
  Rev.16 v3.23.2020 

 

                   
 
 

   Name: ________________________________________________________________________     Male            Female 
  Last              First               Middle 
 

   Student ID: ________________________________          Date of Birth: _______________________________ 
                

 

 
 

    Blood Pressure _______________      Height _______________     Weight _______________     Pulse _______________ 
 

 

 
 

Allergic reactions to medications: (Please list)  

Food, insect  or environmental allergies: (List all)  

Medical condition(s) requiring ongoing care:  
(Include letter from M.D.) 

 

Psychiatric conditions(s) requiring ongoing care: 
(Include letter from M.D.) 

 

 

Physical Activity (PE, intramurals):  Unlimited          Limited          [Explain: ___________________________________________________ ] 
 

Do you have any recommendations regarding the care of this student?  Yes         No 

[If Yes, Explain: _________________________________________________________________________________________________ ] 
 

Does this student have special needs that require accommodations including but not limited to academics, housing, dietary, or 
transportation?     Yes              No            [If Yes, please include supporting documentation] 
 
Student Nurses: Any use of non-prescribed or illegal substances which may impair their ability to perform safely as a Student Nurse?    
                                Yes               No                                   

Medications 

Diagnosis Medication Dosage Prescribing Physician 

    

    

    

Psychotropic Medications 

Diagnosis Medication Dosage Prescribing Physician 

    

    

    
 

 

 Signature of Medical Provider: ________________________________Date: ___________________ 
 

 Medical Provider: _____________________________________ Phone: (          ) ________________ 
 

 Address: _________________________________________________________________________              

System Normal Abnormal Comments 

Eyes   [ Vision: Glasses / Contacts ] 

Head, Ears, Nose, Throat    

Respiratory    

Cardiovascular    

Hernia    

Genitourinary    

Musculoskeletal    

Metabolic/Endocrine    

Neuropsychiatric    

Skin    

Gynecological    

 m  m      d   d      y   y   y   y 

 

MEDICAL INFORMATION 

SYSTEMS REVIEW (If abnormal was checked, please comment) 

Physical Examination 
CONFIDENTIAL 

TO BE COMPLETED BY A HEALTH CARE PROVIDER 

ALLERGIES / MEDICAL & PSYCH. CONDITIONS / RECOMMENDATIONS 

License Number 
 

OR 
 

Official Stamp of 
Medical Provider 

 


