LINFIELD-GOOD SAMARITAN SCHOOL OF NURSING
HEALTH ASSESSMENT REPORT

Date (Please Print)

Last Name First Name Ml Date of Birth

Street Address City State

In case of Emergency contact:

Telephone

Contact Name Relationship to Student
Number

Telephone

Address

IMMUNIZATIONS AND TESTS REQUIRED
You must provide documentation of the following required tests:

Tuberculin Skin test (annual requirement) OR

Chest X-Ray results if positive reactor AND

Prophylactic medication prescribed and completed or not and the dates OR
Previous BCG vaccine with positive reaction.

Diptheria/Tetanus (every 10 years)

Measles, Mumps and Rubella: 2 documented doses OR
Laboratory evidence of Measles, Mumps and Rubella immunity by titers.

Hepatitis B status:

Dates of vaccine AND

Hepatitis B surface antibody results if vaccinated (titer required to verify immunity)
OR

History of Hepatitis B disease (Anti-HBc positive)

OR

Hepatitis B declination waiver signed

Chickenpox (Varicella)

Date of disease

OR

Dates of vaccinations (2)

OR

Documented immunity by titer.

Polio
Dates if available



LINFIELD COLLEGE SCHOOL OF NURSING: HEALTH ASSESSMENT REPORT

Name: Birth date:

Past Illness:

Injuries:

Hospitalization:

Other: (Check if condition applies to you)
Comments

Anemia

Arthritis

Asthma

Back Injuries

Birth Defect

Bladder Infections

Bowel Problems

Cancer

Diabetes

Hearing Problems

Heart Disease

High B/P

High Cholesterol or Lipids

Infectious Mono

Kidney Disease

Liver Disease

Rheumatic Fever

Seizures

Thyroid Disease

Ulcer (duodenal or stomach)

Visual Problems

MEDICATIONS YOU ARE PRESENTLY TAKING:

ALLERGIES: (to medications and other substances-please list)

PRESENT OR CHRONIC MEDICAL PROBLEMS:

Student Signature Date




LINFIELD COLLEGE SCHOOL OF NURSING: HEALTH ASSESSMENT FORM

Name

PART II To be completed by physician or nurse practitioner

Pulse

Height Weight
Blood Pressure Resp
Vision (Snellen) / R/L Corrected

Near Vision

Hearing R

Check if normal:

General Appearance

R/L

Head & Scalp

Face & Skin

E.EN.T.

Neck

Heart

Lungs

Breasts

Abdomen

Back & Spine

Extremities

Lymphatics

Neurological

Genitourinary

Is general health adequate to allow participation in a nursing education program?

Name of Physician or

Nurse Practitioner

Address

Signature

Date

THIS INFORMATION IS CONFIDENTIAL



