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College of Nursing and Health Sciences

Dr. F. M. Canseco School of Nursing

Physical Examination Form

Name: ______________________________________________________     Student ID: _____________________________
Address: ______________________________________________________________________________________________

                                   Street                                                                City                State       

Zip Code

Sex: _______________ DOB: __________________ Weight: ____________ Height: ____________ B/P: ______________

Family Physician: _______________________________________________________________________________________

Address: ______________________________________________________________________________________________



Street



City

State

Zip Code

PHYSICAL EXAMINATION: 

No Limitations Noted

Other (Please describe)
1) Past Medical History


(

_______________________________________________

2) Eyes, Ears, Nose, Throat


(

_______________________________________________

3) Heart




(

_______________________________________________

4) Lungs/Thorax



(

_______________________________________________

5) Abdomen



(

_______________________________________________

6) Extremities



(

_______________________________________________

7) Spinal Column



(

_______________________________________________

8) Neuro




(

_______________________________________________

9) Skin




(

_______________________________________________

IMMUNIZATIONS:
1) Tdap (every 10 years)  
Date ___________
2) MMR


Date ___________ Date ___________or titer__________
3) Hepatitis B

Date ___________ Date ___________ Date ___________ or Refusal _______
4) Varicella

Date ____________ Date ___________or titer__________
5) TB skin test (annual)
Date ____________ Results_________ or CXR __________
6) Influenza (annual)
Date____________
*Students who have a history of Varicella illness (chickenpox) must have a Varicella zoster titer drawn to demonstrate proof of immunity.

*Students who have had a CXR (within the last 3 years) must have proof of date of conversion with test results and an annual TB questionnaire must be submitted.

_____________________________________________________________________________________
I certify that I have examined this student and he/she is:

(
in good health and has no restrictions which would interfere with performance of student nursing functions.

(
has the following restrictions.
_________________________________________
____________________________________________________

Date of Physical Examination


Name of Physician

_________________________________________
____________________________________________________

Physician’s Address



Signature of Physician

This section is to be filled out by the student:

1.
Are you presently under a Dr.’s care or taking medication?   ( Yes (No

If yes, please list name of physicians and/or medical facilities, diagnosis and duration.

List name and dose of all medicines (prescriptions and over the counter)
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

2.
Have you consulted a physician in the past year?  ( Yes (No

If yes, please give details:

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

3.
Have you been advised by a physician to avoid or limit any activity? ( Yes (No

If yes, please explain in detail:

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

4.
Have you ever been the victim of an occupational injury, illness or disease? (Yes (No

If yes, please describe:

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

5.
Please describe below any significant past illness and/or injuries not listed above:

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

These answers are complete and true to the best of my knowledge and belief.

_______________________________________

______________________

Signature of Applicant




Date


