella spp., Shiga-loxin-producing Escherichia coli, Hepatitis A virus, elc,
The applicant reports they live in the same household as, and have knowledge about, a person who attends or warks in a selting where there is a
confinmed disease outbreak caused by organisms such as Salmonelia Typhi. Shigella spp.. Shiga-toxin- praduczng Escheuchna coli, Hepalitis A virus, elc

i from another individual

Has the agility, qtmng!h and range of motion to put on a
personal fiotation device and exposure suit without assistance

Food Handler Certification - To be completed by the Medical Practitioner

Ihe Mmiu al Pl.u fitioner shall Lompiete Section VIl for d” applicants requiring Food H: mdlm Certification I“r‘ Mmhm! Prac ||!|nnn' need nol perform any
additional laboratory testing unless il is deemed chinically necessary Applicants and currently employed food workers should report information about their
health as it relates (o diseases that are transmissible lhrough food. The following issues should be considered by the Medical Practilioner when cerifying an

CG-719K (01/14)
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|

Section IX: Summary - To be completed by the Medical Practitioner

Proof of identity
a. Applicants shall present acceptable proof of idenlity to the Medical Praclitioner conducting examinations.

b. Proof of identily shall consist of one current form of valid government issued photo dentification.

c. The following credentials are examples of acceptable praof of identity: Unexpired official identlification issued by a Federa

Overall fifness recommendation: The Medical Practitioner must ensure a compleie history and physical are conducted and make recommendations as to
the fitness of the applicant. Final approval of the mariner's stalus rests with the U S. Coast Guard.

Medical Practitioner: Cerfification that the general medical examination, vision and hearing tests, as well as the physical demonstralion of competence as
appropriate, have been performed to the satisfaction of the Medical Practitioner. The Medical Practitioner must sign and date the certification where
indicaled. This signature altests, subject to criminal prosecution under 18 USC § 1001, that all information reported by the medical praclitioner is true and
correct to the best of histher knowledge and that the medical practilioner has not knowinigly omitted or falsified any material information relevant to this form

I, State, or focal government or by a
lerritory or passession of the United Stales. such as a passport, U.S. driver's license, U.S, military 10 card. Merchant Mariner's DocimenyMerchant Mariner
Credential, or Transportalion Worker ldentification Credential,

Section X: Application Certification - To be completed by the Applicant

Seff-explanatory

Authority: 5U.8.C. 201, 14 U.S.C, 632, 46 U.S.C. 2103, 7101, 7302. 7305, 7313, 7314, 7316, 7317, 7319, 7502, 7701, 8701, 8703, 9102, 46 C.F.R. 12.02; 49
CFR.1.45 1.46

Purpose: The principal purpose for which this information will be used is to determine domeslic and infernational qualifications for the issuance of merchant
mariner credentials. This inciudes establishing eligibilily of a merchanlt mariner's credential, duplicate credentials. or additional endorsements issued by the
Coasl Guard and eslablishing and maintaining continuous records of the person's documentation transaclions.

sale and suitable person who is capable of performing the dulies of the Merchant Mariner. The information will nol be shared outside of DHS except in
accordance vath the provisions of DHS/USCG-030 Merchant Seamen's Records System of Records, 74 FR 30308 (June 25, 2008).

PRIVACY ACT STATEMENT

Routine Uses: The information will be used by authorized Coast Guard personnel with a need o know the information to determine whether an applicant is a

Disclosure: Fumishing this information {including your SSN) is volurary; however. failure to fumish the requested informalion may result in non-issuance of
the requested credential,
|

. The United States Coast Guard estimates that the average burden for this forny is 18 min

An agency may not conduct or sponser. and a person is not required to respond to a collection of information unless it displays a valid OMB control number,
utes. You may submit any comments concerning the accuracy of this

burden or any suggestions for reducing the burden fo the National Maritime Center, 100 Forbes Drive, Martinsburg, WV 25404

' Previous Editions Obsolefe
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DEPARTMENT OF HOMELAND SECURITY OV No. 1625-0040
U.5. Coast Guard Exp. Date 01/31/2016

