


 MORAVIAN UNIVERSITY- NEW NURSING STUDENT PHYSICAL EXAMINATION 

 Student Name ___________________________________         Date of Birth ______________________ 

 TO THE EXAMINING HEALTHCARE PROVIDER: This student has been accepted to Moravian University in a nursing curriculum. Please review the 
 student’s history and complete this examination with comments on any abnormal findings. A physical exam must be performed less than one year before 
 the first day of nursing classes. 

 _____/_______________________________________  sugar  _  protein  ___R  /      L    /  Y  N  normal  impaired 
 Blood pressure      Pulse        Height (in.)      Weight (lbs.)        BMI         Urinalysis                Visual acuity          Corrected?               Gross hearing 

 CLINICAL EVALUATION 
 Normal  If Abnormal, please describe 

 Skin 

 Head and scalp 

 Eyes 

 Ears/hearing 

 Mouth, nose, throat, neck 

 Cardiovascular 

 Lungs 

 Abdomen 

 Genitourinary 

 Musculoskeletal 

 Neurologic 

 Emotional 

 1. Any known impaired function or loss of any organ?  Yes  No. If yes, specify ___________________________________________ 
 _____________________________________________________________________________________________________________ 
 2. Allergies or contraindications to any medication(s)?  Yes  No. If yes, specify ___________________________________________ 
 _____________________________________________________________________________________________________________ 
 3. Any medication(s) taken regularly?  Yes  No.  If yes, specify _______________________________________________________ 
 ____________________________________________________________________________________________________________ 
 4. Recommendation for physical activity:  Unlimited  Limited; explain _________________________________________________ 
 ____________________________________________________________________________________________________________ 
 5. Can this individual participate in intercollegiate athletics, including contact sports?  Yes  No. 
 6. General comments or recommendations:__________________________________________________________________________ 

 This student is a nursing major  . Is there any health  reason that would preclude this person from engaging in clinical practice as a 
 student nurse?  Yes  No. If yes, please specify  ______________________________________________ 

 _______________________________________________  _____________________________________________ 
 Name of Healthcare Provider  MD/DO/NP/PA  Street Address 

 __________________________________________             ________________________________________ 
 Signature  Date of exam  City, State, Zip  Phone 

 STUDENTS - WHEN FORMS COMPLETED PLEASE UPLOAD TO THE MORAVIAN UNIVERSITY HEALTH PORTAL- moravian.studenthealthportal.com 

    

 

 

 

 

 

 

 

 

 

 

 

 

  

  

  

  

  

  


