
 
Jacksonville State University 

Lurleen B. Wallace College of Nursing and Health Sciences 
Health Appraisal Form 

 
 
Welcome to the Lurleen B. Wallace College of Nursing and Health Sciences at Jacksonville State 
University.  As a new student, you are required to have a health record on file. 
 
Procedure 
Once you have accepted to upper division nursing, your pre-nursing Health Appraisal must be completed by: 
 
 Regional Medical Center for Occupational Health 
 The Tyler Center 
 731 Leighton Avenue 
             Anniston, Alabama  36207 
 
Call for an appointment six weeks prior to starting upper division 
Telephone number:  (256) 741-6464 
 
Immunizations 
Requirements and Recommendations   
The American College Health Association (ACHA) recommends that students be immunized against 
certain diseases.  The Center for Disease Control (CDC) recommends the use of certain immunizations 
for healthcare workers because of potential contact with infectious patients or materials.  Therefore, the 
College of Nursing and Health Sciences requires written documentation of compliance with the ACHA 
and CDC guidelines.  The College of Nursing has outlined the following immunization requirements 
effective May 2009 for students entering the College of Nursing. 
 
 
Required Vaccines 

• MMR (Measles, Mumps, Rubella) 
• Varicella (Chickenpox) or proof of disease 
• Tdap ( Give if it has been two years or more since the last booster dose of Td) 
• Hepatitis B 

 
Required Testing 

• Tuberculosis Screening 
 
Recommended Vaccines 

• Influenza (Highly recommended) 
• Meningococcal 

 
 
Signed documentation is required for individuals matriculating on JSU campuses indicating they have received the 
vaccines and followed CDC guidelines. 
 
The health appraisal must be completed prior to the first day of class for all upper division nursing students. 
 
You will not be allowed to matriculate until verification of the completed medical form has been received by 
the College of Nursing.   
 

 
Students with special needs should make themselves known to Student Health upon arrival on campus and should 
bring copies of their prior medical records with them.  Special needs conditions include, but are not limited to, 
seizures, asthma, diabetes, and psychological disorders etc.
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Health History Report 

Information may not be released to a third party unless a proper acceptable authorization is furnished.  This release must 
comply with State and Federal Regulations.  Incomplete or inaccurate information may delay your clearance, cancel your 

registration, or cause improper decision of your future medical care. 
 
 

General Information 
 

Name: _________________________________________________ Social Security #     _ _ _ -_ _- _ _ _ _  
                      Last                                    First                                     Middle 
 
Date of Birth:_______/________/_______               Age:  ________                     Sex: (circle)  M     F     
 
International Student:  Yes    No          If Yes, what country?  ____________________________________   
   
Entering Semester        Spring           Summer       Fall        Year _______ 
 
Permanent Address: _____________________________________________________________________ 
                                                    Street or P.O Box                               City                                      State                                   Zip Code 
 
Local Address: _________________________________________________________________________ 
                                                 Street or P.O Box                              City                                        State                                   Zip Code 
 
 
Telephone number: (____) _____________ Cell: (____) _________________ Work:  (____) ________________ 
 
Emergency Contact- Name__________________Relationship______________Number___________________  
 

Health and Accident Insurance 
 

Medical Insurance Company _________________________ Policy Number_____________________________ 
 
Address________________________________ Name of Policy Holder__________________________________ 

 
Authorization: 
All statements in this form are true to my knowledge.  I understand that this form is a part of my official application 
to the University.  I agree to notify the Student Health Center of any change that occurs either prior to my 
registration or while I am a student at JSU.   
 
__________________________________________________________________________________________ 
         Date                                                                                                                         Signature of Applicant 
 
_________________________________________________________________________________________________________________ 
         Date                                                                                       Signature of Parent or Guardian if student is under 19 years of age 
 

Medical History 
 
1.   Do you smoke?  Yes     No        If so, how much, and for how many years? _______________________________________ 
 
2.   Do you drink alcoholic beverages?   Yes     No   If so, type and number of drinks per week: __________________________ 
 
3.   Are you concerned about your utilization of alcohol or drugs?   Yes     No 
 
4.  Are you allergic to any medications, foods, or environmental agents?   Yes         No 
     If yes, please list and describe reactions____________________________________________________________________ 
 
5.  List any medications you currently take.  Include over-the-counter and prescription medications.  __________________________ 
     ________________________________________________________________________________________________________________ 

Students in the College of Nursing and Health Sciences are required to show proof of health insurance.  If you 
have no insurance, you will be required to subscribe to the group policy through the University.   
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Have You Ever Had or Have You Now,  
(Please check to the right of each item that applies, indicate year of first occurrence) 

 
 Yes No Year  Yes No Year 

Hypertension    Back, Bone or Joint 
Problems 

   

Heart Problems    Depression    
Asthma/Wheezing    Bipolar Disorder    
Tuberculosis    Anxiety / Panic Attacks    
Chronic Cough    LD/AD /ADHD    
Cancer    Hepatitis    
Alcohol/Drug Problem    Eating Disorder    
Seizures    Sickle Cell Anemia    
Frequent Headaches    Blood Disorders    
Diabetes    Thyroid problems    
Chickenpox    Eye or Hearing problems    
Mononucleosis    Other    

 
Family History 

Has any person related by blood had any of the following? 
 