APPLICATION FOR MERCHANT MARINER MEDICAL CERTIFICATE
Section 1. Applicant Information - To be compieated by the Applicant and reviewed by the Medical Practitioner ]

Last Name First Name Nhiddie Name Sudfix rr., Sr. 1)
o g — | ;
L S P B -
Reference Number (if applicable) Gender. Date of Bih (MMIDDYYYY)
I i rg Male L} Femnale :

E’Tgé;séindlcahtebestmethod(s) of contact by checking the appropriate bo;zg;i‘.m(}ptional if information is same as most recent CG-7 198,

Home Address (PO Box NOT acceptable) | |
Primary Phone Number | |

Street Addrass o
| I
City State Zip Code Alternate Phone Number | ]
— P r 17 — {
f el Ji f _ l N |
Deiivery/Maiking Address, if different (PG Box acceptabls) | | E-maif Address L
Street Address B .
] — _ 1 A ]
City Sate Zip Cede Other B

Application Type: | | Medical Certificate :J Fiest Class Pilot
I have a medical waiver: Lj Yes m] Ne If YES, provida a copy of the medical waiver lo the Medical Praclitioner.

Section il{a): Medical Conditions - To he completed by the Applicant and reviewsed by the Medical Practitioner

To the best of your knowledge, have you ever had required treatment for, or do you presently have any of the following conditions?

[ ves| |No 1. Eyeivsion problems excep! giasses [Mlves[ INo 20 Dizzinessifainting spelisivalance protlems
{_1Yes[INo 2 Eartnoselihvoat problems or ather ENT problemsisurgery [ Tves |Wo 21, Frequent maticn sickness requiring medication

[ Jyes{ {no 3. Highorlow bood pressure 22, Siroke of Teansient Ischemsc Atlack (THA), brals fumor of

L ves[ Jne

[ 77 ves! jNo 4. Hear or vascular disease of any kind olher brain disorder
; ; - = 23. Any neurologic disorder or nerve grablems including
. Hearl lanted devices ¥ ! sf ] i
5. Hearl surgery andfor implanted devices (pacemaker, ;_J Yesi [Mo cumbness andios paralysis, rot isted above

(] ves[ Ine defibriliator, efc.)
[vesi INo 24 Allention deficit disorder with or withowt kypesactivity

[ ves{ |No 8 Lung disease of ary type (asthma, bronchitis, emphysema, elc }

7. Any blood disorder (znemia, hemophiia, blood clols,
poiyoylhemia, afc.)

25 Anwely, depression. bipolor disorder. adustment
disorder. PTSD, or schizephrania

26, Sulcde allempt or thought {ideaton;j of sucide

I ves| Tno 8 Diabatss, glicose intplerance. or SUgas in urine
77 Evaluation
EIF:

dlegal drugs. prescrphon megicatons, of other substance

& Thyrod

e oy
A SETNEL

1 Stomaeh, fiver, or intestinal dsorder =)

28, Any other psychiatiic disorder, menial health evaluations
hospitabzation

11, Kidngy problemsistones ot blood @ urine [ ves] Mo

] ves[ No 12, any ofher senary or biadder problems not listed atiove o
Mives[ INo 29 Back pais, joini probiems, or crthopedic surgery

CP¥es[ o 13 Skin disorder or problem : : ;
[_...; {M} g 1 vesl 1N 30. Amputation, prosthesis, of use of amhutatory devices
ves[ JNo 14. Allergies ¢r alleegic reactions lo any substance, medication, []ves jno {cane, walker, braces. &ic.)
]
or food. 31, Fraclures, recurrent disiocations or tmiation of molion of

[ Jves( [No any joint

32, Have you ever been signed off as sick or repairiated for

[T ves INo 10 Anysleep problems: obstructive sleep apnea, restless leg 1ves o v o e
[vesl ] syndrome, narcolepsy, shit work sieep disorder, insomnia, efe. LI ves(] medical reasons willin the fast sk years?

[]Yes] InNv 15 Intectiousicontagious disease

[ ves[ "IMe 17. Epilapsy. fifs, or seizuras P 33. Any diseases, surgeries, cancers, finesses, of
. [ Fves| ]no disahilities not listed on this lorm?

