Physical Examination Form

	Student's Name:       ________________
	Date of Exam:       ____

	Birth date:       ____
	Height:       
	Weight:       

	Make specific entries regarding abnormal or positive findings.  Indicate normal physical findings with a check mark. 

	- Examination Results -

	Neck/Lymph:      ____________
	Nose/Throat:       ____________
	Eyes:       _________________

	Neurological:       ____________
	Chest/Lungs:       ____________
	Ears:       _________________

	Heart:       __________________
	Scoliosis:       ________________    See Attached Document_______

	Abdomen:       _______________
	Genitalia/Hernia:       _________
	Date last LMP:       

	Musculoskeletal:       __________
	Pelvic and/or Breast Exam:      _______________________________

	- Required Blood Tests -
	- **Required Immunizations -

	 FORMCHECKBOX 
 CBC with Differential
	 FORMCHECKBOX 
 Glucose
	 FORMCHECKBOX 
 Tetanus (DPT) (within past 10 years) Date:       

	 FORMCHECKBOX 
 HIV Test
	 FORMCHECKBOX 
Viral Hepatitis Screen (A,B & C)
	 FORMCHECKBOX 
 PPD or Tuberculosis Skin Test (within past 30 days) Date:       

	 FORMCHECKBOX 
 Pregnancy Test
	 FORMCHECKBOX 
 HEP-B
	 FORMCHECKBOX 
 MMR
	 FORMCHECKBOX 
 OPV/Polio

	
	 FORMCHECKBOX 
 HIB or Flu
	 FORMCHECKBOX 
 Chicken Pox or Disease Date:      

	Summary of positive findings from blood tests:       _______________________________________________

	- Physical Limitations -

	Physical impairments which would limit student's ability to participate in vigorous physical exercise or sports including running, baseball, soccer, softball, basketball, wrestling:      __________________________________         _____________________________________________________________________________________

	Physical limitations which would limit the student's ability to participate in vigorous outdoor activity such as hiking in mountains up to 3500 feet in elevation, carrying a 35-50 lb backpack, physical activities in hot or cold weather, or physical restraint:
     _____________________________________________________________________________________

	     _____________________________________________________________________________________

	- Follow-Up -

	Are there any follow-up medical checks or procedures the student must accomplish within the next six months?  

Y  FORMCHECKBOX 
 N   FORMCHECKBOX 
  If yes, please indicate:       ________________________________________________________

	     _____________________________________________________________________________________

	- Physician Information/Signature -

	Examining Physician's Name:       _____________________
	Date:       

	Signature:       ______________________________
	Phone Number:       _________________________

	Address:       _____________________________________________________________________________


ADM   05          
                                                                                          

Rev. 2.01.08kv

