
THE UNIVERSITY OF MONTEVALLO 

Bachelor of Science in Nursing Program 

Statement of Health and Immunization Form 

 

NAME: _____________________________________________                   DATE: ___________________ 

MEDICAL HISTORY: 
_____________________________________________________________________________________
_____________________________________________________________________________________ 

PHYSICAL EXAM Height ______ Weight _______       Pulse _____  Respiration ____ BP _______ 

HEENT 
___________________________________________________________________________________ 

Vision 
____________________________________________________________________________________ 

Hearing 
__________________________________________________________________________________ 

Heart 
____________________________________________________________________________________ 

Lungs 
____________________________________________________________________________________ 

Abdomen 
_________________________________________________________________________________ 

Skin 
_____________________________________________________________________________________
_ 

Extremities____________________________________________________________________________
____ 

Neuro 
_____________________________________________________________________________________ 

IMMUNIZATIONS  

Measles/Mumps/Rubella #1 ___________ #2 ___________  (or Titer _____________) 

 

Varicella           #1 ___________ #2 ___________         (or Titer _____________) 

 



Tetanus Booster (Tdap) must be within 10 years     Date ________________ 

Influenza Vaccine (Required by October)    Date ________________ 

Tuberculin Skin Test (2-step required)  

Date/Time given: __________________  Date/Time given: _________________  

Result ____________________________________ 

 

 

 

 

Healthcare Provider, please initial one: 

_______ There are no apparent contraindications to proceeding with participation in the BSN program.  

_______ There are apparent contraindications to proceeding with participation in the BSN program. 
(explained below).  

 

Explanation: 
____________________________________________________________________________ 

_____________________________________________________________________________________
___  

 

Provider Name (Please Print): ____________________________ MD/DO/ARNP/PA (Circle one) 

 

Provider Signature: ____________________________________________ 

 

Address: ________________________________________________________ 

__________________________________________________________________ 

 