 Yes No Relationship  Yes No Relationship 
High Blood Pressure    Glaucoma    
Stroke    Blood or Clotting Disorder    
Cancer    Alcohol Problems    
Heart Attack    Psychiatric    
Cholesterol    Suicide    
Diabetes    Drug Problems    

 
Physical Examination 

 
Height __________Weight ________lbs                                   Temp ________ Pulse ________RR________ B/P ________ 

 
Vision:  Corrected            Right 20/____ Left 20/____           Contact lenses:   Yes   No        Glasses:  Yes   No 
             Uncorrected        Right 20/____ Left 20/____           Ears:  Is hearing normal?   Yes    No        
 

 
PLEASE EXAMINE AND COMMENT ON THE FOLLOWING SYSTEMS: 

 Normal Abnormal Remarks or additional information 
Head, Nose & Throat    
Respiratory    
Cardiovascular    
Gastrointestinal    
Genitourinary    
Hernia    
Musculoskeletal    
Neuropsychiatric    
Skin    
Metabolic / Endocrine    
Organ loss or impairment    

 
Do you have any restrictions on your physical activities?   Yes     No       If yes, explain __________________________________ 
 
Are you taking any medication regularly at the present time, or have you taken any in the past?    Yes      No     If yes, please verify medication 
and dosage ______________________________________________________________________________________________________      
 
 Is student under treatment for any medical or emotional condition?      No____ If yes, explain ______________________________________ 
 ________________________________________________________________________________________________________________ 
 
 Would you like a referral to the JSU Counseling Center regarding the mental health resources on campus?      Yes   No 
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JSU Immunization Requirements for Students 

 
Disease Primary Vaccine 

(MM/DD/YY) 
 

Booster Vaccine 
(MM/DD/YY) 

Serology Date/Results in lieu of vaccination proof 

Measles (Rubeola) 2 
doses required 

  Rubeola IgG 

Rubella (German 
Measles) 1 dose 
required 

  Rubella IgG 

Mumps 2 doses 
required 

  Mumps IgG 

OR Combines as 
MMR 2 doses 
required 

   

 
*If you were born after 1956 you should have two doses of the live measles vaccine or should show some evidence of measles immunity* 

 
Disease Vaccine 

(MM/DD/YY) 
Vaccine 

(MM/DD/YY) 
   

Tdap (Give if Td 
booster has not been 
received in the last two 
years)       
If Td booster has been 
given in the last two 
years, specify date.  
Tdap is not required. 

     

 
Disease Vaccine Date 

(MM/DD/YY) 
Vaccine Date 
(MM/DD/YY) 

Vaccine Date 
(MM/DD/YY) 

Titer Test Date Result 

Hepatitis B    HBsAb  
Hepatitis B booster 
series 

     

Hepatitis A/B combo    HAsAb  
 

Disease Vaccine Date 
 (MM/DD/YY) 

Vaccine Date 
 (MM/DD/YY) 

Vaccine Date 
(MM/DD/YY) 

Serology Date/Results  in lieu of 
disease documentation 

 
Varicella 2 doses or  
VZV IgG 

   VZV IgG  

Recommended 
(Optional) 

 

     

Meningococcal 
 

     

Influenza 
** Highly recommended 

     

 
 Placement Date 

(MM/DD/YY) 
Date Read (48-72 

hours) 
(MM/DD/YY) 

Result in mm CXR date needed 
for positive test 

CXR Result 

TB Test (Must be 
given in the United 
States) *** Must be 
given within 6 weeks 
prior to arrival to JSU.  
Test must be read 
within 48-72 hours 

     

CXR Report      

Referral to County 
Health Department 

Yes      NO PPD > 5mm 
Yes        No 

TB high risk 
protocol 

recommended 
Yes      No 

Treatment 
Initiated 

 
Refused 

Treatment 
Completed 
 
Yes    No 
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Are there any existing or past abnormalities or conditions that might affect the student’s health adversely during the 
nursing affiliation?     No ___   Yes ___     If yes, please explain ________________________________________ 
___________________________________________________________________________________________ 
 
 
 
Are there any existing or past abnormalities or conditions that might affect the student’s ability to function in a 
health care agency?      No ___   Yes ___     If yes, please explain ______________________________________ 
___________________________________________________________________________________________ 
 
 

 
 
 
 
 
 
 
_____________________________________________ 
Print name of Physician/Physician Assistant/Nurse Practitioner 
 
 
 
_____________________________________________________________           _____________________________________________ 
Signature of Physician/Physician Assistant/Nurse Practitioner               Date                                Office Address / Phone Number                         
 
 
_____________________________________________ 
Signature of student                                                                               Date 
 
 
 

 
 

 
 
 
 
 
 

 
 
 
The student was examined on _____________ and was found to be physically, mentally and emotionally healthy and is 
released to participate in all student activities, including activities requiring patient interaction in the medical setting. 
Additional comments/concerns: 
 
 
 
 
The student was examined on _____________ and was not found to be physically, mentally and/or emotionally healthy 
and is not released to participate in all student activities, including activities requiring patient interaction in the medical 
setting. 
Additional comments/concerns: 
 


