THIS SIDE TO BE COMPLETED BY PHYSICIAN Student’'s Name (pLEASE PRINT)

Relevart Heatth information Physical Assessment Hormal Abnommal Not Examined
Sregsent Age: yrs. mos. General Appearance
Jeight (no shoes). inches (%) Sten
Nesght (igh! clothing): bs. oz { %) Head
{emogiobin or Hematocrit (opt): Eyes: _
MnatysE (opt): 1) Reflex Test -t -
, . _2)Cover Test
gher: Ears
tood Pressure; Nose, Mauth, Pharynyx, Teeth
Heart
Lungs
Abdomen (include hemias)
Genfials
Orthopedic
Neuralogic
tplanation of Abnormal Findings:
AMUNIZATION RECOROD month/day/year
inunizations Dose 1 Dose 2 Dose 3 Dose 4 Booster Booster
TTIOTaPITd (diphtheria,pertussis ttands) -
& (OPVAPV)
A (Mensies, Mumps, Rubsiia)
) GV (Haemophis)
patitis B
calls
astitis A
of
eraukin Skin Test  Date: Result: Ches{ X-ray. Date: Result
- -
wing _im g';;gm screent |1~ Vision Screening
5dB R L at 25dB R L Distance Aculty: Distance Acuity:
JHz 1000 Hz R20/____ L-20___ R20/__ L2200
Y Hz 2000 Hz Pass__ Reter___ Pass____ _ Refer___
) Hz 4000 Hz Fail __ Fail
Date: Signature: Signature;
liosis Screening: Pass Fai! Refer Comrments:

't Heatth History, Findings and Recommendations:

ca! Activity: Restricted or Unrestricted {zircle ons! Exnlanation:

* eXxamined the child named on this form. and find that hefshe is able to participate in the athletic programs of the schootl:

Signature:

{stamped signature not accepted)

2 print physician's name and address:
YO or PA or RNP working under the direction of a licensed physician) 1103




