
 
Signature of Supervisor and/or Faculty Member Date  

Physical Examination Form 

Name: Student ID: 

Address: ________________________________________________   
Street City State Zip Code 

Sex: ______ DOB: ___________ Weight: __________ Height: __________ B/P: 

Physical Examination No Limitations Noted Other (Please describe) 

1. Past Medical History U  

2. Eyes, Ears, Nose, Throat U 

3. H e a r t  U  

4. L u n g s /  T h o r a x  U  

5. A b d o m e n  U  

6. E x t r e m i t i e s  U  

7. S p i n a l  C o l u m n  U  

8. N e u r o  U  
9. S k i n  U  

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

J In good health and is able to perform student nursing functions. 

J Has the following restrictions:  _______________________   

Date of Physical Examination Print Name of Physician 

Physician’s Address Signature of Physician 
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