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NAME OF SCHOOL

PRruATE PHYSICTAN'S R.EPORT OF
PHYSTCAL EXAMINATTON OF A PUPIL OF SCHOOL AGE

DATE .

GRADE

20

NAME OF CHILD

ADDRESS

DATE OF BIRTH

No. and Street City or Post Office Borough or Township County State Zip Code

TMMUMZATIONS AND TE,STS

VACCINE
Enter Month, Day, and Year Each lmmunization Was Given, Including Boosters

DOSES

Diphtheria and Tetanus
(Circle): DTaP, DTP, DT, Td
&!!d6es lequilcd,withone dse givqr@ age a
was dr olds-

1.
I I

2.
I I

3.
I

4.
I I

5.
I I

Tetanus, Diphtheria, and Acellular
P'ertussis (Adacel, Boostrix, Tdap)
One dose required for studenb entering /n
srade.

1.
I I

Polio (Gircle) : OPV,IPV
!@doses.rs ftquired

1.
I I

2.
I I

3.
I , 4.

I I
5.

I I

Hepatitis B: rnee prcperty spaced dces ar€
reguircd.

I I

2.
I I

3.
I I

Measles, Mumps, Rubella: !4p dosa or
deesles,' dGei of mumps, g dose of rbell"
reduired. n6t dose must ba aiven after eoe one vear-

1. nun:
l l

2. tvrun:
t t

Measles only: Mumps only:

Varicella Vaccine or Disease: rwo
d6es rcquittd; gdzae or age ol disase; il lah
aviduca FlBt d6e mrct he siven eftef zqe one v@t.

1.
I , 2.

I t

varicella Disease: Age or Date:

Lab Evidence: Date: Results:

Meningococcal Conjugate (MGV4):
One dose required for students e ntering f
onde,

I I

Olher:

O MEDICAL EXEMPTION: The physical condition of the above named child is such that immunization would endanger life or health.

O RELIGIOUS EXEMPTION: (tncludes a strong moral or ethical conviction similar to a religious belief and requires a written statement from the parenUguardian.

lf Applicable:
Tuberculin TesG

Date Applied Arm Device Antigen Manufacturer Signature

Date Read Results (mm) $ignature

Follow-Up of significant tuberculin tests:

ParenVGuardian notified of significant findings on.
Date

Results of Diagnostic Studies:
Ddte

Preventive Anti-Tuberculosis - Chemotherapy ordered. tr tr
NO YES Date



Yes No
Allergies.. . . ,  . . . . . . .  t r  tr
Asthma .. . . . . . . . . . . . t r  tr
Cardiac . . . . . . . . . . . . . t r  tr
Chemical Dependency......... tr tr

Drugs.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  t r  t r
Alcoho|. . . . , . . . . . . . . . . . . . . . . . . . . . . . .  D t r

DiabetesMell i tus.. . . . . . . . . . . . . . . . t r  tr
GastrointestinalDisorder.....El tr
Hear ingDisorder. . . . . . . . . . . . . . . . . . t r  t r
Hypertension.. . . . . . . . . . . . . . . . . . . . . . t r  t r
Neuromuscular Disorder...... EI tr
OrthopedicCondition...........tr tr
Respiratoryl l lness. . . . . . . . . . . . . . . t r  t r
SeizureDisorder. . . . . . . . . . . . . . . . . . t r  t r
SkinDisorder. . . . . . . , . . . . . . . . . . . . . . . t r  t r
Vis ion Disorder . . . . . . . . . . . . . . . . . . . .  t r  t r
Other(Speci fy) . . . , . . . . . . . . . . . . . . . . . t r  t r

Significant Medical Gonditions (r)
lf Yes, Explain

Are there any special medical problems or chronic diseases which require restriction of activity, medication or which might
effect his/her education? lf so, specify.

Report of Physical Examination (/)
Normal Abnormal Not Examined Comments

. Height ( inches)

. Weight (pounds)

. Pulse ( )

. Blood Pressure

. Hair/Scalp
o Skin
. EyesA/ision
. Ears/Hearing
. Nose and Throat
. Teeth & Gingiva
. Lymph Glands
. Heart - Murmur. etc.
. Lung - Adventitious Findings
. Abdomen
. Genitourinary
o Neuromuscular System
. Extremities
. Spine (Presence of Scoliosis)

Date of Examination

PRINT Name of ExaminerSignature of Examiner

Telephone Number