- )
ives) | Mo 18, Loss of cansciousness of memor ] ) - R

[*" [j BEe e y T Ives! INo 34 Any hospital admissions within the fas! six years nol

T Tvest |Mo 19 Frequentor severs headaches - - iisted sisewhare in this Seclion?

| q

CG-710K (01/14) ) ‘ T - e L {‘ Page 1 of 5
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Section li(b): Medical Conditions - To be completed by the Medical Practitioner

Number Additional information (Please Print)

Instructions: For each "YES™ answer. identify the tem numbers, the condition/diagnosis, date of onset or diagnosis, any trealment required or recelved, the
current status of the condition, and any limitations due to the condition. As applicable, altach supporting documentation lo verify findings. Additional sheeis may

be added as needed being sure applicant name and date of birth appear on each additional sheet.

Section IH: Medications - To be cbmpieted by the Applicant and reviewed by the Medical Practitioner

each additional sheet).

if none, check "NONE" | | NONE

Applicant (Please Pring)

Applicants who are required to complete a general medical exam are required to report all prescription medications prescribed. filled or refilled. and/or laken
within 30 days prior to the date that the applicant signs the CG-719K. In addition. all prescription medications, and all non-prescription {over-the-counter}
medicalions including dietary supplements and vitamins. that were used for a pericd of 30 or more days wilhin the last 90 days prior Lo the date thal the
applicant signs the CG-719K or approved equivalert form, must also be reporied.
The informalion reported by the applicant must be verified by the verifying medical practitioner or other quaified medicat practitioner to the satisfaction of the
. verifying medical practifioner to include the following two items: (1) Report all medications (prescription 2nd non-prescription), dietary supplements. and
vitamins. (2) Include dosages of every substance repoiled an this form, as well as the condition for which each substance is taken.
Additional sheets may be added by the appficant and/or medical practitioner if needed to compiete this section (include appheant name and date of birth on

Medical F’I'xitr.'lirlrkllll-tl (Please Prini}

Pagiae 20of5
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REPORT OF MEDICAL EXAMINATION
Sections IV and V sheuld be completed by the Medical Praclitioner or other medical staff to the satisfaction of the Medical Praciitioner.

Section 1V: Vision
The Medical Practitionier must indicate lest used and results (nummber of errors). Additional information must be reported in Section VIl Color sensing

lenses (e g. X-Chrome) are prohibited.

a. Visual Acuity

Distant Uncorrected If kgcessary, Distant Corrected To ) o “Field of Vision

. - | T S This applicant must have a 100-degree honzontal field of vision
Right: 20/ ! rght 20 ] ["Normal

e T ==
et 20 || tew 2o ] [Jabnormal
b. Color Vision (check n;ie) ) The following color sense lesting methodologies are acceplable

L] AQC (1965) - (6 or fewer errors on plates 1-15) D Ishihara pseudoisochramatic plates test, 14 plate (5 or less errors)

[ ] AOC-HRR (2nd Edition) - (No errors in test plates 7-11) { ] Ishinara pseudoisochromatic plates test, 24 plate (6 of less errors)

! ] HRR PIP (4th Edition) - (No errors in test plales 5-10) || 1shinara pseudeisochromalic plates test, 38 plate (8 or less errors)

7] Richmond (2nd and 4th Edition) - (6 or fewer errors) [ ] Famsworth Lantarn {colored lights) Test per instruction booklet

C] Titmus Vision TeslenOPTEC 2000 - (No errors on 6 plates) [:] Dvorine pseudoisochromalic 15 plate test (6 or less errors)
[7] OPTEG 900 (colored lights) Test per instruction bookiet {1 An allernative test approved by the Coast Guard (Indicate test)
| |

[——-; Farnsworth D-15 Hue Test (attach lest results) e

Lt (Engineersradio officerstankerman/MOOU only)
Color Vision Testing Results:

- . ’ if color vision test is failed, can the Applicant i =

) 5 f

L sPassed !j Failed Number of Erfors. r distinguish red, green, hlue. and yellow: H —j Yes [J No

Section V: Hearing

An applicant with normal heanpg by forced wiyspered voice > 5 feel with or without heanhg aids does not need to complete either the audiometer test or the
functional spaech discrimination test
[ iNormal Hearing [ “JAbnarmal Hearing [ JHearing Aid Required
(&) if heanng is abnormal, then perform either a funclional speech discrmination lesi al 6508 or an audiogram documenting thresholds and averages as
mdicated below. Both aided and unaided values should be recorded for applicants requinng hearing alds
(&) All apphcants with an unaided threshold > 30dR in the belter ear shouid have funclicnal speech discrimmation testing performed at 6508.

