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Please note: This health assessment must be completed within a year of program application by an MD, PA or APRN. 
Assessment by other health care providers will NOT be accepted. 

Name______________________________________________________________________________  Date ________/________/___________	
(Full legal name as listed on birth certificate)			                                              (date of exam)

Permanent Address ____________________________________________________________________________________________________ 	

Date of Birth ________/________/___________           Male ________   Female ________          Phone (________) ________ – __________	               
(month/day/year)	

PHYSICAL ASSESSMENT 

Height ____________  Weight ____________    Vital Signs:     BP ____________   P ____________   R ____________   Temp ____________  

Visual Acuity (R) ____________   (L) ____________   Uses Eyeglasses   * YES   * NO

Uses contact lens  * YES  * NO

Hearing Acuity (R) ____________   (L) ____________   Uses hearing aid   * YES	  * NO

Normal	 Abnormal	 Comments if Abnormal

Skin

HEENT

Heart

Lungs

Abdomen

Musculoskeletal

Neurological

Other	

STUDENT PHYSICAL HEALTH FORM
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TITERS: DATE IMMUNE NON-IMMUNE

Rubeola * *

Rubella * *

Mumps * *

Varicella * *

Hepatitis B ( if immunized)		 * *

Urinalysis	 DATE	 NORMAL FINDINGS	 ABNORMAL FINDINGS

*	 *

Hemoglobin/Hematocrit	 DATE	 NORMAL FINDINGS	 ABNORMAL FINDINGS

*	 *

*Tuberculosis (see options below) DATE	 POSITIVE	 NEGATIVE

		 * *

IMMUNIZATION RECORDS

Measles, Mumps, Rubella (MMR) Vaccine: 				
(see chart below regarding titer information)

1. Date ________/________/________
2. Date ________/________/________
3. Date ________/________/________

Seasonal Influenza Vaccine:  Date ________/________/________	

Tetanus, Diphtheria, and Pertussis (TDaP): 
Date ________/________/________  
(Within 10-year timeframe)

COVID-19 Vaccination: 
Vaccine Type ____________________

1. Date ________/________/________
2. Date ________/________/________ (if applicable)

Booster:  Date________/________/________ (if applicable)

(specific lab dates and official copies of immunization records or titers are required)

Varicella (chicken pox) or Serum Titer:   
(see chart below regarding titer information)

Date ________/________/________

Hepatitis B Series Vaccine:
(see chart below regarding titer information)

1. Date ________/________/________
2. Date ________/________/________
3. Date ________/________/________

*If TB lab test is positive the student must provide documentation of a negative chest x-ray and written medical 
clearance from any active chest disease. If any of these titers do not show immunity, the appropriate vaccine(s) or 
boosters are to be administered unless medically contraindicated as listed by the CDC. A repeat titer will need to 
be drawn a minimum of four (4) weeks after receiving the vaccine or booster.

Updated May 2023



Have you ever had, been diagnosed, or do you currently have the following? 
Select all that apply and provide explanations as indicated below.  
Use the back of the form if additional space is needed.

ALLERGIES	 * YES	 * NO	 If Yes, explain ________________________________________________

MAJOR ILLNESSES	 * YES	 * NO	 If Yes, explain ________________________________________________

HOSPITALIZATIONS	 * YES	 * NO	 If Yes, explain ________________________________________________

ORTHOPEDIC ISSUES	 * YES	 * NO	 If Yes, explain ________________________________________________

MAJOR SURGERIES	 * YES	 * NO	 If Yes, explain ________________________________________________

HEART ISSUES	 * YES	 * NO	 If Yes, explain ________________________________________________

LUNG ISSUES	 * YES	 * NO	 If Yes, explain ________________________________________________

ABDOMINAL ISSUES	 * YES	 * NO	 If Yes, explain ________________________________________________

MENTAL HEALTH ISSUES  	 * YES	 * NO	 If Yes, explain ________________________________________________

CURRENT MEDICATIONS	 * YES	 * NO	 If Yes, explain ________________________________________________

MEDICAL HISTORY

CORE SENSORY, PHYSICAL, PSYCHO-SOCIAL,  
COMMUNICATIVE, AND COGNITIVE REQUIREMENTS:

In an effort to provide safe and quality care to diverse persons, populations, and communities at variable 
agencies, students admitted into Nursing Upper Division are required to have identifiable core functional abilities. 
These abilities are essential to professional nursing practice and must be in place despite any personal limitation. 
(Examples of these abilities are listed below. Please note that this is not an all-inclusive list.) 

OBSERVATION:  

Assessment is the first component of the nursing process and is a critical ability associated with professional 

nursing practice. Assessment includes but is not limited to the functional ability to detect or observe changes in 

a person’s condition and involves visual, auditory, and physical actions along with the sense of smell in certain 

instances, all at variable distances. 

COMMUNICATION:  

The ability to speak, listen (auditory), read, and write to obtain and share information in variable forms from 

variable sources including the use of technology is essential to effective communication. Communication is 

a vital component of professional nursing practice as it involves responding to time-sensitive information and 

describing related changes and patients, families, and variable members of the health care team. Respectfully 

engaging with diverse individuals and vulnerable populations from variable ethnic backgrounds is also essential. 



MOTOR:  

Physical assessment is a critical motor-related function for professional nursing practice and includes the 

ability to auscultate (auditory), palpate, percuss (touch) and appropriately respond to emergent situations 

based on sensory-related observations. The ability to position, reposition, and manipulate equipment 

necessary to support care or sustain life is also a related requirement.  

COGNITIVE – INTELLECTUAL – PSYCHOMOTOR:

The ability to read and interpret information using critical thinking and clinical reasoning skills in order to 

make sound clinical judgement is an essential component of professional nursing practice. Accurate 

prioritization, interpretation, measurement, calculation, analysis, synthesis, and evaluation of sensitive and 

confidential information are also key in terms of enhancing patient outcomes. A focused attention span 

with the ability to combine these abilities while collaborating with variable members of the health care team 

during peak times of other actives is required.

PROFESSIONALISM:

The ability and willingness to adhere to the University Code of Conduct, the University Honor Code, the 

Department of Nursing Professional Guidelines (dress code included), and those that are mandated by 

the respective clinical agency is required. The ability to function effectively with emotional control in a 

fluid environment under stressful conditions with others on the health care team without bias  is a must. 

Maintaining professional communication and established boundaries with staff, faculty, patients, and peers 

is also required. This includes addressing all using the appropriate titles i.e., Professor, Dr., Mr., Mrs., etc. as 

indicated by the respective person unless otherwise directed. 

Does this individual have any core sensory, physical, psycho-social, communicative, cognitive limitations 

or mental conditions, disabilities or medical limitations that would prohibit functioning in the capacity of a 

Registered Nurse? 

* YES	 * NO	 (if yes, state reason; use the back of this form if needed) __________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________
Name and Title of Person Completing Physical	 (PRINT) 

________________________________________________________________________________________________________
Signature of Person Completing Physical							       Date

________________________________________________________________________________________________________
Business Address			                                  City			   State		  Zip Code

(________) ________ –  __________ 
Telephone Number 
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