
 

 

 
  

 

 

 

 

  

 

 

Return form to:  

Aceso Institute of Health Professions 

Attn: Program Director  

320 Crown Oak Centre Drive 

Longwood, Florida, 32750 

  

Student Name: ___________________________________________ Date: ___________  

Allergies: ____________________________________________  

Vital signs: Blood Pressure: _______, Pulse: _______, Respirations: _______, Temperature: 

_______  

Based on medical exam, as far as I am aware (Please initial):  

_____ Student is physically and mentally able to perform essential functions of nursing.  

_____ Student is physically or mentally unable to perform essential functions of nursing. This 

individual may pose a threat to others or self. If student is unable to safely perform essential 

functions of nursing, please explain: 

___________________________________________________________________ 

___________________________________________________________________  

Student is free of communicable diseases: ________  

Health Care Provider’s Name (Printed): ______________________________  

Health Care Provider’s Signature: ______________________________ Date: ___________  

Health Care Provider’s Address: 

 _________________________  

_________________________  

_________________________ 

320 Crown Oak Centre Drive, Longwood, Florida, 32750 

850-792-2376 

850-79 (ACESO) 


