
Miami University Department of Nursing 

Student Physical Form 

Student information to be completed and signed by student prior to physical exam. 

All students must submit completed form by due date. PLEASE PRINT LEGIBLY IN DARK INK! 

Name MU Unique ID 

Last First Middle Maiden {if applicable) 

Birth Date Phone Address 

(Include area code} Street City State Zip 

Emergency Contact Name(s) Phone(s) 
(include area code} 

Family Physician Phone 



Student Last name Page 2 

To successfully meet the objectives of nursing courses, students must be able to function safely in the clinical setting. 

Please verify that the student possesses the following functional abilities. Circle YES or NO. 

YES/NO Sufficient physical ability (minimal impairment of upper and lower extremities) to perform such skills as bending and squatting, 

lifting patients, transferring patients out of bed to a stretcher or chair, moving patients in bed, pushing equipment, being on 

their feet for 8-10 hours, performing CPR. 

YES/NO Sufficient hearing ability with or without auditory aids to understand the normal speaking voice without viewing the speaker's 

face (to ensure that the nurse will be able to attend to patient's call for help). 

YES/NO Visual acuity with or without corrective lenses to identify patient abnormalities such as cyanosis and pallor and to be able to see 

to dispense medications accurately. 

YES/NO Sufficient speaking ability to be able to question the patient about their condition and to relay information about the patient 

verbally to others. 

YES/NO Sufficient manual dexterity to draw up solutions in a syringe, prepare medications and administer IV fluid or perform 

treatments. 

YES/NO Sufficient emotional stability to exercise sound judgment and to react and manage a crisis such as a need for CPR or suicidal 

intervention. 

Students who do not meet these criteria should seek counseling from the Office of Disability Services to determine if there are 

accommodations that can be made. Thank you for your assistance in assuring the safety of our students and their patients. 

Medical Professional’s Signature Date 

Printed Medical Professional’s Name Phone 
(Include area code) 

Address 

Please load both sides of the form. The form Must include both student and medical professional’s signatures. 

Student must be seen by a physician at least once per year. 
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