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LINFIELD SCHOOL OF NURSING:  HEALTH ASSESSMENT STUDENT FORM  
To be completed by student  

Name Date of Birth 

Former Illnesses 
No Yes  If Yes, please explain: 

Former Injuries 
No Yes  If Yes, please explain: 

Former Hospitalizations 
No Yes  If Yes, please explain: 

Comments if applicable: 

Anemia No  Yes 

Arthritis  No  Yes 

Asthma  NoCancer No  Yes 

Diabetes  No  Yes 

Hearing Problems  No  Yes 

Heart Disease No  Yes 

High B/P  No  Yes 

High Cholesterol or Lipids   No  Yes 

Infectious Mono No  Yes 

Kidney Disease  No  Yes 

Liver Disease  No  Yes 

Rheumatic Fever No  Yes 

Seizures   No  Yes 

Thyroid Disease  No  Yes 

Ulcer         No  Yes 

Visual Problems  No  Yes 

Current medications: 

Allergies including medications and other substances: 

Present or chronic medical conditions: 

Student Signature  Date 
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