
CONTINUING EDUCATION AND WORKFORCE DEVELOPMENT  
 
 

 

 

CNA Student Health History and Exam:  
 

Part 1 

To Be Completed by Student: 

 
Program:  CNA   

 

Last Name:    First Name:    MI:  

 

DOB:   Social Security #:    Home phone:    

 

Work phone:   Cell Phone:     

 

Address:            

 

City:    State:  Zip code:    

 

My Doctor/Health Care Provider: 

 

 Name:      Business phone:   Business email:    

 

Address:             

 

City:    State:  Zip code:    

 

Health History: 

Do you have now or ever had? 

Check all that apply and describe below 

 Abnormal bleeding tendency  Other Heart Disease or Problem  Positive TB Test 

 Alcohol/Drug Problems  Hearing Problems  Rheumatic Fever 

 Anemia  Hepatitis/Jaundice/Liver Trouble  Sexually Transmitted Disease 

 Anorexia/Bulimia  Head Injury  Sickle Cell Disease or Traits 

 Arthritis  Hernia  Sleep Apnea 

 Autoimmune Disease  High Blood Pressure  Stomach Problems 

 Cancer/Malignant disease  Kidney trouble/Bladder Infections  Stomach Ulcers 

 Chest Pain  Loss of Consciousness  Surgery/Operations 

 Diabetes  Malaria  Thyroid Problems 

 Dizziness/balance Problems  Migraines/other Recurrent Headache  Tuberculosis 

 Epilepsy/seizures  Menstrual Problems  Vision Problems 

 Fainting spells  Mononucleosis  Other Health Problems 

 Falling asleep during the day  Nervous/Mental/Emotional Problems   

 Heart Attack  Phlebitis/deep vein clots   

 Heart Murmur  Paralysis/Problems Walking   

 

Describe all checked items ______________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

 

Are you currently taking any medications?   Yes_____No_____ 

 

 List all medications and reasons:________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

 

 

 

 



Allergies:  Check all that apply and list 

Medications________________________________________________________________________________________ 

Foods_____________________________________________________________________________________________ 

Environmental_______________________________________________________________________________________ 

Latex_______________________________________________________________________________________________ 

Fragrances__________________________________________________________________________________________ 

Seasonal/Hay Fever___________________________________________________________________________________ 

Insect Bites_________________________________________________________________________________________ 

Other_______________________________________________________________________________________________ 

 

Alcohol Use   Yes____No___ 

 

Describe Use____________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

 

Tobacco Use    Yes____ No____ 

Describe Use____________________________________________________________________________________________ 

 

 

 

            

Student Signature     Date  

 

I certify that all the answers provided on this Health History are true and understand that any misrepresentation, omission, or 

falsification may prevent me from participating in clinical agency field placements and result in termination. 

 

____________________________________________________________________________________________________________ 

 



Part 2 

To Be Completed by the Physician, Nurse Practitioner or PA 

 
 

PHYSICAL EXAMINATION 

 

Height:  Weight:  BP:  Pulse:   

 

Visual acuity (with corrective lenses): 

 

Distance: R = 20/  L = 20/     Near: R = 20/  L = 20/   

 

Hearing:       R =   L =    

 

 

Current OTC and/or prescription medications that the student is currently taking:     

 

              
 
 
Tuberculosis Tests (PPD): 
 
One 2- step TB test must be done initially. 
 
Step #1 Date: _____            Date______ Result: Neg _____Pos_____mm induration (7 – 14 days step #2) 
 
Step #2 Date_____ Date______ Result: Neg______ Pos _____mm induration 
 
X-ray (required if skin test positive) Date ______ Result: Normal____ Abnormal_______** 
  
MENINGOCOCCAL MENINGITIS VACCINE 
Menactra_ Vaccine Date ______/______/_____ (MCV4)   Menomune_ Vaccine Date. . ______/______/_____ (MPSV4)  
or Meningitis Vaccine Declined by Student-informed of Risk Date _____/______/______ 
 
TETANUS-DIPHTHERIA-PERTUSSIS 
Completed primary series of tetanus-diphtheria-pertussis immunizations. ______/______/_____ 
Received tetanus-diphtheria booster within the last 10 years. ______/______/_____ 
Booster: Tdap (preferred) to replace a single dose of Td for booster immunization with at least 2-5 years since last dose of Td, 
depending on age of patient (Administer with MCV4 simultaneously if possible) ______/______/_____ 
 
POLIO (POLIOMYELITIS) 
 Completed primary series of polio immunization ______/______/______ Last booster_____/_____/_____ 
 

IMMUNIZATION RECORD   * * All required information should be completed 

 

COVID Vaccine Type: _______________________ 
First Date: ____________  Second Date: _______________ COVID-19 Infection Antibody Level: __________________ 
 
Flu Vaccine Date: _______________ 
 
Tuberculosis Screening – PPD Test  
 
Date: _______________  Result ____________ (If positive, a chest X-Ray is required) Date: ____________ Result: __________ 
 
Tetanus Booster (within 10 years): Date given _______________________ 
 
MMR Dates #1_____/_____/_____, #2_____/_____/_____ / 
Measles Dates ____/____/____, ____/____/____ /or Disease Date ____/____ /or Antibody Date Titer ____/____/____** 
Mumps Dates ____/____/____, ____/____/____ /or Disease Date ____/____ /or Antibody Date Titer ____/____/____** 
Rubella Dates ____/____/____, ____/____/____ /or Disease Date Not Acceptable /or Antibody Date Titer ____/____/____** 