W SO meinmic/imed

Credenlials from the NMC wehsite (htin &

efer to Madical and Physical Evaluation Gudelines for Merchant Mariner

t any adddional information or camments in Seclion Vil

ther guidance Rep

" Functional Speech 1
i Discrimination Test @ 65dB, if required by

y L_____ __instruction (b) above |
500Hz 1,000Hz | 2,000Hz | 3,000Hz | Average

Audiometer
Threshold Value

. . i . _—“}
Right Ear (Unaided) Right Ear (Unaided): | | 9%

M S U R —

Left Ear (Unaided) Left Ear (Unaided). |

%

— e . PR
Left Ear (Aided) Left Ear (Aided). | | o
CG-719K (01/14 e R e e : 5
5 (01/14) Applicant Name: (Last, Fush M} o J Date of Birth: (MM/DD/YYYY) '_—‘ ] Page 30f &
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Seclion Vi: Physical Examination - Hems 1-17 of this section must be completed by the Medical Practitioner,

Helght {inches onty}:

Pulse Resting:

i } Weight {itrs).
! Initial Blood Pressure: { }

Bedy Mass Index (BA4).

{For BMi > 40 refer to Section Vil -

{if needed):

Repeat Blood Pressure L

Additional Madical Comments

1. Head, Face, Neck, Scalp Herm

Fiease make comments in the space provided on any item indicated as an "abnormal” syslemy/organ

Additionat Infformation (Please Print)

{1 Normai [ jAbnormal

2. Eyes/PupilsfEOM

[ Jtormai { ] Abnomal

3. Mouth and Throat
{inormal | Abnorma

4. Ears/Drums

{ Inormat [ ] Abnomal

5. Lungs and Chest

[(Idormat || Abrommal

6 Heart

7. Abdomen
[ Ivormat [} Abnormat

8. Upper/Lower Extremities

[ INomal [ iAbnomal

9. Spine/Musculoskelelal

[TMormai | JAbnommai

10 Bkin
{ nommat ] Abnommal

11 Lymphatic
E Mibormat ] Abnomal

12, Mewrologic

i Mormai L; Abnoimal

13, Vascular System

{ INormal ] Abnormal

14. Genitourinary System -

{_TNomnal [ 1Abnomat

16, General/Systemic i

[JNormal [ ] Abnormal

i6. Hemia || Yes

[ INo

17, Missing Extremitios/Digi

[Tes

[.INe

CG-719K (B1/14) Applicant Name, (Last, Firsy Mi)

Pravious £ditions Obsalete

Date of Birth, (MAVDDYYYY) r_

)

Page 4 ofS




Saction VIL Bemonsiration of Physical Ability - To be completed by the Medical Practitioner

1. The Medical Practitioner shall require that the applicant demonstrate the abilly to meet (he guidelines contained within Section Vi of the CG-719K
nstractions, This does not mean, for example, thal the applicant must actually don an exposire suil, pull ait unchanged 1.5 inch diameter 50 fire hose with
nezzie fo full exdension, of iift & charged 1.5 inch dlameter fire hose to firefighting position. Rather, the Medicat Praclifioner may utilize allernalive measures
1o salisfy himself or hersell thal ke applicant possesses the abilily o mael the guidelines in the third column. A description of the methods wlilized by the
medicat praciioner should be reported in the Comments section provided below_

2. Al practical demonstrations should be performed by the applicant without assistance Any prosthesis normally worn by the applicant, and any other aid
devices, may be used by the applicant in all practicai demonstrations except when the use of such ilems would prevent the proper wearing of mandated
personal proteclion equipment {PEE)

. If the Medical Practitioner is unable to conduc! the practical demonsiration, the applicard shoufd be referred (o a competent evatualor of physical ability. The
Ceast Guard recognizes that all medical pracliioners may rot have the equipinent necessary do test alf of the fasks as listed. Equdvalent eiternate tesling
methadologies may be used. For frthar inforpiation, check the Medical and Physical Evalugtion Guidelines for Merchant Mariner Credentials {hifp fvw
uscg.millnmesmedicalidefauiLaspl.

