
GRADUATE PROGRAMS 
School of Nursing 

College of Health and Human Sciences 
Georgia State University 

 
HEALTH FORM 

 
Date: ________________________ (_____ Student) 
     (_____ Faculty) 
     (_____ Staff) 
 
Name: _____________________________________________ SS# _______________________________ 
 
 
Program/Specialty: _____________________________________________________________________ 
 
Verification of Immunizations/Disease: 
 
Hepatitis B 
Series#1_____________________ Series#2______________________ Series#3_____________________ 
 
MMR (Measles-Mumps-Rubella) Series#1_____________________ Series#2______________________ 
(Not Required if DOB is prior to 1957) 
 
Tetanus-Diphtheria (Td)  Date _____________________  
 
Tuberculin Skin Test _______________________mm induration 
 BCG Vaccine: Yes □ No □ 
If Positive, Chest X-Ray Results _________________________ Date: __________________ 
 
 INH: Yes □ No □ How long taken? __________________ 
 (Required annually) 
 
Have you ever had the chicken pox?      Yes □      No □ 
 
*TB testing is required every year for all College of Health & Human Sciences students who participate in 
clinical rotations. 
 
__________________________________________   __________________________________________ 
Physician/Nurse Practitioner Signature         Date  Address 
 
      __________________________________________ 
 
       
      __________________________________________ 
       Telephone Number 
 

PLEASE RETURN TO: 
Office of Records and Information 

Graduate Programs, Byrdine F. Lewis School of Nursing 
Georgia State University 
902 Urban Life Center 

P.O. Box 4019 
Atlanta, GA 30302-4019 



History of major illness, injury, or of surgery: __________________________________ 
 
________________________________________________________________________ 
 
Current health status, including disabilities: ____________________________________ 
 
________________________________________________________________________ 
 
Current medications: ______________________________________________________ 
 
________________________________________________________________________ 
 
Allergies: _______________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
Evidence of Physical Examination within the past year: 
 
By Whom? ____________________________________ Date: _____________________ 
 
Address: 
 
________________________________________________________________________ 
 
Any problems noted? ______________________________________________________ 
 
Hematocrit: ________________________ Blood Pressure: ________________________ 
 
Urinalysis: ___________________________ Pap Test: ___________________________ 
 
G.C. Culture (date done-results not reported to GSU): ____________________________ 
 
 
 

PLEASE RETURN TO: 
Office of Records and Information 

Graduate Programs, Byrdine F. Lewis School of Nursing 
Georgia State University 
902 Urban Life Center 

P.O. Box 4019 
Atlanta, GA 30302-4019 



GEORGIA STATE UNIVERSITY 
Byrdine F. Lewis School of Nursing 

Graduate Programs 
 

DATA SHEET 
(To be completed by student) 

 
1. Name:  ________________________________________ 
 
2. Address:   ________________________________________ 

 
________________________________________ 
 

3. Employer:   ________________________________________ 
 

________________________________________ 
 

4. Whom to notify in case of an emergency: 
 

Name:  ________________________________________ 
 
Address:  ________________________________________ 
 
   ________________________________________ 
 
Telephone:  ________________________________________ 
 
Relationship:  _______________________________________________ 

 
Please attach a recent photo. 
 

 
 

 
 

PLEASE RETURN TO: 
Office of Records and Information 

Graduate Programs, Byrdine F. Lewis School of Nursing 
Georgia State University 
902 Urban Life Center 

P.O. Box 4019 
Atlanta, GA 30302-4019 


