CALIFORNIA STATE UNIVERSITY

BAKERSFIELD Department of Nursing

Annual Physical Examination
(To be completed by a licensed Healthcare Provider)

S

Student’s Name: Today’s Date:

Height: Weight: B.P. Pulse: Temp:

Visual Acuity: 0.D. Corrected: O.S. Corrected:

SYSTEM Normal | Abnormal | Remarks (Describe Abnormalities)
Skin

HEENT
Hearing

Thorax & Lungs
Heart & Vascular
Lymphatics
Abdomen
Genitourinary

Musculoskeletal/Spine

Neurologic

Mental/Emotional

Additional Comments:

Provider Name: License #: State:
Signature: Agency Name:
Agency Address: Agency Phone #:

Department of Nursing
California State University, Bakersfield
9001 Stockdale Hwy. « Bakersfield, CA 93311

661.654.2505  csub.edu/nursing THE CALIFORNIA STATE UNIVERSITY
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