. ifthe applicant is unable o perform any of ihe following funcliens. the Medical Practifioner should provide informatien on the degree or the severity of the
applicant’s inability to meet the standards. The results of any practical demansiration or altendant physical evaluation should be recorded in fhe Comments

section provided below

Physical Ability Results COMMENTS: (Please Print}

] Applicant has the physical strength, agilily, and flexibitity to
perferm all of the items listed in the instruction table. l

Applicant does NOT have the physical strength, agitity. and
flexibility to perfarm alt of ihe items listed in the instruction i
table, j

Section Vill: Food Handler Cartification - To be completed by the Medical Practitioner

If Food Handler Ceriificate is sought by the applicant, is applicant free from communicable disease: f: Yes | No

Section {X: Summary - To be completed by the Medical Practitioner

Appiicant proof of identity provided. [ Jves| INo

Overal fitness recommendation: [ ] Fittor Duty

[ MotFitfor Duty [ Needs Further Review

[ S——

Commenis:(Please Print} ’

Medical Practitioner;

kiy signalure attests, subject to criminal prosecution under 18 USC § 1001, that ail information reported by the medical pracliioner is frue and correct fo Bw
best of histher knowledge and that the madical prachitioner has not knowingly omigted or falsilied any materizl information relevant to (his form. My signalure
itiests that { have fully evaluated all examination tests and resulls submitted in support of this spplication. o

First Name ML License Number State

i i

al

Date (MMDDAYYYYS
o P

Sgnature
i L

ALY | =T
AL j A

:
City Slaie Zip Code

I SN | R | .

Phange Nurnier

{Place office address starnp herg)

Section X: Applicant Certification - To be compieted by the Applicant

My sighature befow ailtests, subject to prosecution under 18 USC § 1001. that all information provided by me on this form is complate and frue 10 the best of
my knowiedge, and | agres that itis (v be considered part of the basis for issuance of any medical cerdificate to me. | have aof knowingly omitied any
'maienai mformalion relevant fo this form. ¢ have aiso read and understand the Privacy Act Statement {hat accompanies this form.

Date (MMIDIIYYYY)

Signature of Applicant

[ . |

H L HE S
CG-T19K (01/14) \ . ' SmMoBYYYn - Page 50f 5
Previous Edifions Obsolete Apphicant Name: (Lasl, Firsf, M) [ o o Date of Buth: MMDDYYYY) | _J &




ARITIME COLLEGE/

STATE UNIVERSETY OF NEwW YORK

HEALTH ATTESTATION FORM

REQUIRED FOR ALL STUDENTS

STUDENT NAME:

MUST BE SIGNED BY MEDICAL PRACTITIONER

I find the applicant to be in good physical and mental health and able to meet the
physical and emotional demands of participating in a fuli program of college study at SUNY
Maritime.

I find the applicant has the following medical condition/injury for which
continuation of care is required which may adversely affect his/her ability to meet the
physical and emotional demands of participating in a full program of college study at SUNY
Maritime. Please explain below.

Medical Practitioner Signature Bate

Name of Medical Practitioner {(Please Print)

Address: Phone: { )

City: State: Fax: (]

Place Medical Practitioner/Office STAMP Here:

MUST BE SIGNED BY STUDENT

My signature below attests that all information provided by me on the SUNY Maritime
College Health Forms is complete and true to the best of my knowledge and that [ have not
knowingly omitted any material information relevant to this form.

