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TRUMAN STATE UNIVERSITY 
NURSING PROGRAM 

HEALTH ASSESSMENT  
 
 
Name _________________________________________________________________________ 
 Last   First   Middle   Other 

Date of Birth___/___/___ Weight_______ Height________ Sex: F___ M___ 
Race__________________    
Name of nearest relative__________________________________________________________ 
Relationship_____________________________Telephone______________________________ 
Address of nearest relative_________________________________________________________ 
      Street   City     State  Zip  County 

Primary physician or APN________________________________ Telephone________________ 
Address _______________________________________________________________________ 
 
PERSONAL HEALTH HISTORY 
Do you have a present or past history of the following conditions?  (Check all that apply) 
 
__Alcohol Abuse   __Epilepsy   __Pneumonia 
__Allergies (specify)  __Eye Disease/Problems  __Polio 
__Anemia   __Gallbladder Trouble  __Psychological Counseling 
__Anxiety   __Hay Fever (Recurrent)  __Rheumatic Fever 
__Arthritis   __Head Injury   __Rubella (German measles) 
__Asthma   __Headache (Recurrent)  __Scarlet Fever 
__Back Problems   __Heart Disease/Problems  __Sickle Cell Trait/Anemia 
 __Cancer   __Hepatitis/Jaundice  __Sinus Trouble 
__Chicken Pox   __Hernia/Rupture  __Skin Problems (chronic) 
__Colitis   __High Blood Pressure  __Sleep Problems 
__Convulsions/Seizures  __Injuries   __Smoking 
__Cough (chronic)  __Joint Disease/Injury  __Stomach/Intestinal Trouble 
__Depression   __Measles (Rubeola)  __Suicide Attempt 
__Diabetes   __Mental Illness   __Surgery 
__Disability/Handicap  __Migraine Headache  __Thyroid Disease 
__Drug Abuse   __Mononucleosis, Infections __Tuberculosis 
__Ear Trouble/Hearing Loss __Mumps   __Urinary Tract Infection 
__Eating Disorders  __Paralysis   __Other 
 
If none of the above applies, check here ____   
If any “yes” answers, please explain:  ________________________________________________ 
 ______________________________________________________________________________ 
 ______________________________________________________________________________ 
 ______________________________________________________________________________ 
 ______________________________________________________________________________ 
Medication(s) (Include prescription and over-the-counter)________________________________ 
 ______________________________________________________________________________ 
Employment: 
Type ______________________________________________Hrs/Week ___________________ 
 
**Student must complete this no sooner than 4 months prior to the start of clinical experiences. 
This form must be submitted to the Nursing Program Office no later than August 1st of the 
student’s clinical year. 
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To be completed by health examiner: 
ASSESSMENT FINDINGS 
 
Blood Pressure ______________ Temperature ________ Pulse __________ Respirations ______ 
Eyes ____________________ Ears ______________________ Nose ______________________  
Throat ___________________ Mouth___________________ Teeth/Gums__________________ 
Sinuses________________________________ Skin ___________________________________ 
Thyroid _______________________________ Lymph nodes_____________________________ 
 
Heart: 
Rate ________________ Rhythm _________________________ Murmurs _________________ 
Comments _____________________________________________________________________ 
 ______________________________________________________________________________ 
 
Chest: 
Lungs _________________________________________________________________________ 
Comments _____________________________________________________________________ 
 ______________________________________________________________________________ 
 
Abdomen: 
Scars ________________________ Tenderness _____________________ Masses ___________ 
Comments _____________________________________________________________________ 
 ______________________________________________________________________________ 
 
Back: 
Posture ________________________________________________________________________ 
Comments _____________________________________________________________________ 
 
Genitourinary:  
Comments _____________________________________________________________________ 
______________________________________________________________________________ 
 
Extremities: 
Color _____________________________ Temperature __________________ Pulses_________ 
Varicosities ____________________________________________________________________ 
Comments _____________________________________________________________________ 
 ______________________________________________________________________________ 
 
Neurological: 
CN II-XII _____________________________________________________________________ 
Comments _____________________________________________________________________ 
 
Mental and Emotional Status: 
Comments_____________________________________________________________________
______________________________________________________________________________ 
 
Additional Comments:___________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
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Based on the provided history and my examination, I find no apparent physical or mental 
evidence that would limit ______________________________________ from performing 
nursing activities in a clinical setting. 
For limitations check here and attach a memo □. 
 
Signature of practitioner______________________________________ Date ______________ 
Printed name of health examiner ___________________________________________________ 
Address _______________________________________________________________________ 
Phone _____________________________________________________________________ 

 (This assessment may be completed by either a physician or a certified nurse practitioner 
 

REQUIRED IMMUNIZATIONS DATE(S)  RESULTS/COMMENTS         
DTP or DT 1. 

2. 
3. 

 

Tetanus-diphtheria (list most 
recent, required every 10 yrs) 

  

Hepatitis B (must have 
completed series of 3 before 
start of clinical courses) 

1. 
2. 
3. 

 

MMR (must have two doses 
after 12 months of age) 

1. 
2. 

 

OPV or IPV 1. 
2. 
3. 

 

Varicella (Chickenpox) (must 
have 2 doses of vaccine or 
history of disease) 

Vaccination date(s) 
1. 
2. 

History of disease (date or 
age)  
 

(Influenza vaccination is required yearly in the fall of junior and senior years.) 
 
 
Documentation of Tuberculin Skin Test PPD by Mantoux method is required.  (Please 
attach documentation of TB skin test.)  If tuberculin skin test positive, student must submit a 
current chest x-ray and an Annual Statement for Tuberculin Reactors (yearly).   
 
I attest that the information provided on this health assessment form is complete and 
accurate. 
 
Student signature _____________________________________ Date ______________  