 
HEPATITIS B VACCINE Dates #1____/____/____, #2____/____/____, #3____/____/____ 
with lab titer attached* 
 
VARICELLA (Chicken Pox) #1____/____/____, #2____/____/____ / or History of Disease Yes___No___ or 
Antibody Date Titer: ____/____/____ with lab titer attached* 
 
** NOTE: TITERS FOR MMR, HEPATITIS AND VARICELLA ARE REQUIRED BY CLINICAL AGENCIES. PLEASE ATTACH DOCUMENTED 
LAB DATA. 
POSITIVE PPD REQUIRES MUST BE FOLLOWED BY A CHEST X-RAY. 
 
 
Health Care Provider:  Please complete the following assessment as part of your history and physical exam for this potential Certified Nursing Assistant (CAN) 
Student.  This assessment is required per admission criteria for Nursing School to insure compliance with the National Council of State Boards of Nursing 
recommendations (1996) regarding Essential Core Functional Abilities for Nursing Practice and to insure compliance with current federal ADA (Americans with 
Disabilities Act) regulations. 
*Attributes/Task/Activities are representative examples of common Essential Functional Abilities routinely engaged in on a daily basis. 

Essential Functional  Ability Attribute/Task/Activity* Yes No Describe if No 

Mobility Twist, Bend    

 Squat    

 Kneel    

 Reach below waist (unplug equipment)    

 Reach above shoulders (IV poles)    

 Walk     

 Move quickly in emergencies    

 Work with arms fully extended over head    

 Perform repetitive motions required for CPR    

 Climb (example step stool)    

Physical Strength/Endurance Stand and walk prolonged period over 6-8hrs    

 Maintain physical tolerance to work full 8 hr.    

 Push and Pull 25 lbs unassisted    

 Lift & Carry  25 lbs unassisted,  
50 w/assistance 

   

 Move objects weighing up to 50 lbs    

 Support 25 lbs (while ambulating patient)    

 Squeeze with hands/operate fire extinguisher    

 Perform chest compressions required for CPR    

 Use upper body strength to restrain patient    

Gross Motor Skills Move within confined spaces    

 Stand and Maintain Balance    

 Sit and Maintain Balance    

 Sufficient to calibrate, use and manipulate 
medical equipment and instruments safely 

   

 Position equipment and patients    

Fine Motor Skills & 
Eye Hand Coordination 

Pick up and grasp small objects with hands  
(ex. IV tubing, pencil, needle/syringe) 

   

 Squeeze with fingers (ex eye dropper)    

 Write with pen or pencil    

 Key/Type (ex. use computer)    

 Pinch/Pick up items/work with fingers (ex 
tweezers, manipulate syringe) 

   

 Twist with fingers/hands (turn knobs)    

Hearing Hear normal speaking level sounds    

 Hear faint voices    

 Hear faint body sounds(ex BP, heart, lung 
sounds) 

   

 Hear in situations when not able to see lips    

 Hear auditory alarms and buzzers    

Visual See objects up to 20” away (ex. information on a 
computer screen) 

   

 See objects up to 20’ away (ex. Client in room)    

 Intact Depth perception (ex to do fine manual 
tasks) 

   

 Intact peripheral Vision    

 Distinguish colors (ex. Color codes on supplies, 
charts, identification bands) 

   

 Distinguish color intensity (flushed or pale skin)    

 See objects more than 20’ away    

 See visual alarms    



 
Review of Systems Additional Significant Findings________________________________________________________________ 
___________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
Practitioner’s Statement:   

 

I have conducted a physical exam and reviewed the functional abilities required for this student and in my opinion there is no 

physical, emotional, or psychological problem that would cause this student to be unable to proceed with their studies. 

 
Health Care Practitioner: Physician/ Nurse Practitioner/ P.A. 
 
Name (Print) __________________________________________ Signature_____________________________________________ 
Address___________________________________________________________________________________________________ 
Phone (________) _____________________ Date ______  Official stamp is required  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Read & distinguish hand written/printed data    

Smell Detect faint odors     

 Detect smoke    

 Detect noxious odors and gases    

Tactile Feel faint vibration (ex. pulse, nerve response)    

 Detect temperature (ex room, skin)    

 Feel subtle differences in surface characteristics 
(ex skin texture) 

   

 Feel  differences in size/shape (ex palpate vein)    

Communication Give verbal directions/explanations  in English    

  
Follow verbal directions/explanations in English 

   

 Read and respond in writing English in health 
care documents 

   

Cognition Ability to abstract intact    

 Ability to process complex sequential directions    

 judgment and situational analysis/response 
intact 

   

 Insight intact    

 Thought process and content intact (MSE 
unencumbered) 

   

 Oriented x 4    

 Reasoning intact    

Emotional/Psychological Euthymic-w/o mood lability    

 Maintain decorum in stressful situations    

 Interpersonal/relational skills intact    

 Ability to maintain unencumbered 
cognition/psychological/relational attributes for 
8-10 hrs under rapidly changing variable amounts 
of stress 

   