Student Signature Date

SUNY Maritime Coliage Health Services

6 Pennyfieid Avenge, Throggs Neck, WY 10465 | 718.409.7347 | www.sunymaritime.edu



WATARITIME COLLEGE(

STATE UNIVIERSITY OF NEW YORK

Medical Disqualifying Policy for USCG Licensing (MMC)
Required for REGIMENTAL Students Only

Dear SUNY Maritime Cadet:

If you are seeking a USCG 3" Officers deck/engine/limited license (aka Merchant Mariner’s Credential -MMC) as
part of your studies here at SUNY Maritime College you are REQUIRED to disclose and review your past and
current medical history with SUNY Maritime College Health Services.

You mav have a pre-existing medical/mental condition. take medication, and/or sufter an injury/illness during vour
enrollment that may preclude you from earning an USCG license.

There are a number of medical conditions that may require further review by the USCG il you are seeking an
MMC. The USCG may grant a mariner a medical waiver with or without restrictions for certain physical and/
mental conditions and medications. The USCG reviews each application on a case by case basis. In addition, they
reserve the right to modify their medical requirements at any given point.

The medical condition and/or medications may not prevent you from attending classes at SUNY Maritime College;
however, it may disqualify you from receiving a license.  Only the USCG Medical Review Board, not SUNY
Maritime College Health Services can determine if you are eligible for a medical waiver.

It is critically important and your responsibility as a Cadet to review your medical history with our College
Physician Assistant. Furthermore, in the event that there are any changes to your medical history throughout
your time at SUNY Maritime; such as, but not limited to, new medical conditions. surgeries, medications,
ete.. it is imperative and your responsibility to update your medical file with Health Services and provide
appropriate medical documentation, regardless if the medical condition/illness/injury happened on campus.

If you have any questions regarding your medical history and potential to receive a USCG MMC, you are wrged to
contact Ms. Camenzuli, PA-C at 718-409-5424 or decamenzuli@sunymaritime.edu.

By signing below 1 acknowledge T fully understand that T may be asked to provide further medical documentation
when applying for a USCG license/MMC. In addition, I acknowledge that there are certain medical conditions that
can be disqualifying and may prevent me from getting a USCG | icense/MMC. 1 acknowledge that [ will disclose
dical history with Health Services and provide appropriate medical doenmentation throughout

o - R 17 5
aiitt revicw iny moalc

my tme at SUNY Maritime College.

Student Name (please print): ID#: 3
Student signature: Date:

Parent/Guardian Name (if under 18) (please print): -
Parent/Guardian Signature: Date: .

SUNY Maritime College Health Services

6 Pennyficld Avenue, Throggs Neck, bY 10465 | 718.409.7347 | www.sunymaritime edu



ARITIME COLLEGE

STATE UNIVERSHTY OF NEW YORK

Physical Fitness Assessment and Medical Clearance Form for Indoetrination

REQUIRED FOR REGIMENTAL STUDENTS

Student Name:

Upon completion of a thorough history and physical examination:

Date of Birth;

0O Please check YES if the applicant is both medically and physically cleared to participate in each of the

following physical activities.

O Please check NO il the applicant is not medically and or physically cleared 1o participate in cach of the

following physical activities. Please explain why,

The Medical Practitioner MUST INITIAL every item.

Medical
Physical Activity YES NO: Please explain why. Practitioner
Initials

Is able to complete 1.5 Mile Run in 13:00 {males)
or 15:30 (females)

Is able to swim 100 meters without a rest period
~(male and female)

Is able to tread water for S minutes (male and
femaule)

Is able, without assistance, to nucmnllentlv stand
on feet for up to 4 hows with minimal rest periods
(male and female)

Is able, without assistance, to elimb up and down 4
flights of vertical ladders and staieways without a
| rest period (male and female)

Is able to lift 40 Ibs overhead (male and female)

Is able to complete 50 sit-ups (male and female) |

s able to complete push-ups: 40 (males) or 13
(females)

MUST BE SIGNED BY MEDICAL PRACTITIONER

!ul[y Lapab e of participating in and meeting the above physical requirements,

and/ unable to meet the above physical requirements.

