SUNY DELHI 

STUDENT HEALTH SERVICES-FOREMAN HALL

DELHI NY 13753

607-746-4690

FAX 607-746-4141

ANNUAL HEALTH ASSESSMENT

DATE: __________________

NAME: _________________

ID#: ____________________ DOB: ______________

BP: ________
Pulse: __________
Weight: ________________

Present medications: ____________________________________________________________

Drug allergies: _________________________________________________________________

In the past year have you had any changes in your medical condition? _____________________

_____________________________________________________________________________________________











YES    NO

Pregnancy
  (         (
Neurological
  (         (
Visual
  (         (
Hearing
  (         (
Lymph node enlargement
  (         (
Orthopedic
  (         (
Latex Allergy 
  (         (
Increase in Allergy symptoms while in health care facility
  (         (
Health Maintenance

Monthly self breast exam
  (         (
Monthly testicular exam
  (         (
Date of last pap smear_____________________

Do you smoke
  (         (
Amount

Smoking Cessation program
  (         (
Annual Mantoux/PPD(See TB/Mantoux Sheet)
Date_____

If positive history (No retest needed)

Dates of prophylaxis therapy ____________to ______________________

Chest X-ray date ___________________(submit copy of chest x-ray report)

Tetanus Diphtheria _____________________

Hepatitis B Series & Date Completed ____________________ With Titre ____________

Student Signature ___________________________
Nurse _________________________








Date __________________________

Microsoft word  Nursing Assessment
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