
ARMSTRONG ATLANTIC STATE UNIVERSITY
COLLEGE OF HEALTH PROFESSIONS

Health Report For Faculty and Students
 Annual Physical Exam

Name Social Security

Address

Date of Physical Exam ______________________ Name of Examiner___________________________

Please print or type

I have examined                                                               and find:

1.‘ no evident health problems which could interfere with the performance of required            
    clinical activities.

2. * the following health problem(s)/restriction(s) which may/may not interfere with his/her
          performance of required clinical activities 

3.  *‘  significant health problem(s) which would interfere with his/her performance of
required clinical activities.

BP_________________ Pulse ____________________ Resp ______________________ Temp _____________________

Ht._________________ Wt._____________________  Hgb _______________________ U/A ______________________

PPD Date__________________ Results/Size ___________________________________ (Must be completed annually)

If PPD is positive, chest radiograph may be needed (Attach Physician=s Evaluation)

Date of Radiograph ____________________________  

 Was there Prophylaxis? 9  NO    9  YES   If yes, what prophylaxis has been prescribed?

Signature of Health Care Provider Street Address/City/State/Zip Code

(*Please explain #2 or #3 if checked and attach additional pages if necessary.)

RETURN TO:              Department of Nursing

Armstrong Atlantic State University

11935 Abercorn Street

Savannah, GA 31419-1997



ARMSTRONG ATLANTIC STATE UNIVERSITY
COLLEGE OF HEALTH PROFESSIONS

IMMUNIZATIONS AND SCREENING TESTS
Faculty and Students

NAME DATE SOCIAL SECURITY

TETANUS VACCINATION DATE (within last 10 years)

HEPATITIS B SERIES (OPTIONAL)
Attach waiver if no vaccine has been received.

Date: Date: Date: Date:

1st Vaccine 2nd Vaccine 3rd Vaccine Titer

MENINGITIS

Advised of M eningitis incidences and availability of  immunization at Health Department   9  YES 9    NO

9  Agrees to get immunization.   9  Does not agree to get immunization.

PREGNANCY
Advised of risks of exposure to high risk diseases during pregnancy (Hepatitis B, Rubella, Cytomegalovirus, etc.)

9   YES 9   NO

RUBELLA

Date of Disease Titer (if available) Date of M MR

CHICKENPOX

Has he/she had chickenpox?

9  YES (when?) 9  NO 
Exposure:

9  YES (when?) 9  NO    

** Please attach copies of verifications of immunizations.

Signature: ______________________________________  Date: ____________________________

*Please a ttach  add itional pages  if necessa ry.

RETU RN FORM  TO: 

Department of Nursing
Armstrong Atlantic State University

11935 Abercorn Street
Savannah, GA 31419-1997



ARMSTRONG ATLANTIC STATE UNIVERSITY
SCHOOL OF HEALTH PROFESSIONS
HEPATITIS B DECLARATION FORM

Faculty and Students

DEPARTMENT: _____________________________________

Name _____________________________ Major: ______________________________

I understand that Hepatitis B is a severe and potentially life threatening illness.  Hepatitis B
vaccination significantly decreases my risk of being infected by the Hepatitis B virus.  Therefore, I
agree to take the prescribed series of inoculations and follow-up titre to assess antibody level, and a
second series if necessary.  I assume responsibility for all arrangements, costs and complications
arising from this vaccination procedure.

Signature ____________________________ Date:
________________________________

I understand that Hepatitis B is a severe and potentially life threatening illness.  Hepatitis B
vaccination significantly decreases my risk of being infected by the Hepatitis B virus.  I understand
also that not taking the vaccination may significantly increase my risk of being infected by the
Hepatitis B virus.    Nevertheless,  I elect not to take the prescribed vaccination procedure, and 
assume responsbility for all arrangements, costs and complications arising from not taking this
vaccination procedure.

Signature ____________________________ Date:
________________________________

I have already received the vaccine.

Signature ____________________________ Date:
________________________________



DEPARTMENT OF NURSING

Chicken Pox Statement

I, ___________________________, verify that I had chicken pox in ___________________
             (Please Print)                                                                            (Estimate month/year)

____________________________
Signature

___________________
Date

--------------------------------------------------------------------------------------------------------------------

I, ___________________________, verify that I have not had chicken pox. __________________

____________________________
Signature

____________________________
Date

(If you have not had chicken pox, are unsure if you did, or had a mild case of chicken pox, you will
need to have the immunization).
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