Name: Student Identification #:
(Please Print) (7 Digit #)

UNIVERSITY OF PITTSBURGH SCHOOL OF NURSING
ANNUAL HEALTH APPRAISAL FORM

ALL DATE FIELDS ON THIS FORM MUST BE LEGIBLE AND COMPLETED WITH MONTH, DAY, AND YEAR VALUES.
(Failure to comply will prevent your registration for upcoming Term and prevent your participation in Clinicals)

STUDENT LEVEL Freshman / Sophomore / Junior / Senior / Graduate / PhD / Accelerated / RN Option / DNP
(Circle One For Upcoming Term)

PART I: STUDENT INFORMATION
(ALL AREAS MUST BE COMPLETED)

STUDENT IDENTIFICATION NUMBER (NOT Campus ID Card Number; NOT Personal SSN)
NAME / /
(Last Name) (First Name) (Middle)
ADDRESS /
(Street) (City/State/Zip Code)
TELEPHONE _( )

(MUST BE COMPLETED BY STUDENT)
HEALTH INSURANCE

| verify that | carry, and will carry for the entire duration of my program, health insurance that will cover payment of treatment
and follow-up procedures related to bloodborne pathogens, other potentially infectious materials, and any illness or injury that
could occur during class or clinical.

Date / /
(Student Signature) (Month / Day / Year)

PART Il: LABORATORY/DIAGNOSTIC TEST INFORMATION
(HEALTH CARE PROVIDER TO COMPLETE)

Comment required if positive. Results MUST be reviewed by health care provider, and attached to this form. FORMS RETURNED WITH ONLY
RESULTS ATTACHED WILL BE CONSIDERED INCOMPLETE.

HEPATITIS B
VACCINE DOSE 1 / / DOSE 2 / / DOSE 3 / /
(Month / Day / Year) (Month / Day / Year) (Month / Day / Year)
OR
TITER DATE / / RESULTS? Immune / Non-Immune  (circle one)
(Month / Day / Year)
OR

[0 Check that you are attaching a signed refusal form (available in the Student Services Office) if immunization is contraindicated

TUBERCULOSIS SCREENING

TUBERCULIN SKIN TEST  (PPD must be within 1 year, Mantoux required)

DATE READ / / RESULTS? Negative / Posiive  (circle one)
(Month / Day / Year)

**FOR SHS OFFICIAL USE ONLY ***
After Data Entry Complete, Initial Here:

TUBERCULOSIS SCREENING  (Continued)



Name: Student Identification #:
(Please Print) (7 Digit #)

CHEST X-RAY (Required if tuberculin skin test is Positive)

XRAY DATE / / RESULTS? Normal / Abnormal (circle one)
(Month / Day / Year)

Comments (Required if tuberculin skin test is Positive) :

PART I1l: EXAM EVALUATION AND VERIFICATION
(HEALTH CARE PROVIDER TO COMPLETE)

| have obtained a health history, performed a physical examination and reviewed the student’s immunization status and required laboratory
tests. In my opinion this student is able to fully participate in the School of Nursing program:

Yes / No (circle one)

If this student is NOT fully able to participate, please comment on activity limitations below:

NOTICE: The YEAR on the Provider date below must correspond with the upcoming calendar year that is going to be covered by the data
on this form.

PROVIDER INFORMATION

Name CRNP / MD / DO / PA (circle one)

(Please Print)

Signature Date / /
(Month / Day / Year)

Phone Number:  ( )

NOTE: ALL SECTIONS ON THIS FORM MUST BE COMPLETED BEFORE ITS
SUBMITTAL

FORM SUBMITTAL  (Upon Completion)

This form should be returned BY THE STUDENT to: University of Pittsburgh
Student Health Service
Medical Arts Building
Suite 500
3708 Fifth Avenue
Pittsburgh, PA 15213



	ANNUAL HEALTH APPRAISAL FORM