_ My signature below atiests that I find the applicant to be in good physical health, medically cleared and

My signature below attests that 1 find the applicant unable to participate in the above physical activities

Medical Practitioner Signature

Date

Name of Medical Practitioner (Please Print)

Address:

Place Medical Practitioner/Office STAMP Here:

Phone:

SUNY Maritime College Health Services

6 Pennyfield Avenue, Throggs Neck, NY 10465

| 718.409.5424 | www.suryrmaiitime edu



ARITIME COLLEGEQ"

STATE UNIVERSITY OF NEW YORK

SICKLE CELL TRAIT POLICY
Required for ATHLETES only.

About Siekle Cell Trait:

= Sickle cell trait 15 an inherited condition of the oxygen-carrying protein, hemoglobin, in red blood cells.

= Although sickle cell trait is most predominant in African-Amcericans and those of Mediterrancan.
Middle Eastern, Indian, Caribbean, and South and Central American ancestry, persons of all races and
ancestry may test positive for sickle cell trait.

= Sickle cell trait is usually benign, but during intense, sustained exercise, hypoxia (lack of oxygen in the
tissue) may cause red blood cells to change shape [rom a normal dise shape to a crescent or “sickle™
shape. Such cells can accumulate in the bloodstream and “logjam™ blood vessels, blocking circulation to
muscles. as well as the heart, leading (o a collapse from the decreased circulation of blood.

SUNY Maritime College requires that ALL STUDENT-ATHLETES be tested for sickle cell trait status
and show proof of a prior test and provide documented results to SUNY Maritime.

Proof of a prior test must be supplied in the form of:

I. A lab report with the results of a Hemoglobin solubility test or Hemoglobin electrophoresis test (a total
Hemoglobin count will not be accepted)

2. A physician’s letter stating the date of the test and the results. Letter must be on physician’s letterhead
with a valid signature, NOT a stamp. Notes on physician’s prescription pads WILL NOT be accepted.

NOTLE: Most individuals are tested for the Sickle Cell Trait as a newborn. The student may contact their
pediatrician for more details. The student may also find information at their state's Board of Health or find
their state s Newborn Screening Cenier hitp://genes-r-us.uthscesa.edu/resources/consumer/statemap. hin

Parent/Guardian Signature (il under 18 vears)

Student’s Signature

Da [L

SUNY Maritime College Health Services

& Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu



COLLEGE

ATHLETICS

™

Athletics Medical Clearance Form
Academic Year 2016-2017

Student Name: Last First
DOB: Cell Phone:
Email:

Anticipated Sports Participation: (Circle all that apply)

Football Sailing Baseball

Men’s Soccer Rowing Women'’s Lacrosse
Women'’s Soccer Cross Country Men’s Lacrosse
Women'’s Volleyball Men’s Basketball Swimming and Diving

A medical clearance shall be submitted (valid for one calendar year), signed by a medical
doctor, stating that the Student has been physically examined and is deemed to be in sufficiently
good health and fithess so that the student may fully participate in Sports.

For Physician’s Use

| certify that | examined the above stated student and found him/her fit to participate in sports

as follows: o Full Clearance olimited due to:

Past injuries and physical conditions that are of particular note and/or concern:

This medical clearance shall be valid for one year from the date signed below.

Date: Physician Signature:

ARITIME COLLEGE

STATLE UNIVERSITY OF NEW YORK




ARITIME COLLEGE

STATE UNIVERSITY OF NEW YORK

<(i' 5 ‘»i S
;"_'{r =

et

IMMUNIZATION RECORDS FORM

REQUIRED FOR ALL STUDENTS

STUDENT NAME:

Meningitis Information Response Form

New York State Public Health Law requires that all college and university students enrolled for at least six
(6) semester hours or the equivalent per semester complete this section. No institution shall permit any
student to attend the institution in excess of 30 days without complying with this law. The 30 day period
may be extended to 60 days if a student can show a good faith effort to comply.
Check one box and sign below:

I have received the meningococcal meningitis immunization within the past 10 years.
Date Received:

[ have read, or have had explained to me, the information regarding meningococcal meningitis
disease. I understand the risk of not receiving the vaccine and I have decided that I (my child) will not

obtain immunization.

[ will have my family physician provide the vaccine.

Student’s Signature Date
Parent/Guardian Signature (if under 18 years) Date
Physician’s Signature /Stamp Date

SUNY Maritime College Health Services

6 Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu
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